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the  new 

proposals  are  enough  to  make 
most  doctors  and  their  advisors  throw 
their  hands  up  in  despair.  New  formulas 
are  proposed  to  “simplify"  calculation  of  per¬ 
mitted  fee  increases,  but  they  are  presented  in  al- 

Wl  gebraic  fashion  sufficient  to  alarm  us.  Furthermore, 

I  the  council  issued  a  series  of  “Questions  and  Answers ” 
dfk  I  to  describe  the  newlv  nmnn? oA  ]ations ,  but  which 
Uw  \  instead  seem  ory  on  several 

\  points.  Still  w  igain  required 


to  post  a  sig 
hand —  at 
quiremt 


chedule  is  on 
?  in  this  re-t 
onths.  . 


Heaven  help  us!' 


See  Leif  Beck’s  Interpretation — page  17 
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Fulfill  Phase  IV  sign  requirement  -  page  20 
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PSRO  AREAS  NAMED  Professional  Standards  Review  Organization  (PSRO) 

geographic  area  designations  were  published 
December  19  in  The  Federal  Register  by  the  Department  of  Health, 
Education  and  Welfare  ( HEW ) .  Matthew  Marshall,  M.D.,  president  of  the 
Pennsylvania  Medical  Care  Foundation,  said,  "We  are  pleased  to  note 
that  the  twelve  PSRO  areas  for  Pennsylvania  are  identical  to  those 
suggested  by  the  Foundation  at  the  September  28,  1973  HEW  meeting  in 
Camp  Hill.  The  Foundation's  suggested  boundaries  were  determined  after 
considerable  correspondence,  meetings,  and  individual  discussions  with 
county  medical  society  representatives  across  the  state."  The  area 
designations  are  scheduled  to  become  effective  January  20,  1974  but  HEW 
'  will  accept  comments  until  January  19 jj  1974.  State  Society  officials 
took  note  of  the  role  of  the  Foundation  and  its  initiative  in  preparing 
for  submission  area  designations  based  on  recommendations  from  county 
medical  societies.  Dr.  Marshall  said  questions  or  comments  about  the 
areas  should  be  addressed  to  William  A.  McDaniel,  Jr.,  Pennsylvania 
Medical  Care  Foundation,  20  Erford  Road,  Lemoyne,  Pa.,  17043.  Infor¬ 
mation  packets  on  PSRO  contract  applications  will  be  in  the  mail 
shortly,  according  to  HEW  officials,  but  it  is  not  yet  certain  to  whom 
these  will  be  sent;  but  Foundation  officials  believe  all  parties  who 
received  notices  of  the  September  HEW  meeting  will  receive  the  packets. 
Contract  applications  will  follow  in  early  spring.  HEW  created  nation¬ 
wide  182  PSRO  areas,  25  of  which  are  statewide  areas.  It  is  expected 
’ that  50  contracts  will  be  signed  by  June,  1974;  125  by  January  1,  1975. 
By  June  1,  1976,  HEW  expects  all  contracts  to  be  signed.  A  map  showing 
Pennsylvania  area  designations  appears  on  the  second  page  of  this  medi¬ 
gram. 


FOUNDATION  BOARD  ELECTS  OFFICERS  The  Foundation  Board  of  Directors 

reelected  the  following  officers 

'for  1974:  Matthew  Marshall,  Jr.,  M.D.,  president;  Henry  H.  Fetter- 
man,  M.D.,  vice  president;  and  Vincent  Lechner,  secretary.  John  F. 
Rineman,  State  Society  executive  vice  president,  was  elected  Foundation 
treasurer,  and  Larry  R.  Fosselman  was  appointed  executive  director. 


AMA  TO  FIGHT  PRICE  CONTROLS  ON  PHYSICIANS  In  line  with  action  taken 

*  at  its  recent  convention, 
the  AMA  will  continue  its  strong  opposition  to  discriminatory  Phase  IV 
controls  on  physicians'  fees.  The  House  of  Delegates  authorized  the 
Board  of  Trustees  to  take  "appropriate  legal  action  when  so  advised  by 
legal  counsel."  Meanwhile,  the  Phase  IV  regulations  are  scheduled  to 
become  effective  January  1,  1974.  Read  the  article  beginning  on  page 

•  17  for  an  explanation,  and  post  the  sign  facing  page  20  of  this  issue. 

ADDITIONS  MADE  TO  SCHEDULE  II  Amobarbitol,  secobarbitol,  and  pento- 

barbitol  (Nembutal,  Seconal,  Tuinal, 
Amytal)  were  added  to  Schedule  II  of  Controlled  Substances  by  the  Drug 
•Enforcement  Administration  in  rules  effective  December  17,  1973*  The 
. products  had  been  on  Schedule  III.  These  prescriptions  can  no  longer 
be  telephoned;  no  refills  can  be  ordered. 

.  January,  1974 
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Newspaper  accounts  about  the  world  of 
medicine  confuse  the  public.  “Health  care 
crisis  . . .  physician  shortage  . . .  fee 
gouging  . . .  substandard  care  for  the 
poor’’  are  headlines  which  attract  the 
reader  and  often  mislead  him. 

Because  you’re  busy  practicing  medi¬ 
cine  you  can’t  take  the  time  to  discuss  the 
issues  with  your  patients  ... 

But  you  can  be  a  silent  spokesman  by 
making  use  of  the  attached  poster  in  your 
waiting  room  and  the  postcard  below  to 
order  pamphlets  to  amplify  the  message. 
Fill  out  the  card  and  mail  it  today  . . . 
display  the  poster  in  your  waiting  room  . . . 
be  a  silent  spokesman  this  month  and  in 
months  to  come  in  a  public  education  pro¬ 
gram  sponsored  by  your  State  Medical 
Society! 


January 


I  would  like  to  take  advantage  of  the 
new  socio-economic  information  aimed  at  patients  by 
requesting  a  quantity  of  the  bill  stuffers  which  will  be 
similar  to  the  tear-out  poster  in  “Pennsylvania  Medicine.” 

1  will  need _ copies. 


(Please  print  or  type  above) 


Will  you  always 
be  able  to  get  the 
medical  care 
you  need? 


'You  may  have  heard  that  there  is  a  “crisis”  in 
U.S.  medicine.  That  there  aren’t  enough  doc¬ 
tors.  That  we  have  fallen  behind  in  the  treat¬ 
ment  of  illness.  That  the  quality  of  medical 
:are  in  the  United  States  is  diminishing.  What 
are  the  facts? 

FACT:  Life  expectancy  is  growing.  The  rate 
pf  U.S.  infant  mortality  has  declined  by  25%  in 
:he  last  10  years.  Life  expectancy  at  birth  has 
fisen  from  69.7  years  in  1960  to  71.1  years  in 
L970. 

FACT:  The  number  of  doctors  is  growing. 

In  the  last  6  years,  the  number  of  medical 
students  in  the  U.S.  has  increased  by  33%.  Of 
the  114  medical  schools  in  the  U.S.,  24  were 
opened  within  the  past  6  years.  And  more  new 
schools  are  planned. 

FACT:  Our  ability  to  fight  disease  is 
growing.  Recent  advances  in  medical  science 
lave  controlled  many  of  the  old  contagious 
i  sillers  like  polio,  diphtheria  and  whooping 
.  :ough.  And  today,  people  are  sicker  for  fewer 
lays  than  they  used  to  be,  in  part  because 


almost  everyone  can  now  pay  for  good  care 
when  he  needs  it:  Health  Insurance  Council  fig¬ 
ures  show  92%  of  all  Americans  under  65  were 
covered  by  private  hospital  insurance  in  1970. 

FACT:  We  still  have  problems.  A  lot  of  them. 
One  of  the  most  persistent  is  the  lack  of  ade¬ 
quate  medical  service  in  some  areas  because  of 
the  uneven  distribution  of  physicians.  The  Penn¬ 
sylvania  Medical  Society  is  working  to  solve 
this  problem.  For  years  we’ve  operated  a  free 
placement  service  that  helped  communities  to 
obtain  physicians. 

Another  program  provides  loans  to  needy  stu¬ 
dents,  forgiving  the  loans  if  they  practice  in 
areas  that  need  doctors.  Two  other  programs 
interest  students  in  medical  care  in  communi¬ 
ties  away  from  the  medical  school  complex.  All 
of  these  programs  help,  but  there’s  much  yet 
to  be  done. 

Your  doctor  is  working  with  the  Pennsylvania 
Medical  Society  to  give  you  the  finest  medical  care 
available  anywhere.  He  can  do  this  best  if  the 
people  evaluating  doctors  are  doctors. 


The  Pennsylvania  Medical  Society 


Your  doctor  at  work  for  everyone. 


„  to  accompany  the  m9"  Jjjjjj,,  as  are 

lS  1973  issue — tn  her  poster.  •  • 

3mber  the  December 


How  doy°»  k“»w 

your  doctor's 

a  good  docto 


Particularly  when  you 
je  sure  that  your  doctor  can  give  it? 

Most  people  can’t  be  sure.  They  don’t  know  if  the  medicine  is 
correct  or  if  the  operation  is  really  necessary.  They  must  trust  then- 
doctor  to  know. 

And  your  doctor  does  know.  He  keeps  up  with  the  latest  techniques 
through  continuing  medical  education  programs.  The  Pennsylvania 
Medical  Society  requires  its  members  to  have  150  hours  of  formal 
continuing  education  work  every  three  years. 

Other  doctors  check  your  doctor.  The  Pennsylvania  Medical 
Society  maintains  a  pool  of  medical  experts  to  review  the  work  of 
individual  doctors.  Special  committees  investigate  patients’  com¬ 
plaints.  You  probably  don’t  know  that  even  in  the  hospital  his  work 
is  being  checked  by  other  doctors.  Medical  review  committees  examine 
operations  and  the  length  of  hospital  stays.  These  committees  are 
themselves  systematically  inspected  and  evaluated  by  teams  of 
outside  doctors. 

What  to  do  if  you  have  a  question.  Ask  your  doctor  first.  Most 
questions  and  complaints  can  be  resolved  in  the  doctor’s  office — after 
all  he  knows  you  best.  But  if  you  feel  you  need  further  help,  call  your 
County  Medical  Society.  They  know  your  doctor  and  his  record  and 
can  help  to  resolve  complaints  and  misunderstandings. 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  &  COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A  long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  &  Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier _ 


{  Name  _ 

|  Office  Address  _ 

|  City  _ 

Telephone  _ 

|  Medical  Specialty  _ 

>  Date  your  professional  liability 
insurance  expires  _ 

I _ 


This  psychoneurotic 

often  responds 


orders  (not  for  sole  therapy). 


Before  prescribing,  please  con¬ 
sult  complete  product  information, 
a  summary  of  which  follows: 

Indications:  Tension  and  anx¬ 
iety  states;  somatic  complaints 
which  are  concomitants  of  emo¬ 
tional  factors ;  psychoneurotic  states 
manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive 
symptoms  or  agitation ;  symptomatic 
relief  of  acute  agitation,  tremor,  de¬ 
lirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ;  ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff -man  syndrome,  convulsive  dis¬ 


Contraindicated:  Known  hyper¬ 
sensitivity  to  the  drug.  Children 
under  6  months  of  age.  Acute  narrow 
angle  glaucoma ;  may  be  used  in  pa¬ 
tients  with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy¬ 
chotic  patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis¬ 
orders,  possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


— 

medication ;  abrupt  withdrawal  may 
be  associated  with  temporary  in¬ 
crease  in  frequency  and/ or  severity 
of  seizures.  Advise  against  simul¬ 
taneous  ingestion  of  alcohol  and  I 

other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon¬ 
tinuance  (convulsions,  tremor,  ab¬ 
dominal  andmusclecramps,  vomiting 
and  sweating).  Keep  addiction-prone  ] 
individuals  under  careful  surveil¬ 
lance  because  of  their  predisposition 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


▼  ▼  hen  you  determine  that  the 

.  depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 

•  usually  pronounced  and  rapid. 

*  Improvement  generally  becomes 

-  evident  within  a  few  days,  although 


some  patients  may  require  a  longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a  more  restful 
night’s  sleep. 


Precautions:  If  combined  with 
other  psychotropics  or  anticonvul¬ 
sants,  consider  carefully  pharma¬ 
cology  of  agents  employed ;  drugs 
such  as  phenothiazines,  narcotics, 
barbiturates,  MAO  inhibitors  and 
T»ther  antidepressants  may  poten¬ 
tiate  its  action.  Usual  precautions 
'indicated  in  patients  severely  de¬ 
pressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe 
psual  precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N  J.  07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con¬ 
fusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head¬ 
ache,  incontinence,  changes  in  sali¬ 
vation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx¬ 
iety,  hallucinations,  increased  mus¬ 
cle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported;  should  these  occur,  dis¬ 
continue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium* 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 


Fort 


Android-25 

Android-10  Tablets  Android-5  Buccal 

Methyltestosterone  N.F.  -^I^Smg 


Tablets 


treatment  of  impotence  due  to  androgenic  deficiency  in 


DESCRIPTION:  MethylU&tosterone/is  1 7/?-Hydroxy-1 7- 
MaUiylandrost-4-Qt>,3-ono.  ACTIONS:  Methyltestosterone 
Is  an  oil  soluble  androgenic  ly'rmone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunlchlsm.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro¬ 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficien- 
cy.  4.  Postpuberal  cryptorchfdism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  Jaundice  and  altered 
-■■Uvw.futi&uoo.ifcsts ,  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methylles- 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a  problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  for  symptoms  of  cli¬ 


macteric,  avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient's  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  Known  or  suspected  car¬ 
cinoma  of  the  prostale  and  In  carcinoma  of  the  male 
breast.  Contraindicated  In  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  Of  exces¬ 
sive  sexual  stimulation  develop,  discontinue  therapy,  in 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  Inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  In  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma,  if  this  occurs,  the  drug  should  be  dis¬ 


continued.  ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  •  Hyper¬ 
calcemia  particularly  In  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  of  bone 
metastases  •  Sodium  and  water  retention  •  Priapism  • 
Virilization  in  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia.  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  Individualized,  as  patients  vary  widely  in  re¬ 
quirements.  Daily  requirements  are  best  administered  in 
divided  doses.  The  following  iff  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg  in  bottles  of  60,  250. 


Write  for  Literature  and  Samples 


fT-TowN 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 


them  apart 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3  dosage  forms  and  4  strengths  to  make  adjustments  easy.) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming.  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression  ;  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  “hangover" 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per 
5  cc.  (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)!  15  mg.,  30  mg.,  50  mg.,  100  mg. 


Butisol 

(SODIUM  BUTABAReiTAL) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 

begins  to  work  within  30  minutes. .  .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a  “roller-coaster”  nor  a  “hangover”  effect. 


BUTISOL  Sodium  is  remarkably  well  tolerated:  a  30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a  little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


( McNEIL ) 


McNeil  Laboratories.  Inc..  Fort  Washington,  Pa.  19034 


fit#*6* 

to  2  am 


Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


acute 


This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 

It  took  just  one  short  visit 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin —The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly^;  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  ft. 


Intramuscular 


andlrobkin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
—  For  Intramuscular  Injection: 

2  gm  vials  containing  5  ml  when  reconstituted 
with  diluent. 

4  gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vial s,  2  and  4  grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  1 0  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f  For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 
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newsfronts 


COLC  refuses  blanket  exemption  on  medicaid  fees 


The  Cost  of  Living  Council  (COLC) 
has  turned  down  the  Society’s  request 
for  a  blanket  exemption  so  that 
physicians  treating  patients  under 
medicaid  might  receive  the  long  fought 
for  increase  in  fees  granted  early  in 
1973  by  the  Department  of  Public  Wel¬ 
fare. 

The  Society  is  pursuing  the  matter 
further,  and  progress  will  be  reported  to 
members  as  soon  as  possible.  The  refus¬ 
al  letter,  over  the  signature  of  John  D. 
Twiname,  administrator  of  the  Office 
of  Health  of  COLC,  expressed  sympa¬ 
thy,  but  said  each  physician  would  have 
to  go  it  alone  in  requesting  an  exemp¬ 
tion  to  increase  fees  for  medicaid  pa¬ 
tients  from  $4.00  to  $6.00  for  office 
visits  and  from  $5.00  to  $7.00  for  house 
calls.  The  texts  of  the  letter  to  Twiname 
from  John  F.  Rineman,  executive  vice- 
president  of  the  State  Society,  and 
Twiname’s  reply  appear  below  and  on 
the  facing  page  in  full. 

Without  an  exemption,  physicians 
might  be  able  to  increase  these  fees  by 
$1.00  under  the  new  Phase  IV  rules 
which  apply  to  physicians,  beginning 
January  1,  1974.  An  article  beginning 


on  page  17  of  this  issue  explains  the 
new  Phase  IV  rules  for  physicians. 

Society  officials  have  been  working 
for  years  to  bring  about  an  increase  in 
fees  paid  for  medicaid  patients.  The 
granting  of  the  increase  finally  came, 
but  after  fees  were  frozen  and  increases 
limited  when  the  economic  stabiliza¬ 
tion  program  was  put  into  effect. 

Philadelphia  CMS  installs 

The  newly  installed  president  of  the 
Philadelphia  County  Medical  Society  is 
John  Y.  Templeton  III,  M.D., 
Rosemont. 

Dr.  Templeton  is  a  consultant  in 
thoracic  surgery  at  Chestnut  Hill  Hos¬ 
pital  and  Wilmington  Medical  Center, 
a  consultant  in  cardiac  surgery  at 
Haverford  Hospital,  a  consultant  in 
general  surgery  at  Lankenau  Hospital, 
attending  surgeon  at  Thomas  Jefferson 
University  Hospital  and  at  Our  Lady  of 
Lourdes  Hospital.  He  is  Samuel  D. 
Gross  professor  of  Surgery  and  head  of 
the  department  of  surgery  at  Jefferson 
Medical  College  of  Thomas  Jefferson 
University. 

Dr.  Templeton,  a  graduate  of  Jef- 


The  Commonwealth  joined  the  State 
Society  in  the  request  for  a  blanket  ex¬ 
emption  so  that  physicians  treating 
medicaid  patients  might  take  advantage 
of  the  increase,  which  still  would  leave 
Pennsylvania  physicians  far  behind 
those  in  a  number  of  other  states  who 
receive  even  higher  fees  for  this  service 
to  the  needy. 

Dr.  Templeton 

ferson,  is  certified  by  the  American 
Board  of  Surgery  and  the  American 
Board  of  Thoracic  Surgery.  He  has 
served  on  the  council  and  as  vice  presi¬ 
dent  of  the  Philadelphia  Academy  of 
Surgery  and  as  president  of  the  Laennec 
Society  of  Philadelphia  and  of  the  John 
H.  Gibbon  Jr.  Surgical  Society. 

He  is  a  fellow  of  the  American  Sur¬ 
gical  Association,  the  American 
College  of  Surgeons,  and  the  American 
College  of  Chest  Physicians.  He  also 
holds  membership  in  the  International 
Society  of  Surgery,  the  International 
Cardiovascular  Society,  and  is  a 
member  of  the  professional  education 
committee  of  the  Heart  Association  of 
Southeastern  Pennsylvania. 


November  7,  1973 

Mr.  John  D.  Twiname 
Administrator 

Office  of  Health,  Room  5302 
2000  M  Street,  N.W. 

Washington,  D.C.  20508 

Dear  Mr.  Twiname: 

In  January  of  this  year,  the  Pennsylvania  Department  of 
Public  Welfare  determined  to  increase  the  maximum 
payment  made  under  the  Medical  Assistance  Program  for 
physicians’  office  visits  from  $4  to  $6  and  for  home  visits  by  a 
physician  from  $5  to  $7.  Further,  it  was  determined  that  ap¬ 
proximately  eighty  emergency  room  procedures  which  here¬ 
tofore  were  not  authorized  for  payment  would  now  be  reim¬ 
bursable.  The  Pennsylvania  Medical  Society  recognized  that 
the  Phase  III  regulations  which  were  in  effect  at  that  time 
would  nullify  the  effect  of  this  new  policy  for  many  noninsti- 
tutional  providers  unless  they  sought  individual  exemptions 
through  the  Cost  of  Living  Council. 

It  is  our  understanding  that  the  Pennsylvania  Department 
of  Public  Welfare  sought  and  obtained  authorization  from 
the  appropriate  federal  agency  to  increase  payments  under 
the  Medical  Assistance  Program,  and  it  was  our  belief  that 
the  same  logic  which  prevailed  then  could  be  used  to  seek  a 


blanket  exemption  for  all  participating  Pennsylvania 
physicians.  With  this  in  mind,  the  Society  made  a  formal 
request  to  the  Pennsylvania  Health  Care  Advisory  Board  for 
a  blanket  exemption  for  physicians  whose  participation  in 
the  Medical  Assistance  Program  would  result  in  an  increase 
in  their  aggregate  income  beyond  the  stipulated  2.5  percent 
under  the  then  current  Phase  III  regulations.  In  addressing 
our  request,  we  indicated  that  the  new  fee  limits  established 
by  the  Pennsylvania  Department  of  Public  Welfare  were 
designed  in  part  to  redress  a  long-standing  payment  inequity. 
Traditionally,  other  providers,  i.e.,  pharmacists  and  hospi¬ 
tals,  have  received  more  equitable  reimbursement  for  serv¬ 
ices  and  products  than  have  physicians.  To  the  extent  that  the 
Department  of  Public  Welfare  has  grievously  discounted 
physicians’  services,  we  believe  that  these  new  fees  represent 
limited  catching  up  to  the  marketplace  which  is  long 
overdue.  Further,  we  believe  the  new  fee  limits  are  designed 
to  help  increase  the  availability  of  medical  care  to  DPW 
clients  by  making  the  physician  fee  schedule  more  realistic. 
The  old  office  fee  of  $4  was  so  low  as  to  not  even  cover  a 
physician’s  overhead  in  many  parts  of  the  state. 

It  was  not  until  October  12,  1973,  that  the  Society  received 
an  official  reply  to  our  request.  Enclosed  is  a  copy  of  the 
letter  from  the  Pennsylvania  State  Advisory  Board  which 
recommends  to  the  Cost  of  Living  Council  that  the  requested 
exemption  be  granted. 
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AMA  acts  on  four 


Society  authorized  to  give  Category  One  credit 


The  Pennsylvania  Medical  Society 
was  accredited  in  November  to  present 
programs  of  continuing  medical  educa¬ 
tion  that  may  be  reported  in  Category 
One  for  the  Physician’s  Recognition 
Award  of  the  American  Medical  Asso¬ 
ciation  and  for  the  PMS  membership 
requirement. 

Three  other  Pennsylvania-based  in¬ 
stitutions  were  also  accredited.  They 
are:  Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center,  Hershey;  American 


Urology  course  on  loan 

A  videotape  system  of  medical 
teaching  is  currently  being  used  by  the 
division  of  urology  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl¬ 
vania  State  University. 

The  system  was  presented  to  Thom¬ 
as  Rohner,  M.D.,  and  to  Nicholas  M. 
Nelson,  M.D. 

Physicians  interested  in  using  the 
films  at  Hershey  or  in  their  own  com¬ 
munities  can  obtain  them  by  con¬ 
tacting  the  division  of  urology  at  the 
medical  center.  Telephone:  (717)  534- 
8848. 


Society  for  Adolescent  Psychiatry,  All  Pennsylvania  medical  schools 
Wallingford;  and  the  Regional  Council  have  now  received  AMA  Category  One 
of  Child  Psychiatry,  Wallingford.  accreditation. 


MCP  announces  Dr.  Slater  to  be  new  president 


The  Medical  College  of  Pennsyl¬ 
vania  (MCP)  has  selected  a  new  presi¬ 
dent  who  will  assume  his  office  in  May 


DR.  SLATER 


1974.  He  is  Robert  J.  Slater,  M.D., 
president  of  the  Foundation  for  Child 
Development  in  New  York  City. 


He  has  served  as  dean  of  the  Uni¬ 
versity  of  Vermont  College  of  Medi¬ 
cine,  has  worked  with  the  Research  In¬ 
stitute  of  the  Hospital  for  Sick 
Children  in  Toronto,  Canada,  and  was 
an  associate  in  the  department  of  pedi¬ 
atrics  at  the  University  of  Toronto. 

The  announcement  of  the  new  presi¬ 
dent  came  from  the  chairman  of  the 
board  of  MCP.  Dr.  Slater  will  succeed 
Bernard  Sigel,  M.D.,  present  dean  and 
acting  president. 

Maternal-fetal  ICU  opens 

A  maternal-fetal  intensive  care  unit 
for  high-risk  pregnant  patients  and 
their  babies  which  will  open  in  January 
1974  at  Magee-Womens  Hospital  has 
been  allocated  a  $500,000  grant  by  the 
U niversity  Health  Center  of  Pittsburgh, 
funded  by  the  Richard  King  Mellon 
Foundation. 

The  unit  will  be  available  to  all 
Allegheny  County  obstetricians. 


We,  therefore,  respectfully  request  that  you  approve  a 
blanket  exemption  for  Pennsylvania  physicians  for  increased 
payments  under  the  Medical  Assistance  Program  in  view  of 
its  cost  justification. 

We  are  most  anxious  to  hear  from  you  in  this  regard. 

John  F.  Rineman 
Executive  Vice  President 
Pennsylvania  Medical  Society 

December  5,  1973 

Mr.  John  F.  Rineman 
Executive  Vice  President 
Pennsylvania  Medical  Society 

Dear  Mr.  Rineman: 

Thank  you  for  your  letter  of  November  7  in  which  you 
outlined  the  state  of  physician  reimbursement  under  the 
Medical  Assistance  Program  in  Pennsylvania.  My  experi¬ 
ence  has  taught  me  that  reimbursement  levels  under  public 
programs  may  not  adequately  reflect  the  costs  of  providing 
services.  I  am,  therefore,  pleased  that  the  Pennsylvania  Medi¬ 
cal  Society  and  Department  of  Public  Welfare  are  active  in 
this  area. 

Although  the  Department  of  Public  Welfare  received  au¬ 
thorization  to  offer  physicians  a  higher  maximum  reimbur¬ 


sement,  it  is  still  the  responsibility  of  the  individual  physician 
to  determine  whether  or  not  he  can  accept  higher  payments 
under  the  Economic  Stabilization  Program  regulations. 
These  regulations  have  prohibited  price  increases  greater 
than  2.5  percent  unless  the  physician  has  received  an  excep¬ 
tion.  They  were  designed  to  reduce  inflation  in  medical  care 
prices  to  an  acceptable  level.  It  seems  to  me  that  the  situation 
you  present  is  an  example  of  the  salutary  effects  of  the  pro¬ 
gram  since  physicians  may  have  to  selectively  implement  the 
limited  price  increases. 

Although  we  cannot  grant  a  class  exception,  recourse  to 
the  exceptions  process  is  always  available  to  any  physician. 
The  newly  proposed  Phase  IV  health  regulations  provide  for 
the  granting  of  exceptions  to  medical  practitioners  to  prevent 
or  correct  a  serious  hardship  or  gross  inequity.  One  of  the  cri¬ 
teria  used  to  determine  hardship  is:  (Sec.  150.513  [a]  ) 
“.  .  .  prices  ...  or  revenue  margin  are  not  substantially  repre¬ 
sentative  of  the  petitioner’s  current  practice.” 

I  hope  that  where  a  hardship  exists  the  physician  will  apply 
for  an  exception  and  that  you  will  assist  him  in  preparing  the 
application  and  in  explaining  the  circumstances. 

I  appreciate  your  interest  and  urge  your  continued  cooper¬ 
ation  with  the  Economic  Stabilization  Program. 

John  D.  Twiname 
Administrator 
Office  of  Health 
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Pennsylvania  Blue  Shield  medicare  procedure 


In  1973,  Pennsylvania  Blue  Shield 
(PBS)  serviced  a  population  of  1.3 
million  medicare  beneficiaries  and  paid 
out  an  estimated  $120  million  in 
medicare  benefits.  In  doing  so  it 
handled  over  12,000  claims  per  work¬ 
ing  day.  An  awareness  on  the  doctor’s 
part  of  how  PBS  screens  and  reviews 
these  claims  for  payment  can  help  as¬ 
sure  that  both  doctor  and  patient  re¬ 
ceive  prompt  and  accurate  reimbur¬ 
sement  for  eligible  services. 

Questions  are  sometimes  raised  by 
the  medical  community  about  profes¬ 
sional  fees  which  are  reduced  or 
disallowed.  Understandably,  doctors 
are  upset  when  their  bills  are  not  paid 
as  submitted.  And  doctors  are 


I.  R.  PERKIN 
Camp  Hill 

Mr.  Perkin  is  director  of  medicare 
operations  for  Pennsylvania  Blue 
Shield. 

As  a  medicare  “carrier”,  PBS  is  en¬ 
gaged  under  contract  by  the  Secretary 
of  Health,  Education,  and  Welfare.  Ad¬ 
ministration  of  the  contract  is  super¬ 
vised  by  the  Social  Security  Adminis¬ 
tration  (Bureau  of  Health  Insurance, 
to  be  exact).  The  terms  of  the  contract 
require  PBS  to  perform  certain  specif¬ 
ic  tasks.  These  include  the  responsi¬ 
bility  (a)  to  pay  claims  on  a  “reason¬ 
able  charge”  basis  and  (b)  to  assure 
that  all  services  are  “medically  neces¬ 
sary.” 

An  understanding  of  these  responsi¬ 
bilities  and  the  tasks  associated  with 
them,  the  constraints  they  impose,  and 
their  attendant  impact  on  claims  han¬ 
dling  is  fundamental  to  an  under¬ 


subject  to  Social  Security  Administra¬ 
tion  and  Cost  of  Living  Council  re¬ 
strictions.  Claims  are  compared  to 
these  records  or  profiles  and  priced  on 
the  basis  of  the  lowest  of  the  three 
charges.  Payment  is  then  made  based 
on  the  reasonable  charge  as  defined 
above. 

This  process  is  frequently  tempered, 
however,  by  the  second  contractual 
mandate  that  PBS  must  also  determine 
medical  necessity.  In  effect,  PBS  must 
assure,  insofar  as  possible,  that  the 
reported  services  were  reasonable  and 
necessary  for  the  diagnosis  and/or  treat¬ 
ment  of  the  beneficiary’s  illness  or  inju¬ 
ry.  Generally,  three  types  of  checks  are 
made  to  do  this.  These  checks  involve 


This  is  the  first  of  two  articles  dealing  with  how  Pennsylvania  Blue 
Shield  reviews  medicare  claims.  The  next  will  treat  eligible 
medicare  services. 


frequently  unhappy  with  the  explana¬ 
tions  they  receive  as  to  why  their  fees 
are  questioned  at  all.  Why  are  reduc¬ 
tions  made?  How  does  the  system 
work? 

A  brief  review  of  the  basic  medicare 
law  and  associated  regulations  can 
explain  some  of  the  mystery.  Further, 
an  understanding  of  PBS’s  medical 
review  system  can  help  dispel  some 
misunderstandings  and  misconcep¬ 
tions.  It  can  also  shed  some  light  on 
what  doctors  can  do  to  expedite  proc¬ 
essing  of  their  medicare  claims  by 
PBS. 


standing  of  how  PBS  pays  medicare 
claims. 

Determining  Reasonable  Charge 

The  reasonable  charge  for  a  specific 
service  is  the  lowest  of  the  following: 
(1)  the  doctor’s  customary  charge  of 
record,  (2)  the  prevailing  charge  in  the 
same  locality  for  the  same  service,  and 
(3)  the  actual  charge  submitted  by  the 
doctor  on  a  claim,  statement  or  bill. 
Customary  charge  profiles  and  pre¬ 
vailing  charge  data  are  developed, 
maintained,  and  periodically  updated 


criteria  designed  to  match  diagnoses 
with  reported  services,  frequency  of 
service,  and  level  of  care. 

Determining  Medical  Necessity 

It  is  here  that  the  medical  review 
system  takes  over.  A  number  of  checks 
or  screens  are  used  in  the  computer 
processing  system  to  intercept  claims 
exceeding  certain  criteria.  The  criteria 
upon  which  these  screens  are  built 
come  from  various  sources.  Some  were 
imposed  by  the  Social  Security  Ad¬ 
ministration.  Others  have  been  recom¬ 
mended  by  the  Pennsylvania  Medical 
Society,  Pennsylvania  Osteopathic 
Medical  Association,  Pennsylvania  Po¬ 
diatry  Association,  specialty  groups, 
professional  societies,  and  other  Blue 
Shield  Carriers. 

In  general,  these  criteria  apply  to 
claims  which  fall  into  three  broad  cate¬ 
gories:  those  which  exceed  certain 
dollar  amounts,  those  which  involve  a 
specified  number  of  occurrences,  and 
those  which  involve  concurrent  care. 

Once  a  claim  is  intercepted  by  any 
of  these  screens,  it  enters  the  medical 


Pennsylvania  Blue  Shield  in  its  medicare  opera¬ 
tion  serviced  1.3  million  beneficiaries,  paid  out  an 
estimated  $120  million  dollars,  and  in  so  doing 
handled  every  day  over  12,000  claims,  many  with  as 
high  as  thirty  services  listed.  Over  seventy 
physicians,  representing  twenty-eight  specialties, 
do  reviews.  In  case  you  think  a  clerk  or  computer 
handles  reviews,  or  in  case  you’d  like  to  know  how 
such  an  operation  functions,  read  this  article! 
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explained,  review  mechanism  outlined 


review  system.  It  is,  in  effect,  set  aside 
for  review  by  specially  trained  ex¬ 
aminers.  Following  physician- 
approved  guidelines,  these  examiners 
study  the  claim  for  circumstances 
which  could  warrant  payment  beyond 
the  norm.  In  other  words,  they  deter¬ 
mine  medical  necessity  both  from  the 
information  on  the  claim  and  on  the 
basis  of  guidelines  from  the  same 
sources  which  helped  to  develop  the 
basic  screens.  Occasionally  when  key 
information  is  missing,  they  will  “de¬ 
velop”  the  claim  by  requesting  addi¬ 
tional  data  from  the  doctor;  generally, 
however,  payment  is  based  upon  infor¬ 
mation  furnished  on  the  claim  form. 

The  examiners  cannot  deny  pay¬ 
ment  without  specific  guidelines.  If 
clear-cut  written  instructions  (ap¬ 
proved  by  physicians)  are  not  avail¬ 
able,  the  claim  is  referred  to  a  medical 
director  (a  practicing  physician)  or  to 
a  medical  advisor  when  more  precise 
specialty  knowledge  is  required.  PBS’s 
medical  advisory  system,  administered 
by  a  physician  who  is  vice  president 
for  medical  affairs,  involves  over  sev¬ 
enty  physicians  encompassing  some 
twenty-eight  specialties  and  is  designed 
to  provide  expert  technical  advice. 

The  claim  is  then  paid  based  upon 
recommendations  made  at  the  appro¬ 
priate  level  of  review.  Few  claims, 
however,  travel  this  entire  review 
route  prior  to  final  determination. 
Most  are  paid  at  the  initial  review  and 
in  consonance  with  the  terminology 
and  procedures  contained  in  PBS’s 
Procedure  Terminology  and  Manual. 

When  You  Are  Dissatisfied 

When  a  doctor  questions  payment 
or  requests  a  special  review  of  his 
claim,  a  separate  and  independent  re¬ 
examination  of  the  case  is  made. 
Frequently,  additional  information 
furnished  with  the  request  for  review 
readily  justifies  the  medical  necessity 
for  an  added  charge  or  service  which 
was  not  apparent  during  initial  proc¬ 
essing.  Pertinent  information  such  as 
hospital  records,  operative  notes,  anes¬ 
thesia  notes,  x-rays  records,  and  pa¬ 
thology  reports  may  also  be  required 
in  order  to  assure  equitable  judgment. 

Here  again,  claims  reviewers  may 


not  uphold  an  original  denial  without 
specific  written  guidelines.  Unless 
these  exist,  the  claim  must  be  referred 
to  the  medical  director  or  medical  ad¬ 
visor  level  for  professional  review. 
Should  an  advisor  or  director  deem  it 
necessary  or  appropriate,  he  may  also 
elect  to  refer  a  claim  for  peer  review. 
This  review  is  accomplished  by  the 
Pennsylvania  Medical  Society’s  spe¬ 
cialty  review  committees,  the  Pennsyl¬ 
vania  Osteopathic  Medical  Associa¬ 
tion,  or  the  Pennsylvania  Podiatry  As¬ 
sociation. 

Finally,  in  the  event  a  doctor  is  still 
dissatisfied  with  his  payment,  the  law 
provides  for  a  medicare  fair  hearing  if 
the  amount  in  controversy  is  $100  or 
more  (either  a  single  claim  or  total  of 
several  claims).  During  the  hearing, 
conducted  by  an  impartial  hearing  of¬ 
ficer,  the  doctor  or  his  representative 
may  offer  evidence  in  person  or  by 
mail.  He  may  present  his  own  wit¬ 
nesses  or  examine  the  carrier’s. 
Medicare  law  does  not  provide  for  any 
further  appeal  or  for  judicial  review  by 
state  or  federal  courts. 

Thus,  a  claim  may  receive  as  many 
as  three  reviews.  The  vast  majority 
pass  through  the  initial  computer-ex¬ 
aminer  review  and  are  generally  paid 


Physicians  have  found  it  helpful  in 
improving  the  professionalism  and  job 
performance  of  their  medical  assistants, 
secretaries,  nurses,  technicians,  and 
receptionists  to  send  them  to  education¬ 
al  seminars  of  the  Pennsylvania  Society 
of  the  American  Association  of  Medi¬ 
cal  Assistants  (AAMA). 

A  weekend  seminar  will  be  held  on 
Saturday  and  Sunday,  March  30  and 
31,  1974,  at  the  Penn  Harris  Motor  Inn 
in  Camp  Hill  (just  outside  of  Harris¬ 
burg).  Registration  will  open  at  noon 
with  the  program  beginning  at  2  p.m. 
on  Saturday  and  will  continue  until 
12:30  p.m.  Sunday. 

Meetings  will  cover  bookkeeping 
and  insurance  for  the  medical  office, 
administrative  procedures,  patient 
management,  and  medical  law  and  leg¬ 
islation  for  the  medical  assistant.  The 
guidance  provided  by  these  meetings  is 


within  ten  days  to  two  weeks.  A 
special  request  for  review  may  take 
longer  when  pertinent  records  are 
needed  and  an  attendant  delay  is  en¬ 
countered  in  obtaining  them.  The  fair 
hearing  review  requires  advance 
scheduling  and  takes  the  longest  time 
to  accomplish  (only  a  very  small  per¬ 
centage  of  claims  ever  find  their  way 
to  a  fair  hearing). 

PBS  claims  personnel  are  sincerely 
motivated  to  pay  claims  promptly  and 
correctly.  However,  they  are  fre¬ 
quently  frustrated  because  of  missing 
information,  illegible  writing,  and  in¬ 
complete  reporting.  The  best  way  to  in¬ 
sure  rapid,  accurate  processing  and 
payment  of  a  claim  is  to  submit  it  in 
typewritten  form  and  in  accordance 
with  the  procedures  outlined  in  PBS’s 
Procedure  Terminology  and  Manual. 
Further,  should  there  be  any  doubt  on 
any  aspect  of  claim  submission,  a  PBS 
Professional  Relations  Representative 
will  call  and  provide  first-hand  guid¬ 
ance.  These  representatives  are  head¬ 
quartered  in  district  offices  located  in 
Philadelphia,  Pittsburgh,  and  Camp 
Hill;  and  any  doctor  can  avail  himself 
of  their  services  by  either  calling  his 
representative  directly  or  by  calling  the 
nearest  district  office  for  assistance. 


designed  to  help  update  office 
procedure  and  improve  efficiency. 

The  fee  for  AAMA  members  is  $15 
and  for  others  $20,  which  includes  the 
Saturday  night  banquet.  Registration 
forms  may  be  obtained  from  Mrs.  Jane 
Ireland,  4032  Watters  Lane,  Gibsonia, 
Pennsylvania  15044. 

Herpes  warning  issued 

A  newly  identified  venereal  infection 
caused  by  several  strains  of  the 
common  herpes  viruses  is  spreading 
rapidly,  J.  Finton  Speller,  M.D.,  Penn¬ 
sylvania  secretary  of  health  announced 
recently. 

Dr.  Speller  hopes  to  assign  health 
department  staff  to  set  up  a  diagnostic 
service  which  will  be  available  to 
physicians  because  of  potentially 
serious  complications  that  can  result 
from  the  newly  identified  disease. 


Assistants  schedule  March  seminar 
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Certain  pharmacy  board  rules  affect  physicians 

Since  the  May  1972  article  in  PENNSYLVANIA  MEDICINE  which  carried  on  page  17  an  ex¬ 
planation  of  the  new  Controlled  Drug,  Device,  and  Cosmetic  Act,  PENNSYLVANIA  MEDI¬ 
CINE  has  carried  several  articles  of  interest  to  physicians  as  new  rules  and  regulations 
implementing  the  law  were  issued.  Thefollowing  article  is  a  comprehensive  report  of  the 
regulations  adopted  by  the  State  Board  of  Pharmacy  as  they  pertain  to  physicians. 


After  more  than  forty-five  months  of  study,  meetings, 
drafting,  publication,  hearings,  revision,  and  republication, 
pharmacists  in  the  state  have  a  new  set  of  rules  and  regula¬ 
tions.  In  addition  to  spelling  out  the  physical  requirements 
of  pharmacies,  the  rules  determine  the  format  of  prescrip¬ 
tions  and  thus  impact  on  physicians. 

New  Rules  on  Labeling 

Under  the  new  rules,  the  container  in  which  a  prescrip¬ 
tion  drug  or  device  is  sold  or  dispensed  must  bear  a  label 
with  all  of  the  following: 

(1)  Name,  address,  telephone  number  of  the  pharmacy 
and  the  BNDD  number  assigned  to  it  by  that  bureau; 

(2)  The  name  of  the  patient; 

(3)  Full  directions  for  the  use  of  its  contents; 

(4)  The  name  of  the  prescriber  and.  any  registration 
number  of  the  prescriber  required  to  be  obtained  pursuant 
to  applicable  federal  law; 

(5)  Serial  number  of  the  prescription  and  the  date  origi¬ 
nally  filled; 

(6)  The  trade  or  brand  name  of  the  drug  and  proportion 
or  amount  of  drug  dispensed,  unless  omission  is  specifically 
requested  by  the  prescribing  doctor  in  writing.  If  the  name 
is  generic,  then  the  manufacturer’s  name  shall  also  be 
shown. 

(7)  On  all  controlled  substances,  the  statement:  “Caution: 
federal  law  prohibits  the  transfer  of  this  drug  to  any  person 
other  than  the  patient  for  whom  it  was  prescribed.” 


Schedule  II — Prescriptions 

Prescriptions  for  Schedule  II  controlled  substances  must 
be  written  with  ink  or  indelible  pencil  or  typewriter  and 
MUST  BE  MANUALLY  SIGNED  BY  THE  PRE¬ 
SCRIBER. 

Schedule  II,  III,  and  IV  Rules  Set 

(1)  Prescriptions  for  Schedule  II  controlled  substances 
may  not  be  refilled. 

(2)  No  controlled  substance  in  Schedule  III  or  IV  may  be 
filled  or  refilled  more  than  six  months  after  the  date  of  the 


prescription  or  be  refilled  more  than  five  times,  unless  re¬ 
newed  by  the  physician. 

Physician  Must  Set  Number  of  Refills 

All  other  caution  legend  drugs  which  may  be  renewed  for 
a  longer  period  of  time  or  for  a  greater  number  of  refills 
must  be  in  specific  numbers,  such  as  “may  be  renewed  ten 
times”  and  must  be  in  the  original  handwriting  of  the 
prescriber. 

No  caution  legend  drug  which  is  refillable  by  law  shall  be 
refilled  on  the  basis  of  preprinted  designations  or  “ad  lib,” 
P.R.N.,  or  similar  instructions  more  than  six  months  after 
the  date  of  the  prescription  or  more  than  five  times. 

Schedule  V — Cough  Preparations  Regulated 

No  pharmacist  or  pharmacy  may  dispense,  dispose  of,  or 
sell  any  Schedule  V  cough  preparation  containing  codeine, 
dilaudid,  or  any  other  narcotic  cough  preparation  without  a 
prescription,  except  that  this  provision  shall  not  apply  to 
such  preparations  used  within  an  institution. 

Prescription  Needed  for  Needles  and  Syringes 

Sales  of  needles  and  syringes  shall  be  made  by  a  phar¬ 
macist  only  to  persons  showing  a  prescription  issued  by  a 
physician.  The  prescription  shall  be  in  force  for  a  maximum 
of  one  year  from  the  date  of  its  issuance.  This  clause  went 
into  effect  September  2,  1973. 

When  Prescriptions  Lapse 

No  prescription  may  be  knowingly  filled  or  refilled  which 
was  written  for  prior  use  by  a  physician  who  is  no  longer  in 
practice  or  deceased. 

Telephoned  Prescriptions 

A  prescription  by  an  oral  order  (telephone  or  otherwise) 
may  be  received  and  transcribed  ONLY  by  a  registered 
pharmacist. 

Pick-Up,  Delivery  Regulated 

A  pharmacist  may  not  enter  into  an  arrangement  with  a 
nonlicensed  person  whereby  prescriptions  or  prescription 
drugs  and  devices  are  regularly  left  with,  picked  up  from, 
solicited  by,  accepted  by,  or  delivered  to  such  a  nonlicensed 
person. 

At  the  same  time,  there  is  no  prohibition  against  a 
licensee  from  picking  up  a  prescription  or  delivering  a 
prescription  drug  or  device,  at  the  request  of  a  patient,  at 
the  office  or  home  of  the  prescriber  or  patient,  at  an  institu¬ 
tion  in  which  the  patient  is  confined,  at  such  other  place  the 

( Continued  on  page  31) 
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practice  management 

Phase  IV  fee  rules — heaven  help  us! 

LEIF  C.  BECK,  LL.  B. 

Bala  Cynwyd 

Mr.  Beck  is  President  of  Management  Consulting  for  Professionals,  Inc.  of 
Bala  Cynwyd,  Pennsylvania 


On  October  5,  the  Cost  of  Living  Council  proposed  new 
regulations  governing  increases  in  medical  fees  under  the  fed¬ 
eral  price  controls.  These  new  rules  would,  if  adopted  as  an¬ 
ticipated,  become  effective  January  1 ,  1 974.  Since  my  recent 
article  described  in  some  detail  the  rules  in  effect  since  1971, 
(see  Pennsylvania  Medicine,  November  1973,  page  28)  this 
writing  is  intended  to  follow  up  by  discussing  the  proposed 
changes. 

As  a  general  matter,  the  new  proposals  are  enough  to 
make  most  doctors  and  their  advisors  throw  their  hands  up 
in  despair.  New  formulas  are  proposed  to  “simplify” 
calculation  of  permitted  fee  increases,  but  they  are 
presented  in  algebraic  fashion  sufficient  to  alarm  us.  Fur¬ 
thermore,  the  council  issued  a  series  of  “Questions  and  An¬ 
swers”  to  describe  the  newly  proposed  regulations,  but 
which  instead  seem  absolutely  contradictory  on  several 
points.  Still  worse,  each  practice  is  again  required  to  post  a 
sign  stating  that  a  price  schedule  is  on  hand — at  least  the 
fifth  change  in  this  requirement  in  twenty-seven  months. 

Nevertheless,  the  rules  have  the  force  of  law  and  require 
adherence.  therefore,  this  early  description  of 

the  new  rules  will  give  readers  an  opportunity  to  plan  their 
actions  as  to  possible  fee  changes. 

Effective  Date  of  New  Rules 

If  adopted  as  proposed,  these  new  requirements  would  be 
effective  January  1,  1974.  Any  fee  increased  on  that  date  or 
thereafter  would  (except  as  noted  below)  have  to  satisfy 
them.  Practices  on  other  than  a  calendar  year  basis,  however, 
continue  subject  to  the  old  rules  until  their  fiscal  year  ends 
in  1974,  and  presumably  the  new  provisions  would  not 
apply  to  them  until  their  new  fiscal  year  begins.  A  profes¬ 
sional  corporation  whose  fiscal  year  ends  on  June  30,  for 
example,  would  apparently  not  become  subject  to  the 
proposed  regulations  until  July  1,  1974. 

Accumulation  of  Unused  Increases 

If  a  practice  has  not  increased  fees  by  the  allowable  2.5 


percent  per  year  in  each  of  1972  and  1973,  it  may  carry  the 
unused  portion  over  to  1974  or  later.  According  to  the 
questions  and  answers,  such  a  “make-up”  increase  would 
be  considered  under  the  old  rules.  Therefore,  a  practice 
which  has  not  raised  its  fees  at  all  in  1972  or  1973  could 
nevertheless  raise  them  on  January  1,  1974,  to  the  extent 
they  satisfy  all  three  of  the  following  old  requirements: 

(1)  The  increase  will  not  increase  the  practice’s  gross  in¬ 
come  by  more  than  5  percent  (2.5  percent  for  each  of  1972 
and  1973); 

(2)  The  increase  will  not  cause  the  practice’s  profit 
margin  to  become  greater  than  its  base  period  profit 
margin;  and 

(3)  The  increase  will  not  be  greater  than  the  increase  in 
“allowable  costs”  (generally  all  practice  expenses)  since  the 
last  fee  increase  or  January  1 ,  1971. 

All  three  of  these  requirements  were  discussed  and 
described  in  my  prior  article. 

Any  such  “make-up”  fee  increase  in  1974  is,  however, 
made  subject  to  one  additional  requirement.  No  individual 
fee  for  any  service  may  be  increased  by  more  than  10  per¬ 
cent;  if  the  fee  was  less  than  $10  before  the  change,  then  it 
may  be  increased  by  $1  even  though  that  would  be  more 
than  a  10  percent  change.  Thus  a  practice  could  not  make 
its  “make-up”  increase  for  a  $300  surgical  procedure  to 
more  than  $330  even  if  it  meets  all  three  of  the  old  rules; 
nor  could  it  raise  its  $8  office  visit  fee  to  more  than  $9. 

The  newly  proposed  fee  increase  rules  will  also  be 
cumulative.  Therefore,  the  basic  new  4  percent  limitation 
(discussed  below)  could  be  passed  up  in  1974  so  that  a  prac¬ 
tice  could  increase  its  fees  subject  to  an  8  percent  limitation 
in  1975,  and  so  on. 

The  Three  Nfew  Limitations  Summarized 

Much  as  under  the  old  regulations,  medical  practices 
would  have  to  satisfy  all  of  three  separate  limitations  for  a 
proposed  fee  increase  to  be  proper.  Very  briefly  stated  for 
convenience,  the  three  new  limits  are: 

(1)  No  individual  fee  may  be  increased  by  more  than  10 


Be  sure  to  clip  your  sign  facing 
page  20  and  post  it  in  your 
waiting  room! 
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percent,  except  that  a  fee  of  $10  or  less  may  be  increased  by 

$1; 

(2)  No  fee  may  be  increased  so  it  would  result  in  an 
“aggregate  weighted  price  increase”  of  more  than  4  percent 
per  year  over  that  of  the  prior  year;  and 

(3)  No  fee  increase  may  increase  a  practice’s  “revenue 
margin”  (measured  after  the  increase)  over  the  revenue 
margin  for  the  “base  period.” 

Each  of  these  three  new  requirements  are  described  in 
greater  detail  below. 

The  First  New  Limit 
The  10  Percent  or  $1  Rule 

Whereas  the  old  rules  have  permitted  a  doctor  to  raise  any 
individual  fee  as  much  as  he  considers  appropriate,  subject 
only  to  the  effect  on  overall  gross  income  and  profits,  there 
will  on  January  1,  1974,  become  a  limit  on  how  much  any 
single  fee  can  be  changed.  The  fee  for  a  service  or  procedure 
cannot  be  increased  by  more  than  10  percent,  except  that  it 
may  in  any  such  event  be  increased  by  $1.  Thus,  any  fee  of 
$10  or  less  (office  visits,  lab  charges,  etc.)  could  be  increased 
only  $1,  while  any  higher  fee  could  become  only  10  percent 
higher. 

Practices  should  note  that  this  limit  applies  even  if  the 
proposed  increase  is  for  several  years.  For  instance,  a  group 
which  in  1974  defers  increasing  a  fee  it  considers  unusually 
“underpriced”  could  not  wait  until  1975  and  increase  it  by 
20  percent  (or  $2).  The  effect  may  be  to  pressure  doctors  to 


consider  changing  their  low  fees  each  year  rather  than  to 
wait  another  year  and  make  one  change  to  the  proper  level. 

The  Cost  of  Living  Council’s  stated  reason  for  inserting 
this  new  10  percent  or  $1  limit  is  to  enable  patients  them¬ 
selves  to  better  monitor  the  legality  of  any  fee  changes.  A 
patient,  for  example,  who  has  been  paying  $8  for  his  visits 
to  the  doctor  could  presumably  instantly  recognize  an 
illegal  change  if  his  visit  in  1 974  was  billed  at  $  1 0. 

The  Second  New  Limit 

The  4  Percent  Rule 

Instead  of  the  relatively  simple  2.5  percent  rule,  the 
proposed  regulations  provide  that  the  “aggregate  weighted 
price”  can  not  be  increased  by  more  than  4  percent  per  year 
because  of  a  fee  increase.  This  introduces  brand  new  con¬ 
cepts  and  requires  complicated  record-keeping  and  mathe¬ 
matics.  Perhaps  to  impress  us  with  the  rule’s  simplicity,  the 
proposed  regulations  have  reduced  its  calculation  to  a 
formula: 

^  Pi  -  P2  Bi 

%AWPI  =  > -  X - X  100 

v  Pi  b2 

Heaven  help  us! 

The  gist  of  this  rule  is  to  lessen  the  amount  a  fee  for  a 
commonly  provided  service  may  be  increased.  I  believe,  for 
example,  that  it  would  be  virtually  impossible  for  a  practice 
to  raise  a  $10  fee  (such  as  for  an  office  visit)  the  otherwise 
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permitted  $1  if  that  type  fee  produces  40  percent  of  the 
practice’s  income. 

In  the  formula  reproduced  above,  the  Pi  -  P2  portion  ap- 

Pi 


parently  refers  to  the  percentage  a  specific  fee  is  increased.* 
The  Bi  portion  refers  to  the  percentage  effect  the  fee  being 

BT 

increased  had  on  total  billings  in  the  previous  complete  cal¬ 
endar  year.  Multiplying  these  two  factors  and  then  multi¬ 
plying  the  result  by  100  would  produce  the  “aggregate 
weighted  price  increase,”  which  cannot  for  all  fee  increases 
in  a  year  exceed  in  total  4  percent  per  year. 

Perhaps  two  examples  will  help  explain  what  I  perceive 
to  be  the  workings  of  this  test: 

(a)  Dr.  A  (or  Group  A)  wants  to  increase  his  fee  for  of¬ 
fice  visits  from  $10  to  $11  on  January  1,  1974.  For  cal¬ 
endar  year  1973  (that  being  his  fiscal  year),  there  had 
been  5,000  office  visits  and  total  billings  were  $1 10,000. 
All  fee  increases  under  the  old  2.5  percent  per  year  rules 
had  been  adopted.  The  increase  would  not  be  permissible 
because  the  formula  would  show: 


$11  -$10v 
$10 


5,000  X  $10 

- X  100  —  4.5  percent 

$1 10,000 


(b)  Dr.  B  (or  Group  B)  wants  to  increase  his  fee  for 
normal  deliveries  from  $300  to  $325  on  the  first  day  of 
his  corporation’s  next  fiscal  year,  which  will  be  February 
1,  1974.  For  the  fiscal  year  ending  January  31,  1974, 
there  were  200  such  deliveries  and  the  total  practice 
billings  were  $132,000.  All  prior  allowable  increases  had 
been  taken.  The  increase  would  be  permissible  under  the 
following  calculation: 


$325  -  $300  200  X  $300 

$300  X  $132,000  X 


100  =3.8  percent 


This  proposed  new  rule  has  several  important  features. 
First,  increasing  a  fee  on  the  first  day  of  a  new  year  would 
be  almost  impossible  unless  the  practice  had  immediate 
bookkeeping  figures  for  the  year  just  completed.  And  the 
practice  would  require  accurate  records  as  to  the  number  of 
times  each  service  is  provided,  which  larger  practices  would 
normally  have  through  computer  billing  and  bookkeeping, 
but  which  smaller  practices  often  lack.  I  urge  clients,  how¬ 
ever,  to  develop  these  bookkeeping  capabilities  at  least  on  a 
monthly  basis,  so  the  new  rule  tends  merely  to  strengthen 
my  argument. 

Second,  and  happily,  this  4  percent  rule  can  be  calculated 
with  presumed  accuracy  since  it  is  based  on  the  prior  year’s 
records.  The  old  2.5  percent  rule  was  based  on  projections 
of  work  patterns  in  the  year  following  the  fee  increase, 
which  involved  real  guesswork.  Interestingly,  my  prior  ar¬ 
ticles  had  suggested  merely  using  the  prior  year’s  numbers 
as  the  most  reliable  indicator  of  future  activity,  which  idea 
the  new  4  percent  rule  seems  to  have  adopted. 

Third,  the  proposed  regulations  base  the  test  on  billings 
for  services  rather  than  on  collections.  This  can  be  difficult 
for  badly  managed  practices  which  fail  either  to  adequately 


*  It  appears  to  this  author  that  the  regulations  have  reversed 
the  formula  incorrectly,  for  I  believe  it  should  be  P2  -  Pi 

P, 


record  charges  or  to  accumulate  them  into  monthly  and 
yearly  totals.  Once  again,  the  pressures  are  increasing  for 
small  practices  to  improve  their  record-keeping  and  book¬ 
keeping  systems. 


The  Third  New  Limit 
The  Revenue  Margin  Rule 

This  proposed  rule  is  essentially  the  same  as  the  “profit 
margin  limitation”  under  the  old  regulations — the  practice’s 
profit  or  revenue  margin  cannot  become  higher  as  a  result 
of  the  fee  increase.  The  proposed  definition  of  “revenue 
margin”  appears  to  be  essentially  unchanged  from  that  of 
the  old  “profit  margin,”  in  either  case  it  being  a  practice’s 
net  income  after  expenses  divided  by  its  total  receipts. 

The  new  rule,  however,  is  in  my  view  terribly  objec¬ 
tionable  in  one  important  respect.  It  is  not  capable  of 
calculation  in  advance  of  the  fee  increase,  thus  leaving  a 
practice  uncertain  whether  it  will  actually  meet  the  test  (and 
hence  whether  the  fee  increase  really  is  proper)  until  at  least 
a  year  has  elapsed. 

If  a  fee  is  increased  during  the  first  three  months  of  a 
year  (calendar  or  fiscal),  then  the  practice’s  revenue  margin 
for  that  entire  year  cannot  be  higher  than  for  the  "base 
period”  (which  continues  to  be  any  two  years  from  1968).  If  a 
fee  is  increased  later  in  a  year,  the  revenue  margin  for  both 
that  year  and  the  following  year  cannot  be  higher  than  the 
average  for  the  selected  base  period  years,  causing  a  delay  of 
another  year  before  one  can  be  sure  the  fee  increase  was 
proper.  There  is  no  indication  as  to  what  penalties  might 
occur  if  a  fee  increase  projected  in  good  faith  to  satisfy  this 
test  thereafter  actually  fails  it. 

I  have  urged  the  Cost  of  Living  Council  to  drop  this 
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forward-calculation  feature  in  favor  of  a  limitation  capable 
of  calculation  when  the  fee  change  is  being  considered.  A 
medical  practice  cannot  and  should  not  predetermine  its 
level  of  activity,  yet  growth  of  a  practice  and/or  its 
increased  efficiency  could,  under  the  new  rule,  defeat  a  fee 
increase  adopted  over  a  year  earlier.  Perhaps  worse,  a 
doctor  who  later  sees  that  his  practice’s  activity  has 
increased  to  the  point  that  his  fee  change  adopted  in  good 
faith  is  becoming  illegal  will  virtually  be  forced  to  “take  a 
vacation”  or  otherwise  cut  back  on  his  production. 

In  my  view,  the  rule  should  either  (1)  measure  the  reve¬ 
nue  margin  as  of  the  most  recently  completed  year  with  the 
effect  of  the  fee  increase  added  in,  or  else  (2)  estimate  the 
revenue  margin  for  the  twelve  months  following  the  date  of 
the  fee  change.  If  the  rule  is  not  changed,  I  will  generally 
consider  both  of  these  alternatives  as  a  means  of  advising 
whether  a  client  should  go  ahead  with  a  desired  fee  revision. 
And  once  the  change  has  gone  into  effect,  I  will  urge  peri¬ 
odic  follow-up  calculations  to  see  if  actual  activity  ir 
keeping  the  change  legal. 

Whereas  the  regulations  define  “revenue  margin”  in  the 
usual  accounting  sense,  tieing  to  gross  receipts ,  the  ques¬ 
tions  and  answers  give  a  practitioner  the  option  to  calculate 
on  the  basis  of  billings.  Whichever  is  used  must  presumably 
be  applied  consistently,  and  the  alternate  use  of  billings 
(charges  for  services  as  they  are  performed  even  if  not  yet 
paid  for)  is  appropriate  only  if  consistent  with  the  practice’s 
accounting  systems.  In  most  cases,  therefore,  1  would  assume 
that  only  the  usual  idea  of  “net  income” — moneys  collected 
less  moneys  spent — would  apply  and  that  billings  will  not  be 
a  real  alternative. 

If  a  practice  has  incorporated  during  or  since  the  "base 
period”  the  proposed  regulations  expressly  call  for  sub¬ 
tracting  from  income  “any  salary  or  pension  or  other 
deferred  compensation”  in  excess  of  what  is  allowed  under  a 


Keogh  plan  (usually  $2,500  per  year)  for  any  doctors  who  are 
officers  or  stockholders.  I  had  recommended  the  same 
procedure  in  making  the  old  profit  margin  test  meaningful, 
although  the  proposed  regulation  seems  generous  in  ignoring 
certain  other  costs  and  benefits  of  professional  corporations. 


Fee  Schedules  and  Signs 

Here  we  go  again!  The  proposed  rules  require  having 
available  a  schedule  of  the  practice’s  fees.  And  each  practice 
must  again  dredge  up  and  post  its  sign,  which  shall  be  “con¬ 
spicuous  and  easily  readable,”  stating  that  the  fee  schedule 
is  available  and  where  it  may  be  obtained.  The  amount  of 
governmental  flip-flopping  on  this  sign  requirement,  at  least 
the  fifth  change  since  August  1971,  seems  Orwellian  even  to 
a  veteran  government-watcher.  Nevertheless,  medical  prac¬ 
tices  will  have  to  comply  promptly  with  the  following  ex¬ 
panded  rules. 

Most  practices  now  have  a  fee  schedule  available  to  meet 
the  prior  requirements.  That  schedule  will  undoubtedly 
have  to  be  revised  and  amplified  considerably.  It  will  have 
to  show  the  fees  in  effect  on  October  1,  1973  for  all  those 
items  which  together  comprise  90  percent  of  total  revenues.  It 
will  also  have  to  specify  each  fee  increase  occurring  after 
that  date,  when  it  occurred,  and  the  "weight”  of  the  service 
involved  in  calculating  whether  the  fee  change  met  the 
previously  described  4  percent  rule.  As  to  this  weight 
item  in  the  schedule,  a  mere  percentage  should  be  sufficient, 
and  in  the  two  examples  previously  recited  in  part  5  the 
weights  would  be  45  percent  (5,000  X  $10)  and  45  percent 

(200  X  $300)  respectively.  $  1 1 0,000 
$132,000 

Not  only  must  the  fee  schedule  be  available  for  “public 
inspection,”  presumably  meaning  review  by  anyone  who 
requests  it,  but  the  proposed  regulations  would  also  require 
a  practice  to  furnish  a  copy  of  it  to  any  person  upon 
request.  This  additional  requirement  will  undoubtedly  upset 
many  doctors. 


Other  Matters 

There  are  also  some  more  specific  provisions  on  pricing 
of  new  services  or  products,  on  a  physician’s  moving  his 
practice  to  a  new  area,  and  on  setting  fees  when  several 
doctors  combine  into  a  new  group  practice  or  when  a 
doctor  joins  an  existing  group.  Furthermore,  the  proposed 
regulations  set  out  specific  items  the  Cost  of  Living  Council 
will  consider  in  reviewing  requests  for  exceptions  to  the 
rules — requests  to  increase  fees  beyond  the  stated  limits.  Fi¬ 
nally,  the  described  rules  do  not  apply  to  HMOs  or  to 
physicians  who  earn  75  percent  or  more  of  their  income 
from  services  to  HMO  subscribers,  for  there  are  entirely 
separate  new  rules  for  HMOs.  All  of  these  matters  are  not 
described  herein  in  the  belief  that  I  have  confused,  frus¬ 
trated,  or  angered  my  readers  enough,  although  these  addi¬ 
tional  provisions  will  be  important  to  many  practices. 

The  proposed  new  rules,  which  the  council  said 
“simplifies”  the  fee  control  system  as  it  applies  to  medical 
practices,  will  more  likely  have  the  opposite  effect.  Thus, 
while  apologizing  for  the  frustrated  nature  of  my  article, 
may  I  respectfully  say  "Don’t  blame  me.” 
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To  my  patients. . . 

In  Compliance  with  Cost 
of  Living  Council  regula¬ 
tions,  a  schedule  of  my 
fees  is  available  at  this 
office  upon  request. 


(Signature) 

Member,  Pennsylvania  Medical  Society 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat¬ 
ing  organizations  for  the  laws,  regula- 
tionsand  professional  traditions  which 
'prohibit  the  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den¬ 
tists  and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter¬ 
ests  of  patients.  Productive  coopera¬ 
tion  has  been  achieved  through 
’mutual  respect  as  well  as  a  common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
"source  of  supply  of  drug  products. 

,  The  basic  principles  of  medical,  den¬ 
tal  and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
•  not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
'  more  than  they  have  in  and  of  them¬ 
selves  guaranteed  absolute  protec¬ 
tion  from  unsafe  drugs,  or  freed 
,  physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
-  Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
'  professional  communications  regard¬ 
ing  drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
_  be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
,  pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im¬ 
proved  through  such  communica¬ 
tion,  taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi¬ 
cians  and  dentists  in  serving  their 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec¬ 
tion  remain  primary  and  do  not  per¬ 
mit  delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under¬ 
standing  and  cooperation  among  the 
professions  continue  to  grow. 


There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor¬ 
ized  substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. ,  Washington,  D.  C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg.  erythromycin  per  5-ml.  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 


400054 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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M.D.s  in  the  news 


JONATHAN  O.  COLE,  M.D.,  has 
been  appointed  chairman  of  th^  depart¬ 
ment  of  psychiatry  at  Temple  Universi¬ 
ty  Health  Sciences  Center.  He  was  for¬ 
merly  superintendent  of  Boston  State 
Hospital.  Prior  to  assuming  that  posi¬ 
tion.  he  had  initiated  and  served  on  the 
psychopharmacology  program  at  the 
National  Institute  of  Mental  Health 
from  1956  to  1967. 


DR.  COLE  DR.  KOVNAT 


PAUL  J.  KOVNAT,  M.D., associate 
professor  of  medicine  at  Medical 
College  of  Pennsylvania,  has  been  ap¬ 
pointed  associate  dean  of  the  college. 
He  will  coordinate  the  planning  of  un¬ 
dergraduate  and  residency  programs  in 
all  primary  care  disciplines. 

HERBERT  S.  BOWMAN,  M.D., 
Harrisburg  Hospital  hematologist,  was 
one  of  two  Americans  invited  to  lecture 
at  the  International  Red  Cell  Sym¬ 
posium  at  the  University  of  Toronto  in 
October.  He  discussed  anemias  af¬ 
fecting  the  Amish  people. 

The  Homeopathic  Medical  Society 
of  Pennsylvania  has  honored  SAM¬ 
UEL  FRIEDMAN,  M.D.,  Scranton, 
for  his  sixty-three  years  of  medical 
practice.  Dr.  Friedman  served  as  chief 
surgeon  at  the  former  Hahnemann 
Hospital  in  Scranton  for  twenty-five 
years. 

JACK  EDEIKEN,  M.D.,  professor 
of  radiology  and  chairman  of  the 
department  at  Thomas  Jefferson  Uni¬ 
versity,  Philadelphia,  delivered  the  sec¬ 
ond  A.  Z.  Ritzman  Memorial  Lecture 
at  Harrisburg  Hospital  recently.  His 
topic  was  protein  manifestations  of 
hyperparathyroidism.  He  is  a  fellow  in 
the  American  College  of  Radiology  and 
is  certified  by  the  American  Board  of 
Radiology. 

JOHN  C.  GAISFORD,  M.D.,  Pitts¬ 
burgh,  has  been  elected  second  vice 
president  elect  for  the  American 
College  of  Surgeons. 


JAMES  C.  GIUFFRE,  M.D., 
director  of  St.  Luke’s  and  Children’s 
Medical  Center,  Philadelphia,  has  been 
honored  with  an  award  from  the 
Philadelphia  Graduate  Club  for  his 
work  in  the  field  of  drug  addiction. 

STANLEY  D.  CONKLIN,  M.D., 
Sayre,  has  been  honored  by  receiving 
the  first  Distinguished  Citizen  Award 
from  the  General  Sullivan  Council  of 
the  Boy  Scouts  of  America.  Dr. 
Conklin  was  president  of  the  Bradford 
County  Medical  Society  for  twenty- 
eight  years.  He  also  served  for  five 
years  as  chairman  of  the  Robert  Packer 
Hospital  Board  of  Governors  and  has 
been  a  member  and  president  of  the 
Donald  Guthrie  Foundation  for  Educa¬ 
tion  and  Research. 

MEHDI  B.  JAVAN,  M.D.,  West¬ 
moreland,  has  become  a  fellow  of  the 
American  College  of  Surgeons.  He  is 
also  a  diplomate  of  the  American  Board 
of  Thoracic  Surgeons. 

M.  A.  SAMAD,  M.D.,  and  M. 
MUNIR,  M.D.,  both  of  Shamokin 
Dam,  have  been  designated  diplomates 
of  the  American  Board  of  Internal 
Medicine. 

H.  R.  DAILEY,  M.D.,  Sharpsburg, 
has  been  designated  chairman  of  the 
department  of  obstetrics  and  gynecolo¬ 
gy  at  St.  Francis  General  Hospital  in 
Pittsburgh. 


News  from  the  Medical  College  of 
Pennsylvania  notes  several  new  ap¬ 
pointments.  TOBY  ENGEL,  M.D.,  as¬ 
sistant  professor  of  medicine,  has  been 
named  director  of  the  hospital’s  medi¬ 
cal  intensive  care  unit.  JAMES  P. 
BOLAND,  M.D.,  associate  professor  of 
thoracic  surgery  and  coordinator  of 
geriatric  surgery,  has  assumed  responsi¬ 
bility  for  the  surgical  unit  of  the  inten¬ 
sive  care  unit.  JAMES  O.  FIN¬ 
NEGAN,  M.D.,  assistant  professor  of 
surgery,  has  succeeded  Dr.  Boland  as 
chief  of  the  MCP  surgical  service  at  the 
VA  Hospital. 

EDMOND  J.  BIANCARELLI, 
M.D.,  Jessup,  was  honored  at  a  testimo¬ 
nial  dinner  recently  by  his  community 
in  tribute  to  their  only  physician. 

WALLACE  F.  BENJAMIN,  M.D., 
emergency  room  physician  at  the  Rob¬ 
ert  Packer  Hospital  in  Sayre,  has 
received  the  Pennsylvania  Meritorius 
Service  Medal  for  his  work  in  or¬ 
ganizing  temporary  medical  facilities  at 
the  Scranton-Wilkes-Barre  airport 
during  the  1972  flood. 

ALEXANDER  M.  MINNO,  M.D., 
Pittsburgh,  has  been  designated  presi¬ 
dent  elect  of  the  Alumni  Association  of 
the  Lahey  Clinic,  Boston,  Mass. 

CHARLES  E.  MACKENZIE, 
M.D.,  staff  surgeon  at  Warren  General 
Hospital,  has  been  certified  by  the 
American  Board  of  Surgery. 


Participants  at  the  annual  convention  of  the  Homeopathic  Medical  Society  of  the 
State  of  Pennsylvania  at  Hotel  Hershey,  September  25-27,  1973,  are  shown  above. 
Standing  (left  to  right)  are  Edwin  McKinnon,  M.D.;  Robert  Fulford,  D.O.,  and  Walter 
Kepler,  M.D.,  Havertown,  who  was  installed  as  the  new  president  of  the  society. 
Seated  (left  to  right)  are  Furman  Kepler,  M.D.;  Benjamin  Goldberg,  M.D.;  and 
Josephine  Favini,  M.D.,  Scranton,  outgoing  president. 
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Two  faculty  members  of  the  Milton 
S.  Hershey  Medical  Center,  Pennsyl¬ 
vania  State  University,  have  been  in¬ 
ducted  as  fellows  of  the  American 
College  of  Surgeons.  They  are  ROB¬ 
ERT  B.  GREER  111,  M.D.,  chief  of  or¬ 
thopedic  surgery,  and  G.  FRANK  O. 
TYERS,  M.D.,  assistant  professor  of 
cardiothoracic  surgery.  Dr.  Tyers 
presented  two  papers  recently  on  in¬ 
ternal  cardiac  pacing  and  myocardial 
hypothermia  when  he  attended  the 
Congress  of  the  International  Surgical 
Society  and  the  Congress  of  the  Inter¬ 
national  Cardiovascular  Society  in 
Barcelona,  Spain.  They  are  in  press  in 
the  Journal  of  Thoracic  and  Car¬ 
diovascular  Surgery. 

HERBERT  L.  FRANK,  M.D.,  has 
been  named  director  of  anesthesiology 
at  Harrisburg  Hospital.  Dr.  Frank  is 
certified  by  the  American  Board  of  An¬ 
esthesiology.  He  is  a  member  of  the 
American  and  New  York  Societies  of 
Anesthesiologists,  the  American  Medi¬ 
cal  Society  of  the  Netherlands,  and  the 
International  Anesthesia  Research  So¬ 
ciety. 

Two  Medical  College  of  Pennsyl¬ 
vania  clinical  associate  professors  in  the 
department  of  obstetrics  and  gynecolo¬ 
gy  have  been  elected  to  positions  in  the 
American  Society  for  Colposcopy  and 
Colpomicroscopy.  ALBRECHT  W. 
SCHMITT,  M.D.,  is  president  and 
ALMA  L.  YOUNG,  M.D.,  treasurer. 

RICHARD  E.  GIBBONS,  M.D., 
Media,  has  been  elected  president  of  the 
Philadelphia  County  Medical  Society’s 
Center  City  Branch. 


THOMAS  D.  DUANE,  M.D.,  has 
been  named  ophthalmologist-in-chief 
at  Wills  Eye  Hospital  and  Research  In¬ 
stitute.  He  will  continue  to  serve  as 
chairman  of  the  department  of 
ophthalmology  and  chief  of  service  at 
Thomas  Jefferson  University’s  Jef¬ 
ferson  Medical  College  and  Hospital. 


DR.  DUANE  DR.  FREIWALD 


MILTON  J.  FREIWALD,  M.D., 
Philadelphia,  has  been  named  ophthal¬ 
mologist  to  the  regional  office  of 
Philadelphia,  Bureau  of  Disability  In¬ 
surance  Determination,  U.S.  Social  Se¬ 
curity  Administration.  He  is  a  member 
of  the  attending  staff  at  Albert  Einstein 
Medical  Center  (Northern  Division),  is 
a  diplomate  of  the  American  Board  of 
Ophthalmology,  and  a  fellow  of  the  In¬ 
ternational  College  of  Surgeons. 

NANCY  N.  HUANG,  M.D., 
professor  of  pediatrics  at  Temple  Uni¬ 
versity  School  of  Medicine,  is  the  recip¬ 
ient  of  the  1973  Service  Award  of  the 
American  Lung  Association  of  Phila¬ 
delphia  and  Montgomery  County.  She 
is  director  of  the  pulmonary  disease  and 
cystic  fibrosis  programs  at  St.  Chris¬ 
topher’s  Hospital  for  Children  and  of 
the  microbiology  research  laboratory. 


ALMA  DEA  MORANI,  M.D., 
Philadelphia  plastic  surgeon,  has  been 
honored  by  being  named  a  Distin¬ 
guished  Daughter  of  Pennsylvania.  She 
is  president  of  the  Medical  Women’s  In¬ 
ternational  Association. 

The  American  College  of  Preventive 
Medicine  has  named  two  Pennsyl¬ 
vanians  to  serve  as  officers.  KEN¬ 
NETH  D.  ROGERS,  M.D.,  Pittsburgh, 
is  vice  president  for  general  preventive 
medicine.  NORMAN  WILLIAMS, 
M.D.,  Philadelphia,  is  secretary- 
treasurer. 

DORIS  HOWELL,  M.D.,  Philadel¬ 
phia,  has  recently  joined  the  staff  of  the 
Association  of  American  Colleges.  She 
will  continue  as  professor  of  pediatrics, 
director  of  the  pediatric  research 
hematology  laboratory,  and  senior  con¬ 
sultant  to  the  Learning  Center  at  Medi¬ 
cal  College  of  Pennsylvania. 

New  vice  president  of  the  medical 
staff  of  the  Philadelphia  Psychiatric 
Center  is  NATHAN  L.  COMER, 
M.D.,  clinical  assistant  professor  of 
psychiatry  at  Medical  College  of  Penn¬ 
sylvania. 

New  president  elect  of  the  American 
Society  of  Plastic  and  Reconstructive 
Surgeons  is  ROSS  H.  MUSGRAVE, 
M.D.,  clinical  associate  professor  of 
plastic  surgery  at  the  University  of 
Pittsburgh  Medical  School  and  clinical 
coordinator  of  the  university’s  cleft  pal¬ 
ate  research  center.  Dr.  Musgrave  is  a 
member  of  the  board  of  directors  of  the 
Allegheny  County  Medical  Society. 
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ALLEGHENY  COUNTY: 

Marvin  A.  Bloom,  M.D.,  1411  Grandview  Ave.,  Apt.  305,  Pitts¬ 
burgh  15211. 

Margaret  I.  Chepko,  M.D.,  5887  Saltsburg  Rd.,  Verona  15147. 

Farhad  M.  Contractor,  M.D.,  Allegheny  General  Hospital,  Pitts¬ 
burgh  15212. 

John  W.  B.  Franklin,  M.D.,  St.  Margaret’s  Memorial  Hospital, 
Pittsburgh  15201. 

Eduardo  Chua  Lu,  M.D.,  4209  Main  St.,  Pittsburgh  15224. 

Weerasak  Sangrujee,  M.D.,  9066  Perry  Highway,  Pittsburgh 
15237. 

Ralph  Schmeltz,  M.D.,  1409  Raven  Drive,  Pittsburgh  15243. 

BEAVER  COUNTY: 

Roman  Y.  deJesus,  Jr.,  M.D.,  315  Connecticut  Ave.,  Rochester 
15074. 

Tulsidas  N.  Ragoowansi,  M.D.,  114  Behrend  Ct.,  22nd  Ave., 
Beaver  Falls  15010. 


Beaver  Falls  15010. 

Paul  A.  Pupi,  M.D.,  1400  Seventh  Ave.,  Beaver  Falls  15010. 

BERKS  COUNTY: 

Barry  Bub,  M.D.,  1141  Walnut  St.,  Reading  19604 

John  J.  Keveney,  Jr.,  M.D.,  3700  Reiff  Place,  Reading  19606. 

John  F.  Piter,  D.O.,  63  N.  Fourth  St.,  Hamburg  19526. 

Ratnakar  S.  Shetty,  M.D.,  210-K  Mansion  Dr.,  Shillington 
19607 

Frank  J.  Szarko,  M.D.,  Reading  Hospital,  Reading  19601. 

BLAIR  COUNTY: 

Ralph  C.  Macek,  M.D.,  116  Union  Ave.,  Altoona  16602. 

Young  Wung  Rhee,  M.D.,  Community  Mental  Health  Center,  Al¬ 
toona  16603. 

Mary  E.  Tipton,  D.O.,  421  Sixth  Ave.,  Altoona  16601 . 

Eardly  K.  Wickramasinghe,  M.D.,  Mercy  Hospital,  Altoona 
16603. 
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BUTLER  COUNTY: 

Romeo  H.  Bella,  IV!. D.,  Butler  County  Memorial  Hospital,  Butler 
16001. 


CHESTER  COUNTY: 

Herbert  P.  Adams,  M.D.,  1410  Russell  Rd.,  Paoli  19301. 

Joseph  G.  White,  M.D.,  139  E.  Marshall  St.,  West  Chester 
19380. 


CLEARFIELD  COUNTY: 

Sen  Hsiung  Jone,  M.D.,  607  Daisy  St.,  Clearfield  16830. 


CRAWFORD  COUNTY: 

Joseph  G.  Piroch,  M.D.,  Brooks  Rd.,  R.D.  4,  Meadville  16335. 

DAUPHIN  COUNTY: 

John  R.  Freshman,  M.D.,  1  71 9  N.  Front  St.,  Harrisburg  1  71 02. 

Marietta  A.  Banogon,  M.D.,  115  North  St.,  Harrisburg  17101. 

Michael  E.  Callahan,  D.O.,  Harrisburg  Hospital,  Harrisburg 
17101. 

Edward  B.  Fitzgerald,  M.D.,  520  Hillcrest  Rd.,  Hershey  1 7033. 

David  R.  Halbert,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  1 7033. 

Janusz  Miszerak,  M.D.,  438  Sioux  Dr.,  Mechanicsburg  17055. 

Gary  G.  Nicholas,  M.D.,  Milton  S.  Hershey  Medical  Center 
1 7033. 

Jay  M.  Nissley,  M.D.,  2516  N.  Fourth  St.,  Harrisburg  17110. 

Franklin  T.  Seidlich,  M.D.,  5071  Stacey  Drive  East,  No.  204, 
Harrisburg  17111. 

Kenneth  H.  Yuska,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

DELAWARE  COUNTY: 

James  B.  Bell,  Jr.,  M.D.,  The  Media  Clinic,  Media  19063. 

Dominador  Q.  Falguera,  M.D.,  506  Gainsboro  Rd.,  Drexel  Hill 
19026. 

John  J.  Firpo,  Jr.,  M.D.,  211  Shadeland  Awe.,  Lansdowne 
19050. 

Leo  G.  Frangipane,  Jr.,  M.D.,  152  Kenilworth,  Newtown  Square, 
19073. 

Ahmed  A.  Hidayat,  M.D.,  151  Bishop  Ave.,  Apt.  F-24,  Secane 
19018. 

An  mar  A.  Jamali,  M.D.,  330A  East  South  Ave.,  Norwood  19074. 

Edward  McLaughlin,  M.D.,  824  Upton  Way,  Somerdale,  N.J. 
08083. 

Donald  E.  Red,  M.D.,  850  Tall  Oaks  Rd.,  Radnor  19087. 

David  K.  Saland,  M.D.,  2  Chester  Pike,  Ridley  Park  19078. 

Steven  Secunda,  M.D.,  1050  Baltimore  Pike,  Springfield  19064. 

ELK-CAMERON  COUNTY: 

Cecilio  V.  Delgra,  M.D.,  516  Market  St.,  Johnsonburg  15845. 


ERIE  COUNTY: 

Alan  C.  Harter,  M.D.,  2901  E.  Lake  Rd.,  Erie  16511. 

JEFFERSON  COUNTY: 

Richard  Thames,  D.O.,  115  Jenks  Ave.,  Punxsutawney  15756. 
Tai  Young  Yoo,  M.D.,  Dubois  Deposit  Bank  Bldg.,  DuBois 
1 5801 . 

LANCASTER  COUNTY: 

Chang  Yough  Kim,  M.D.,  St.  Joseph  Hospital,  Lancaster  17604. 
Richard  H.  Niemeyer,  M.D.,  154  E.  Main  St.,  Leola  17540. 
William  A.  Raich,  M.D.,  520  N.  Duke  St.,  Lancaster  1 7602. 

Alan  S.  Peterson,  M.D.,  100  Wellington  Rd.,  No.  2,  Lancaster 
1 7603. 

LEBANON  COUNTY: 

Ronald  M.  Legum,  M.D.,  618  Cornwall  Rd.,  Lebanon  17042. 

Fotis  G.  Mystakas,  M.D.,  229  S.  Fourth  St.,  Lebanon  17042. 


LUZERNE  COUNTY: 

Anthony  J.  Turchetti,  M.D.,  165  East  Eighth  St.,  Wyoming 
1 8644. 

Walter  Wartonick,  M.D.,  7  Park  Lane,  Mountaintop  18707. 

Dennis  J.  Zeveney,  Jr.,  M.D.,  75  Spruce  St.,  Mountaintop 
18707. 

McKEAN  COUNTY: 

Cecilio  C.  Dee,  M.D.,  Bradford  Hospital,  Bradford  16701. 

MERCER  COUNTY: 

Tong  Ho  Ham,  M.D.,  1965  Shenango  Valley  Freeway,  Sharon 
16146. 

MONROE  COUNTY: 

Robert  F.  deQuevedo,  M.D.,  175  E.  Brown  St.,  East  Strouds¬ 
burg  18301. 

Mark  Pliskin,  M.D.,  206  E.  Brown  St.,  East  Stroudsburg  18301. 

MONTGOMERY  COUNTY: 

Barry  L.  Singer,  M.D.,  1464  Ft.  Washington  Ave.,  Ambler  19002. 

MONTOUR  COUNTY: 

Ronald  W.  Callenberger,  M.D.,  Geisinger  Medical  Center,  Dan¬ 
ville  17821. 

NORTHAMPTON  COUNTY: 

Douglas  F.  Turtzo,  M.D.,  38  E.  Pennsylvania  Ave.,  Pen  Argyl 
18072. 

NORTHUMBERLAND  COUNTY: 

Manuel  C.  Palao,  M.D.,  800  Ostrum  St.,  Bethlehem  18015. 

Jonathan  Warren,  M.D.,  1810  Washington  Bldg.,  Easton  18042. 

PHILADELPHIA  COUNTY: 

Milton  H.  Kannerstein,  M.D.,  1103  Spruce  St.,  Philadelphia 
19107. 

Herbert  J.  Kauffman,  M.D.,  215  Cherry  Lane,  Wynnewood 
19096. 

Michael  A.  Maidoff,  M.D.,  235  Chamounix  Rd.,  Philadelphia 
19087. 

George  J.  Murphy,  M.D.,  6441  Chelwynde  Ave.,  Philadelphia 
19142. 

Ronald  S.  Banner,  M.D.,  302  Preston  Rd.,  Flourtown  19031. 

Heng  Yu  Chen,  M.D.,  116  Highland  Drive,  Titusville  16354. 

Juh-Huey  Chen,  M.D.,  403  S.  Fortieth  St.,  Philadelphia  19104. 

Richard  S.  Glick,  D.O.,  3601  Conshohocken  Ave.,  Philadelphia 
19131. 

Richard  D.  Hockstein,  D.O.,  1109  Ashbourne  Rd.,  Cheltenham 
19012. 

Richard  Z.  Kondratowski,  M.D.,  828  Conshohocken  St.,  Glad- 
wyne  19035. 

Alan  J.  Marcus,  D.O.,  515  W.  Chelten  Ave.,  No.  302, 
Philadelphia  19144. 

Joseph  M.  Rodolico,  M.D.,  2216  S.  Broad  St.,  Philadelphia 
19145. 

Francis  J.  Shea,  M.D.,  3401  N.  Broad  St.,  Philadelphia  19140. 

N.  C.  Shyamalan,  M.D.,  2  C.  St.,  Bernard  Hall,  Darby  19023. 

James  W.  Slavin,  M.D.,  510  Waring  Rd.,  Elkins  Park  19117. 

Yung-Doo  Song,  M.D.,  4000  Gypsy  Lane,  No.  245,  Philadelphia 
19145. 

Jonathan  L.  Stolz,  M.D.,  4000  Gypsy  Lane,  No.  405, 
Philadelphia  19144. 

WASHINGTON  COUNTY: 

David  C.  Leslie,  M.D.,  37  Highland  Ave.,  Washington  15301. 

Maude  V.  Vance,  M.D.,  Centerville  Clinic,  R.D.  1 ,  Fredericktown 
15333. 

WESTMORELAND  COUNTY: 

Pittagore  Hattoum,  M.D.,  Monsour  Hospital,  Jeannette  15644. 

Josef  Krauze,  M.D.,  Kiski  School,  Saltsburg  15681. 

Edward  L.  Williamson,  M.D.,  910  E.  Pittsburgh  St.,  Greensburg 
15601. 
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Ways  to  judg 

It  has  been  proposed  that  recertification  or  relicensure  be 
used  as  a  method  of  insuring  the  clinical  competence  of 
physicians.  With  the  volume  of  medical  literature  now  being 
produced  and  the  rapid  advances  being  made  in  the  medical 
field  in  general,  it  is  not  an  unreasonable  desire  on  the  part  of 
the  patient  to  ask  that  his  physician  be  cognizant  of  newer 
methods  and  have  the  ability  to  use  these  skills  should  the 
need  arise.  Although  most  physicians  do  follow  these  ad¬ 
vances  through  clinical  conference  attendance  and  self¬ 
learning,  there  has  been  an  increasing  demand  that  the  medi¬ 
cal  profession  produce  solid  evidence  of  this.  Recertification 
is  one  method  that  would  provide  the  sought-after  evidence. 

Having  decided  that  periodic  evaluation  is  an  assurance  of 
competence,  we  are  then  faced  by  the  question  of  how  this 
can  best  be  accomplished.  Written  examinations  given  about 
every  six  or  seven  years  is  a  possible  partial  solution.  Since 
the  half-life  of  journal  articles  is  approximately  five  to  fifteen 
years,  varying  with  the  specialty  field,  a  seven  year  reevalua¬ 
tion  would  be  a  fair  gauge  of  the  physicians  current  clinical 
knowledge.  This,  in  itself,  would  not  be  sufficient  because  it 
shows  only  what  the  physician  knows.  It  does  not  indicate 
whether  he  has  applied  his  newly  acquired  knowledge  in 
practice.  It  becomes  necessary  then  to  find  a  means  by  which 
we  may  also  look  at  the  physician’s  day-to-day  activities.  The 
medical  audit  is  a  tailor-made  answer  in  that  it  provides  an 
accurate  record  of  performance  in  daily  patient  care  through 
use  of  the  medical  record.  An  examination  for  knowledge 
and  an  audit  for  performance  rating  taken  together  should,  in 
theory,  provide  an  index  to  the  physician’s  competence. 

Competence  may  also  be  judged  by  peer  review.  Questions 


e  competence 

of  alleged  unethical  conduct  ought  to  be  investigated  by  state 
medical  societies  and  appropriate  action  taken.  Findings 
should  be  publicized.  Group  practices  tend  to  be  a 
microcosm  of  state  or  county  peer  review  in  that  an  inef¬ 
ficient,  inept,  or  incompetent  physician  will  not  survive  in 
such  a  setting. 

The  actual  structuring  of  such  a  system  poses  certain 
problems  and  obstacles.  Who  should  be  responsible  for  con¬ 
ducting  the  examination?  What  happens  to  the  physician 
who  fails  to  pass?  Should  failure  be  cause  to  revoke  board 
certification? 

First,  and  most  important,  the  medical  profession  should 
take  the  lead  in  developing  the  system  and  prevent,  if  pos¬ 
sible,  judicial  review  based  on  the  number  of  lawsuits  against 
a  physician.  Were  this  to  happen,  many  of  our  specialists 
would  join  the  ranks  of  the  unemployed.  We  have  the 
agencies,  either  through  the  certifying  boards  or  state 
licensing  bureaus,  to  implement  a  suitable  program.  Second, 
the  system  should  be  nonpunitive.  Initial  failure  should  not 
be  cause  for  revocation  of  either  board  certification  or  licen¬ 
sure,  but  should  be  used  constructively  to  indicate  either 
weakness  or  strength  in  a  given  area.  As  with  the  medical 
audit,  recertification  can  be  used  in  the  continuing  education 
process  in  that  it  reveals  deficiencies,  which  spark  education¬ 
al  programs,  which  lead  to  better  clinical  performance  and, 
hoepfully,  better  patient  care. 

Improved  patient  care.  That  is  the  aim  of  recertification. 

David  A.  Smith,  M.D. 

Medical  Editor 
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On  clinical  laboratory  rules 

The  following  is  a  copy  of  a  letter  sent  to  the  Secretary 
of  Health  by  Dr.  Ingaglio,  who  is  a  member  of  the 
Council  on  Governmental  Relations  for  the  State  Soci¬ 
ety. 

* 

Honorable  J.  Finton  Speller,  M.D. 

Secretary  of  Health 
Commonwealth  of  Pennsylvania 

Dear  Secretary  Speller: 

As  a  practicing  physician  I  have  occasions  when  some 
problems  of  the  Commonwealth  become  very  real  for  me  and 
my  colleagues.  I  am  calling  attention  to  the  Pennsylvania 
Clinical  Laboratory  Law  and  the  implementation  of  this  law. 
Though  I  agree  that  standards  of  laboratory  testing  should  be 
high,  I  do  not  feel  that  the  outlawing  or  the  prohibitive  regu¬ 
lations  for  screening  tests  in  office  practice  should  come 
about. 

To  begin  with,  this  would  seriously  strap  the  primary  care 


dence 


physician  and  the  internist  especially  in  that  he  would  have  to 
refer  out  all  lab  work.  This  would  drive  the  cost  of  care  up 
and  deprive  a  lot  of  people  who  could  not  afford  the  value  of 
these  tests.  To  be  sure,  not  all  physicians  live  in  large  metro¬ 
politan  areas  where  laboratories  or  such  services  are  avail¬ 
able.  Many  live  in  smaller  communities  or  even  in  rural  set¬ 
tings  and  these  tests  mean  the  difference  between  hospital¬ 
ization  or  outpatient  or  office  follow-up.  The  cost  of  the 
former  is  much  greater.  Though  improving  the  standards  are 
necessary,  should  the  foresight  of  a  greatly  expanded  core  of 
primary  care  physicians  not  be  considered  since  this  would 
be  an  area  of  reducing  hospital  inpatient  days? 

In  the  November  21,  1973,  issue  of  Medical  Tribune  is  an 
article  on  Britian's  National  Health  Service  at  twenty-five 
years.  In  it  they  mention  the  development  of  the  Royal 
College  of  General  Practice  which  has  broadened  its  scope  in 
taking  over  more  of  the  care  of  the  postoperative  and  family 
care  of  the  patient  than  is  presently  done  in  our  own  primary 
care  programs.  For  example,  a  patient  discharged  from  the 
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hospital  after  a  phlebothrombosis  or  some  embolic  phenome¬ 
non  could  be  less  expensively  followed  in  the  office  if  his 
primary  care  physician  could  do  a  prothrombin  time.  Like¬ 
wise  G.  C.  cultures  in  the  office  could  have  a  lot  of  meaning 
in  controlling  VD.  Blood  sugar  determinations  can  help  plot 
the  course  of  the  diabetic.  Where  would  most  of  us  be  if  these 
tests  could  not  be  done?  What  costs  to  the  patient,  the  third 
party  carrier,  and  the  supporting  governmental  agencies 
would  be  incurred  if  everything  was  sent  to  the  super  lab? 
What  standards  of  accuracy  do  we  need  in  office  laboratory 
work?  Is  there  any  merit  to  a  blood  sugar  being  read  at  280  or 
260  mg/ 100  cc  when  you  know  that  the  patient  is  way  out  of 


line?  Is  there  any  merit  to  knowing  that  a  prothrombin  time  is 
33  percent  or  36  percent  of  normal  when  it  is  the  trend  and 
the  range  that  is  being  followed?  How  much  supervision  is 
needed  in  "cook  book”  procedures  when  the  real  standariza- 
tion  rests  in  the  equipment  and  the  reagents? 

I  would  like  to  address  myself  to  you  on  these  matters, 
because  you  are  a  physician.  Should  we  not  consider  the  en¬ 
tire  panorama  before  a  seriously  limiting  law  is  passed? 

Philip  E.  Ingaglio,  M.D. 

Philadelphia 


Certain  pharmacy  board  rules  affect  physicians 


(Continued  from  page  16) 

patient  shall  designate  for  his  safety  and  convenience,  or  by 
means  of  an  employee,  the  mails,  or  common  carrier. 

Caution  Legend  Drugs 

If  a  pharmacist  refills  a  caution  legend  drug,  a  record  of 
each  refill  showing  the  date  of  each  refill  and  the  name  or 
initials  of  the  dispensing  pharmacists  and  the  quantity 
dispensed,  if  different  from  the  original  quantity,  must  be 
indicated  on  the  back  of  the  prescription  or  recorded  in 
records  elsewhere. 

Unauthorized  Use  Prohibited 

No  pharmacists  may  knowingly  fill  or  refill  any  prescrip¬ 
tion  for  a  legend,  caution  legend,  or  nonproprietary  drug  or 
device  if  he  knows  or  thinks  it  is  for  use  by  someone  other 
than  for  whom  the  prescription  was  written. 

Fail-Safe  Clause 

A  pharmacist  shall  not  be  required  to  fill  or  refill  a 
prescription  if  in  his  professional  judgment  in  the  interest  of 
the  safety  of  the  patient,  it  should  not  be  filled  or  refilled. 

Hospital  Chart  Orders 

An  “order”  entered  on  the  chart  or  medical  record  of  a 
patient  in  an  institution  on  an  overnight  basis  or  on  the 
chart  or  medical  record  of  a  patient  under  emergency  treat¬ 
ment  in  an  institution  by  or  on  the  order  of  a  practitioner 
authorized  by  law  to  prescribe  drugs  or  devices,  shall  be 
considered  to  be  a  prescription  if  such  medication  is  to  be 
furnished  directly  to  the  patient  for  self-administration. 

It  is  the  responsibility  of  the  physician  to  see  that  the  chart 
or  medical  record  contains  all  the  information  required  fora 
“prescription”  and  that  it  is  signed  by  the  physician  himself  at 
the  time  the  drug  is  given  or,  if  he  is  not  present,  on  his  next 
visit  to  the  institution. 

No  registered  pharmacist  may  honor  a  prescription  or 
order  in  an  institution  or  hospital  unless  it  is  an  original 
prescription  or  order  or  direct  copy  thereof  issued  by  the 
physician  who  may  be  using  electronic  or  computerized 
equipment. 

No  Supplied  Prescription  Blanks 

No  pharmacist,  pharmacy  owner,  or  pharmacist  manager 
shall  be  permitted  to  provide  a  physician  with  prescription 


blanks  bearing  a  pharmacist's  name  or  the  name  or  address  of 
the  pharmacy  thereon. 

Pharmacy  Advertising  Regulated 

( 1 )  Only  licensed  pharmacists  and  pharmacies  may  adver¬ 
tise. 

(2)  Advertising  may  not  promote  the  sale  of  Schedule  II 
substances  or  barbiturates  and  their  compound. 

(3)  Any  advertisement  of  a  prescription  must  be  for  a 
commercially  reasonable  quantity.  Where  the  price  of  a 
quantity  of  a  prescription  drug  is  advertised,  the  price  of  one 
dosage  unit  or  of  the  smallest  saleable  quantity  shall  be 
shown. 

(4)  In  advertising  using  percentage  numbers,  such  as  10 
percent  off,  the  pharmacy  must  state  or  publish  a  price  list 
from  which  the  percentile  prices  are  derived  so  that  the  pa¬ 
tient  knows  exactly  what  his  cost  will  be. 

Renewal  of  Prescriptions 

A  pharmacist  may  only  renew  a  prescription  after  a  rea¬ 
sonable  time  has  elapsed  from  the  date  of  filling  and  when  he 
might  expect  that  the  original  prescription  would  be  con¬ 
sumed. 

Copies  of  Prescriptions  Permitted 

The  patient  shall  have  the  right  to  request  a  copy  of  his 
original  prescription,  but  copy  shall  clearly  indicate  on  its 
face  that  it  is  a  copy  and  may  not  be  used  to  obtain  a  new 
prescription  order  or  refill. 

Prescriptions  on  file  with  pharmacists  must  now  show  the 
following: 

( 1 )  The  name  of  the  patient; 

(2)  The  name  and  address  of  the  physician  prescribing; 

(3)  The  name  and  quantity  of  the  drug  prescribed; 

(4)  Directions  for  its  use; 

(5)  The  date  the  prescription  was  compounded  and 
dispensed; 

(6)  The  name  or  initials  of  the  dispensing  pharmacists; 

(7)  When  required  by  law,  the  address  of  the  patient,  the 
date  the  prescription  was  issued,  and  the  prescriber's  BNDD 
number. 

Fair  Trade  Act  Upheld 

Any  violation  of  the  Pennsylvania  Unfair  Trade  Practice 
Act  is  a  violation  of  the  regulations. 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 


Nicin 


CAPSULES 


A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  _ .-..50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


__BB— ^  Write  for  literature  and  samples  .  .  . 

bfhYUT*  tpf  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


‘AVAILABLE  ON  REdUEST:  Ronald  I.  Goldberg,  M.D.  &  Franklin  I.  Shuman.  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964. 
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TRAUMA! 


Diagnosing  facial  fractures 

ARTHUR  M.  CALABRETTA 
WILLIAM  P.  GRAHAM,  III,  M.D. 

Hershey 


The  unique  identifying  characteristic  of  a  man  is  his  face. 
Preservation  of  its  functions  and  form  may  be  essential  to 
an  individual’s  recognition.  The  restoration  of  a  mutilated 
face  may  require  great  technical  skill  and  a  sense  of  propor¬ 
tion  and  symmetry. 

Although  remarkably  impressive  in  appearance,  few 
facial  injuries  are  life  threatening.  The  greatest  risk  to  an  in¬ 
dividual  lies  in  mandibular  fracture.  If  the  fracture  is  such 
that  the  tongue  is  no  longer  supported  anteriorly,  it  may  fall 
back  into  the  pharynx  producing  upper  airway  obstruction. 
Obviously,  associated  intracranial  or  cervical  spine  injuries 
may  prove  the  most  significant  in  terms  of  the  patient’s 
prognosis.  At  times  the  definitive  repair  of  facial  injuries 
may  be  deferred  for  up  to  two  weeks  until  other  more  criti¬ 
cal  problems  have  been  treated. 

The  nasal  bones  are  the  most  frequently  injured  facial 
bones,  followed  by  the  zygoma  and  mandible.  As  in  other 
bones,  the  nature  of  the  fracture  may  be:  open,  closed, 
greenstick,  comminuted,  displaced  or  nondisplaced.  The 
location  of  central  facial  fractures  is  described  by  dividing 
the  face  into  three  regions  (LeFort  I,  II,  and  III). 

Facial  fractures  are  diagnosed  by  the  usual  methods  that 
apply  to  other  bony  injuries:  inspection,  palpation,  and  with 
appropriate  radiographs.  Often  the  fracture  and  displace¬ 
ment  is  more  evident  upon  examination  than  by  x-ray.  His¬ 
tory  may  be  helpful  particularly  if  the  patient  has  noted  a 
change  in  occlusion.  Trismus  and  mandibular  deviation 
may  be  additional  clues. 

Palpation  should  be  performed  in  a  systematic  manner 
bilaterally  to  facilitate  comparison  of  subtler  deformities. 
All  of  the  bony  parts  should  be  felt  including  the  anterior 
antral  walls  and  the  hard  palate  with  the  examining  finger 
in  the  mouth.  Localized  tenderness,  ecchymosis,  and  bony 
notches  or  overriding  will  aid  in  the  diagnosis. 

Nasal  fractures  and  septal  injuries  will  be  characterized 
by  a  history  of  epistaxis.  Deviation  of  the  septum  and  dis¬ 
placement  of  the  nasal  bones  may  be  evident.  Submucosal 
hematomata  if  present  must  be  evacuated.  The  most  useful 
x-ray  to  diagnose  this  injury  is  the  occlusal  film  showing  the 
nasal  bones  and  bony  septum  in  longitudinal  section. 

Zygomatic  arch  fractures  occur  as  isolated  injuries  when 
the  patient  has  been  struck  forcibly  with  a  small  object 
which  imparts  a  direct  blow  to  the  arch  alone.  A  palpable 
defect  is  evident  unless  obscured  by  early  swelling.  The  im- 


Dr.  Graham  is  from  the  department  of  surgery,  division 
of  plastic  surgery,  at  Pennsylvania  State  University 
School  of  Medicine  and  Milton  S.  Hershey  Medical 
Center.  Mr.  Calabretta  is  a  senior  medical  student  at  the 
center. 


pactions  and  displacement  of  the  arch  may  produce  severe 
trismus  due  to  pressure  on  the  coronoid  process  or  more 
often  impingement  on  the  temporalis  tendon  and  muscle. 
The  Townes  view  is  the  most  satisfactory  x-ray  projection 
for  these  injuries. 

Malar  fractures  can  be  difficult  to  diagnose  depending 
upon  the  amount  of  displacement  and  the  degree  of  impac¬ 
tion.  Classically  separation  occurs  at  the  frontal  zygomatic 
suture  line,  through  the  medial  orbit  and  across  the  anterior 
antrum.  Infraorbital  nerve  anesthesia  usually  results  and 
diplopia  may  or  may  not  occur  depending  upon  the  condi¬ 
tion  of  the  orbital  floor.  Trismus  results  if  impaction  has  oc¬ 
curred  to  such  an  extent  that  the  arch  presses  inward  upon 
the  temporalis  tendon  and  muscle.  Subcutaneous  emphysema 
may  be  noted  about  the  eye  and  be  worsened  by  blowing  the 

(Continued  on  page  40) 


special  report 

.  .  .  On  peer  review  activities 

The  Council  on  Medical  Service  has  been  involved  with 
various  aspects  of  peer  review  for  many  years.  The  current 
review  activites,  monitored  by  the  council,  are  in  the  form 
mandated  by  a  Board  of  Trustees  action  in  January  1969. 
The  program  relies  on  the  voluntary  services  of  committees 
of  physicians  appointed  by  the  Pennsylvania  or  regional 
chapters  of  twenty-one  recognized  specialty  societies.  Each 
of  these  committees,  composed  of  five  to  seven  physicians 
representing  various  areas  of  the  state,  is  called  upon  from 
time  to  time  to  review  cases  submitted  to  the  Pennsylvania 
Medical  Society  by  health  insurance  carriers,  government 
health  agencies,  patients,  and  physicians. 

Cases  submitted  for  review  fall  into  two  categories:  Appro¬ 
priateness  of  service  and  reasonableness  of  the  charge  for  that 
service.  Following  a  careful  review  of  all  the  information 
provided,  an  advisory  opinion  is  rendered  and  conveyed  si¬ 
multaneously  to  the  initiating  party  and  the  attending 
physician  and  insurance  carriers.  Every  effort  is  made  to 
provide  for  a  fair  and  proper  handling  of  the  matter.  The  So¬ 
ciety  accepts  no  cases  where  there  has  not  been  some  attempt 
at  settlement  on  the  physician-carrier  or  patient  level. 

Charges  for  this  review  program  include  only  administra¬ 
tive  costs  incurred  in  conducting  the  review,  which  involve 
staff  time,  travel  expenses  for  physicians  in  attending  review 
meetings,  etc. 

It  is  the  hope  of  the  Society  to  work  closely  in  the  develop¬ 
ment  of  medical  care  foundations  so  that  the  peer  review 
function  can  be  included  in  the  overall  program. 
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Comparing  feeding  in  premature  twins 


Total  parenteral  hyperalimentation  versus 
conventional  techniques 

DOMINGO  T.  ALVEAR,  M.D. 

Harrisburg 

NICHOLAS  MORRIS,  M.D. 

GEORGE  P.  PILLING,  IV,  M.D. 

SAMUEL  L.  CRESSON,  M.D. 

Philadelphia 

Studies  of  total  parenteral  hypera¬ 
limentation  by  Dudrick,  et  al1 
demonstrated  positive  nitrogen  bal¬ 
ance  associated  with  normal  growth 
and  development  in  beagle  puppies 
when  compared  with  their  littermates 
fed  by  conventional  means.  Clinical 
application  in  infants,  children,  and 
adults,  have  produced  similar  results.2 
Subsequently,  studies  have  proven  that 
total  parenteral  hyperalimentation  has 
greatly  reduced  the  morbidity  and 
mortality  of  many  serious  pediatric 
and  adult  illnesses. :{~5  A  controlled 
clinical  study  comparing  total  paren¬ 
teral  hyperalimentation  and  conven¬ 
tional  feeding  techniques  between 
premature  twins  was  presented  to  us  at 
St.  Christopher's  Hospital  for  Children 
making  this  the  basis  of  our  report. 


Figure  1.  Twin  A  at  birth  weighing 
1340  grams. 


Case  presentation 

Premature  twins,  product  of  an 
uneventful  twenty-eight  week  gestation 
from  a  Gravida  III  Para  II  mother, 
were  delivered  spontaneously  at  the 
Community  Medical  Center  at 
Scranton,  Pennsylvania,  without  any 
difficulties.  Twin  A  (Fig.  1)  weighed 
1340  grams  at  birth  and  had  an  Apgar 
score  of  eight  in  five  minutes.  Ab¬ 
dominal  distension  and  bile-stained 
vomitus  was  noted  on  the  second  day  of 
life,  and  an  x-ray  study  showed  an 
upper  small  bowel  obstruction  compat¬ 
ible  with  jejunal  atresia  (Fig.  2).  He 
was  then  transferred  to  St.  Chris¬ 
topher's  Hospital  for  Children.  Because 
of  the  low  birth  weight,  it  was  decided 
to  use  total  parenteral  hyperalimenta¬ 
tion  prior  to  definitive  surgery.10  A 
Silastic  catheter  (Dow  Corning  Medi¬ 
cal  grade  tubing  No.  602-155)  which 
accepts  a  No.  22  gauge  blunt  needle 
was  threaded  to  the  superior  vena  cava 


Figure  2.  Obstruction  senes  of  Twin  A 
showing  distension  of  the  stomach 
and  upper  small  bowel  with  air-fluid 
levels  on  PA  view. 
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Figure  4.  Comparison  of  daily  caloric  intake. 


Figure  3.  A  chest  x-ray  taken  in  the 
operating  suite  showing  the  tip  of  the 
catheter  in  the  right  atrium.  The 
catheter  was  pulled  out  two  centime¬ 
ters  so  as  to  allow  the  tip  to  be  in  the 
superior  vena  cava. 


Figure  5.  Comparison  of  the  daily  weights. 


Figure  6.  Twin  A  at  age  36  days 
weighing  2420  grams  and  just  prior  to 
corrective  surgery. 
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TABLE  I 

Comparison  Between  Total  Parenteral 
Hyperalimentation  Mixture  and  Standard  Formula 
(Similac  20) 


Parameter 

“Parenteral  Hyperalimentation 
(20%  Amigen-Dextrose  mixture) 

(Baxter  Laboratories) 

Similac  20 

Protein 

3.4  gm/100  ml 

2.12  gm/100  ml 

Carbohydrate 

20  gm/100  ml 

8.00  gm/100  ml 

Fat 

none 

4.2  gm/100  ml 

Calories 

940  Cal./liter 

720  Cal./liter 

Non-protein  calories 

167  Cal./gm  of 

203  Cal./gm  of  N 

Calories  required  to 
gain  1  gm.  body  weight 

Nitrogen  (N) 

4.6  Cal./gm 

5.6  Cal./gm 

“Electrolytes  and  vitamins  were  added  as  required. 

Plasma  was  given  at  20  ml/kg  once  a  week. 

Whole  blood  or  packed  red  cell  transfusions  were  given  as  needed. 

via  the  external  jugular  vein  under  x- 
ray  control  in  the  operating  room  (Fig. 
3).  The  remainder  of  the  catheter  that 
was  not  in  the  vein  was  looped  in  the 
subcutaneous  tissue  of  the  neck  and 
exited  through  a  stab  wound  in  the  an¬ 
terior  axillary  line  as  described  from  a 
recently  published  article  from  our  in¬ 
stitution.9  The  composition  of  the 
hyperalimentation  solution  is  standard 
and  is  listed  in  Table  I.  The  daily  ca¬ 
loric  intake  is  graphically  demon¬ 
strated  in  Figure  4.  Figure  5  is  a  com¬ 
parison  of  the  twins'  daily  weights. 

After  thirty-six  days  of  uneventful 
nutritional  support  via  the  central 
route,  Twin  A  underwent  corrective 
surgery  with  a  weight  of  2420  grams. 


(Figure  6).  While  awaiting  corrective 
surgery,  a  nasogastric  tube  was  in 
place  and  fluid  losses  were  replaced 
appropriately.  The  second  phase  of  the 
study  commenced  following  surgery 
and  this  was  considered  the  "stress 
period.”  Wound  infection  was  noted 
on  the  fifth  postoperative  day,  and  this 
was  treated  with  drainage  and  antibiot¬ 
ics.  Oral  feeding  was  tried  on  the 
eighth  postoperative  day,  but  vomiting 
recurred.  During  a  vomiting  episode, 
Twin  A  developed  bradycardia  and 
respiratory  depression,  and  this  re¬ 
sponded  to  cardiopulmonary  resuscita¬ 
tion  which  included  the  use  of  endo¬ 
tracheal  intubation  and  a  ventilator. 
Twin  A  recovered  from  this  episode 


Figure  7.  X-ray  picture  of  both  lower 
extremities  showing  the  pathologic 
fractures  of  both  tibia  and  fibula. 

promptly,  and  total  parenteral  hypera¬ 
limentation  was  resumed.  Anemia  was 
noted  during  the  study  and  this  treated 
with  repeated  blood  transfusions. 
Jaundice  appeared  late  in  the  study, 
and  this  gradually  disappeared  without 
treatment.  He  also  developed  patho¬ 
logic  fractures  (Fig.  7)  late  in  the  study 
and  this  responded  well  to  adequate 
calcium,  phosphorus,  and  Vitamin  D 
therapy.  At  sixty-seven  days  of  life  the 
total  parenteral  hyperalimentation  was 
discontinued,  and  Twin  A  weighed 
3  1 25  grams.  Oral  feeding  was  restarted 
and  was  tolerated  well.  After  a  tran¬ 
sient  weight  loss,  Twin  A  steadily 


Figure  8.  At  age  80  days  Twin  A  (left) 
weighed  3125  grams  and  Twin  B 
(right)  weighed  2246  grams. 


Figure  9.  At  age  9  months  Twin  A  (left)  weighed  16  lbs.  9  oz.  and  Twin  B  (right) 
weighed  17  lbs.  4  oz. 
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TABLE  II 

Summary  of  the  clinical  comparison  between  the  twins 

Twin  A 

Twin  B 

Initial  weight 

1339  grams 

1252  grams 

Lowest  weight 

1169  grams 

1051  grams 

Weight  at  the  end  of 

non-stress  phase  (36  days) 

2423  grams 

1428  grams 

Weight  at  the  end  of 

stress  phase  (67  days) 

3125  grams 

2246  grams 

Average  daily  weight 

gain 

37  gm/day  (Phase  1) 

18.4  gm/day 

22.6  gm/day  (Phase  II) 

18.4  gm/day 

Complications  during 

study 

Phase  1  (non-stress) 
a.  none 

Phase  II 

a.  aspiration  pneumonia 

b.  jaundice  and  anemia 

c.  wound  infection 

d.  pathologic  fractures 

none 

gained  weight,  and  he  was  discharged 
from  the  hospital  on  the  eighty-eighth 
day  of  life  with  a  weight  of  3209 
grams. 

Twin  B  weighed  1252  grams  at  birth 
and  had  an  Apgar  score  of  five  in  five 
minutes.  There  were  no  gastrointes¬ 
tinal  symptoms  noted,  and  gavage 
feeding  was  instituted  promptly. 
Standard  formula  (Similac  20,  Ross) 
was  used  to  maximally  tolerated  vol- 

Iume.  Gavage  feeding  was  continued 
for  forty-seven  days,  and  bottle  feeding 
was  commenced  on  the  forty-eighth 
day  of  life.  Twin  B  was  discharged 
from  the  Community  Medical  Center 
in  Scranton  on  the  sixty-third  day  of 
life.  At  eighty  days  of  life,  Twin  A 
weighed  3125  grams,  and  Twin  B 
weighed  2246  grams  (Figure  8).  At 
nine  months  of  age  the  twins  had  al¬ 
most  an  identical  weight  (Figure  9). 

Discussion 

Twin  A  consistently  received  more 
calories  and  gained  more  weight  than 
Twin  B.  This  is  best  analyzed  by 
dividing  the  study  into  two  phases. 
Phase  I  ("non-stress  period”)  is  the 
first  thirty-six  days.  During  this  phase. 
Twin  A  gained  37  grams  daily,  while 
Twin  B  gained  18.4  grams  daily.  Twin 
A  received  more  calories  than  Twin  B 
at  a  more  constant,  controlled,  and  at  a 
maximally  tolerable  rate.  The  volume 
of  tolerable  feeding  by  Twin  B  is 
limited  by  a  small  gastric  capacity  and 
the  dangers  of  prolonged  and  repeated 
gavage  feeding.6"8  At  the  end  of  phase 
I,  Twin  A  weighed  2423  grams  and 
Twin  B  weighed  1428  grams.  Phase  II 
(“stress  period”)  is  from  the  thirty- 


sixth  to  the  sixty-seventh  day  of  life  of 
Twin  A.  The  daily  weight  gain  of  Twin 
A  was  22.6  grams,  while  Twin  B’s  gain 
was  1 8.4  grams.  At  the  end  of  phase  II, 
Twin  A  weighed  3125  grams,  and 
Twin  B  weighed  2246  grams  (Table 
II).  This  data  indicated  that  total 
parenteral  hyperalimentation  resulted 
in  a  more  rapid  weight  gain  even  in  the 
presence  of  major  stress  and  its  ca¬ 
tabolic  consequences.  In  the  absence 
of  stress  (Phase  1),  the  difference  in 
weight  is  even  more  noticeable, 
favoring  total  parenteral  hyperalimen¬ 
tation  over  conventional  feeding  regi- 
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men  if  weight  gain  is  used  as  the 
primary  criteria  for  comparison.  The 
complications  noted  on  Twin  A  are 
explained  by  a  combination  of  “stress- 
producing  factors”  such  as  the  surgery 
itself,  the  wound  infection,  the  car¬ 
diorespiratory  depression  following  as¬ 
piration;  and  perhaps  prolonged  use  of 
the  total  parenteral  hyperalimentation 
is  a  contributing  factor. 

Summary 

Premature  twins  with  different 
clinical  problems  served  as  a  con¬ 
trolled  study  comparing  total  paren¬ 
teral  hyperalimentation  with  conven¬ 
tional  feeding  technique.  In  the  ab¬ 
sence  of  stress,  total  parenteral 
hyperalimentation  resulted  in  weight 
gain  twice  that  of  the  conventional 
feeding  regimen.  When  stress  and  its 
metabolic  consequences  were  added  to 
the  study,  the  infant  on  total  parenteral 
hyperalimentation  still  gained  more 
weight  than  the  "non-stressed  twin.” 
Gastrointestinal  capacity  is  not  a  con¬ 
cern  with  total  parenteral  hyperali¬ 
mentation  and  permits  greater  caloric 
intake  at  a  more  constant  and  tolerable 
rate.  This  study  is  consistent  with  the 
original  studies  of  Dudrick,  et  al,  on 
littermate  beagle  puppies.  □ 
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Skin  and  fat  atrophy  complications  of  local  steroid  injection 


LOCAL  steroid  injection  has 
become  a  popular  procedure 
among  physicians  charged  in  the  man¬ 
agement  of  rheumatic  and  traumatic 
disorders  of  soft  tissue.  It  allows  for 
deliverance  of  a  relatively  low  loss  of 
steroid  directly  to  the  site  of  involve¬ 
ment  with  very  little  systemic  overflow 
and  frequently  is  followed  by  prompt 
and  striking  clinical  improvement. 
However,  a  word  of  caution  is  prof¬ 
fered  over  the  injection  of  depository 
forms  at  the  intradermal  and  subcu¬ 
taneous  levels.  The  consequences  form 
the  basis  of  this  report. 


Figure  1 .  Skin  atrophy  following  injec¬ 
tion  into  distal  lateral  hamstring 
tendon  for  strain.  Central  scarred  and 
atrophy  hypopigmented  lesion  with 
peripheral  hyperpigmentation  which 
does  tan  when  exposed  to  sunlight. 


Various  degrees  of  atrophy  of  skin 
and  subcutaneous  tissue  have  been 
reported  following  the  experimental 
use  of  insoluble  corticosteroid  prepara¬ 
tions  with  a  typical  evolutionary  pat¬ 
tern  seen  in  high  intradermal  injec¬ 
tions  consisting  of  vesiculation  on  an 
erythematous  and  indurated  base 
followed  by  crust  formation  and  even- 
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tual  separation  exposing  a  scarred, 
telangiectatic,  alopecic,  hypopig¬ 
mented  central  lesion  with  peripheral 
hyperpigmentation  (Figures  1  and  2). 
Such  a  lesion  is  usually  permanent.  In¬ 
jections  into  low  intradermal  and  sub¬ 
cutaneous  tissues  produce  lesions  of 
lesser  severity,  the  latter  at  times  con¬ 
sisting  solely  of  fat  atrophy  which  may 
persist  indefinitely.1 

The  areas  of  leukoderma  do  not  tan 
when  exposed  to  sunlight  and  in  the 
Negro  may  be  quite  striking  (Figure 
3). 

The  authors  have  observed  pustule 
formation  with  a  centrifugally  advanc¬ 
ing  cellulite  border  during  the  early 
evolutionary  lesional  stages.  While  the 
immediate  site  of  skin  infection  is 
minor,  penumbral  response  is  inordi¬ 
nately  large  and  symptomatic  and  sug¬ 
gests  a  decreased  host  resistance. 
Prompt  resolution  of  the  inflammatory 
component  follows  the  local  applica¬ 
tion  of  warm  compresses  and  adminis¬ 
tration  of  oral  antibiotics.  This 
complication,  while  inconstant,  'may 
exert  a  deleterious  effect  on  the  dura¬ 
tion  and/or  extent  of  the  steroid 
lesion.2 

Though  for  the  most  part  asymp¬ 
tomatic,  the  permanent  atrophic  de¬ 
formity  may  be  sensitive  to  external 
pressure  as  may  be  caused  by  a  shoe  or 
watchband.  Most  patient  complaints 
are  fostered  by  the  unsightly  appear¬ 
ance  of  the  lesion,  with  women  being 
considerably  more  vociferous  than 
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Figure  2.  Steroid  lesion  over  lateral 
midfoot  with  hyperpigmentation  and 
atrophy  as  principal  features.  Note 
prominent  veins. 


Figure  3.  Steroid  lesion  in  a  Negro. 
Leukoderma  and  scarring.  Note 
depression  of  lesion  caused  by 
strophy  of  skin  and  subcutaneous  fat. 


their  male  counterparts.  Accordingly, 
it  is  suggested  that  the  insoluble  depos¬ 
itory  corticosteroid  preparations  be 
reserved  for  deep  injections  into  joints, 
bursae,  and  muscle  and  the  soluble 
forms  used  for  injections  into  more  su¬ 
perficial  structures  such  as  tendons 
and  ligaments  about  the  wrist,  knee, 
ankle,  and  foot.  □ 
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Rare  case  from  windshield  injury 


Section  of  the  hypoglossal  nerve  by  penetrating  glass 

MICHAEL  SCOTT,  M.D. 

Philadelphia 


THE  following  case  is  reported 
because  of  the  rare  selective  inju¬ 
ry  of  a  cranial  nerve  in  the  neck  by 
penetrating  windshield  glass  and  to 
emphasize  to  those  who  still  do  not 
believe  in  using  seat  belts  that  such  an 
injury  probably  would  not  have  oc¬ 
curred  if  the  patient  had  available  and 
had  used  a  seat  belt  with  a  shoulder  re¬ 
straint. 

Case  Report 

The  patient,  age  eighteen,  was  riding 
in  the  right  front  seat  of  a  Volkswagen. 
It  was  not  fitted  with  a  seat  belt.  His  car 
stopped  at  an  intersection  and  was 


Figure  1.  Healed  lacerations  of  the 
face  and  neck  ten  months  after  pene¬ 
trating  windshield  glass  injury  of  the 
left  hypoglossal  nerve  in  the  neck. 


struck  broadside  slightly  forward  of  the 
driver's  seat.  The  patient's  head  and 
neck  penetrated  the  windshield.  He  was 
unconscious  for  a  few  minutes  and 
remembers  being  taken  to  a  hospital 
where  multiple  lacerations  of  the  face 
and  neck  were  sutured. 

X-rays  of  the  skull,  facial  bones,  and 
neck  were  reported  negative  for  frac¬ 
ture.  The  day  of  the  accident  the  patient 
noticed  difficulty  in  moving  his  tongue 
and  in  swallowing  saliva.  He  had  no 
other  injuries  and  subsequently  had 
cosmetic  surgery  for  his  facial  lacera¬ 
tions. 

I  saw  the  patient  ten  months  after  the 


accident.  He  complained  of  difficulty 
in  moving  his  tongue  to  the  left  and  in 
swallowing  saliva. 

He  had  scars  of  the  face  and  left  an¬ 
terior  neck  (Figure  1).  He  had  no 
hoarseness.  The  examination  was 
normal  except  for  paralysis  and  atrophy 
of  the  left  side  of  the  tongue  (Figure  2). 
When  the  patient  attempted  to  protrude 
his  tongue  it  deviated  to  the  left,  and  he 
could  not  protrude  it  to  the  right.  There 
was  a  slight  decrease  of  the  gag  reflex 
on  the  left,  but  sensation  to  pinstick  was 
present  bilaterally  in  the  soft  palate  and 
the  upper  oropharynx.  Motor  function 
of  the  sternocleidomastoid  and  tra¬ 
pezius  muscles  was  normal.  There  was 
no  bruit  on  auscultation  over  the  scar 
and  the  carotid  artery.  From  the  posi¬ 
tion  of  the  scar  in  the  patient’s  neck  and 
the  neurological  findings,  it  appeared 
most  likely  that  the  hypoglossal  nerve 
had  been  selectively  sectioned  by  a 
penetrating  piece  of  glass  during  the 
windshield  injury.  The  ninth  or  tenth 
cranial  nerve  may  have  been  partially 
injured  because  the  patient  had  had 
slight  difficulty  in  swallowing.  Howev¬ 
er,  he  had  no  hoarseness  or  anesthesia 
of  the  oropharynx  or  soft  palate. 

In  view  of  the  precise  incision  of  the 
nerve  by  the  glass,  it  was  felt  that  the 
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nerve  ends  might  be  in  close  apposition 
or  possibly  incompletely  sectioned. 

Electromyography  (EMG)  of  the 
tongue  five  months  after  the  injury  sug¬ 
gested  some  intact  nerve  supply  to  the 
left  side  of  the  tongue.  The  study  was 
repeated  three  months  later  and  one 
month  before  my  examination  and 
again  showed  incomplete  denervation 
and  improvement  as  compared  with  the 
EMG  done  three  months  previously. 

In  view  of  these  findings,  I  decided  to 
withhold  nerve  exploration.  The  pa¬ 
tient  did  not  return  for  further  evalua¬ 
tion. 

He  was  contacted  in  January,  1973, 


Figure  2.  Patient  attempts  to  protrude 
tongue  directly  forward.  It  deviates  to 
the  left  because  of  paralysis  of  the 
tongue  muscles  on  that  side  supplied 
by  the  left  hypoglossal  nerve.  Note  at¬ 
rophy  of  left  side  of  tongue. 

eight  years  after  the  injury.  He  stated 
that  he  felt  fine,  that  the  left  side  of  the 
tongue  was  "still  shrunken,"  and  that  he 
had  difficulty  in  protruding  it  to  the 
left.  He  had  no  trouble  in  swallowing  or 
control  of  his  saliva.  He  had  no  other 
complaints  referable  to  the  neck  injury. 

Discussion 

Aside  from  the  apparent  precise  tran¬ 
section  of  the  hypoglossal  nerve  by  the 
penetrating  glass,  another  unusual 
aspect  of  the  injury  was  the  apparent  es- 
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cape  from  a  serious  laceration  of  the  in¬ 
ternal  jugular  vein,  the  internal  carotid 
artery,  and  the  ninth,  tenth,  and 
eleventh  cranial  nerves,  which  are  in  in¬ 
timate  relation  to  each  other  and  to  the 
vascular  structures. 

Fogelman  and  Stewart,1  Stein  and 
Seaward,'1  and  Yoder  et  al4  have 
reported  large  series  of  patients  with 
stab  wounds  of  the  neck.  Blood  vessel 
injury  was  most  common;  injury  of  the 
brachial  plexus,  phrenic  nerve,  and  au¬ 
tonomic  nerves  occurred  only  oc¬ 
casionally.  None  reported  injury  to  the 
cranial  nerves.  Hubey  states  that  the 


cranial  nerves  in  the  neck  may  be 
severed  or  contused  in  neck  injuries  but 
gives  no  statistics.2 

Summary 

A  case  is  reported  of  a  rare  transec¬ 
tion  of  the  hypoglossal  nerve  in  the 
soft  tissues  of  the  neck  by  penetrating 
glass  from  a  windshield  injury. 

The  sparing  of  severe  injury  to  the 
internal  carotid  artery,  the  jugular 
vein,  and  the  vagus  nerve  which  were 
intimately  close  to  the  cut  nerve  shows 
that  a  penetrating  sliver  of  glass  can 


have  the  selective  precision  of  a  sur¬ 
geon’s  scalpel. 

The  above  injury  probably  would 
not  have  occurred  if  the  patient  had 
available  and  had  used  a  seat  belt  with 
a  shoulder  restraint.  □ 
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Diagnosing  facial  fractures 


(Continued  from  page  33) 

nose.  Nasal  bleeding  can  occur  especially  after  a  few  days 
when  the  old  blood  accumulated  within  the  antrum  may 
drain  intranasally  spontaneously. 

The  stereo  Waters  view  is  most  helpful  in  diagnosing  this 
injury.  The  antrum  on  the  involved  side  will  be  clouded  or 
exhibit  an  air  fluid  level.  The  medial  orbital,  frontal 
zygomatic,  and  anterior  antral  fracture  lines  are  usually  evi¬ 
dent  unless  the  fracture  is  morbidly  impacted. 

The  “blow  out”  fracture  is  a  clinical  diagnosis  not  a 
radiographic  one.  This  injury  which  follows  a  compressive 
force  to  the  orbital  rim,  like  a  fist  or  baseball,  is  character¬ 
ized  by  diplopia,  enophthalmus  (before  edema  occurs),  a 
lowered  pupillary  level  on  the  injured  side,  and  usually 
infraorbital  anesthesia.  The  fracture  lies  across  the  orbital 
floor  and  may  trap  the  inferior  rectus  muscle  preventing  up¬ 
ward  lateral  gaze.  Major  disruption  of  the  floor  leads  to  her¬ 
niation  of  orbital  fat  into  the  antrum,  loss  of  globe  eleva¬ 
tion,  and  restricted  motion.  The  Waters  view  again  is  the 
most  useful  projection  to  study  this  area.  Tomography  can 
be  helpful  and  at  times,  when  the  conventional  PA 
tomograms  are  normal,  lateral  tomography  may  delineate 
the  defect.  At  the  time  of  surgery  a  forced  duction  test,  at¬ 
tempting  to  move  the  globe,  will  demonstrate  the  entrapp- 
ment  by  resistance  to  external  superior  rotation.  Obviously 
entrapment  of  the  muscles  or  herniation  of  orbital  con¬ 
tents  can  occur  in  zygomatic  fractures  as  well  as  orbital 
floor  fractures. 

Transverse  maxillary  fractures  (LeFort  I)  often  result 
from  the  patient’s  upper  jaw  striking  a  dashboard  or 
steering  wheel  rim.  The  mobility  of  the  upper  alveolar  rim 
and  teeth  as  well  as  the  readily  palpable  fracture  line  in  the 
sulcus  aid  the  diagnosis.  The  most  helpful  radiographic 
view  is  fronto-occipital  anterior-posterior  projection. 
Pyramidal  central  facial  fractures  (LeFort  II)  are  less 
common  in  today’s  high  speed  transportation  system  than 
the  LeFort  I  and  III  injuries.  The  lateral  extensions  of  these 
fractures  are  often  palpable  and  the  central  portion  of  the 
face  moves  with  the  central  incisors.  The  Waters  projection 
is  valuable  in  the  identification  of  the  injury.  Often  an  ac¬ 
companying  nasal  septal  and  nasal  bone  injury  will  require 
treatment  also. 

The  massive  craniofacial  separation  (LeFort  III)  occurs 


most  often  as  the  result  of  the  face  forcibly  striking  a  dash¬ 
board.  Cerebrospinal  fluid  leaks  may  be  present  and  must 
be  recognized.  Basilar  skull  fractures  often  result  and  may 
take  precedence  over  any  facial  injury.  Often  infraorbital 
anesthesia  does  not  occur.  Multiple  fracture  lines  may  be 
palpated  over  the  glabella,  the  lateral  and  medial  orbital 
rims,  and  through  the  zygomatic  arches.  The  sinus  can  be 
clouded  and  communication  into  the  frontal  sinus  may 
occur. 

Frontal  ethmoid  complex  fractures  can  result  from 
depressed  frontal  sinus  fractures  and  in  accompaniment 
with  the  LeFort  II  and  III  fractures.  Cerebrospinal  fluid 
leaks  can  result  and  can  be  diagnosed  from  the  profuse  clear 
drainage  which  contains  no  mucin  and  is  positive  when 
tested  for  sugar  with  one  of  the  diabetic  test  tapes.  The  risk 
of  ascending  infection  is  great  with  these  dural  tears. 
Usually  the  interpalprebral  distance  is  widened  with  these 
injuries  and  despite  favorable  treatment  may  remain  as  a 
conspicuous  deformity. 

Mandibular  fractures  are  usually  not  hard  to  diagnose 
unless  the  injury  is  subcondylar.  These  high  injuries  may  be 
masked  by  associate  facial  trauma  and  may  be  overlooked 
as  not  evident  on  standard  facial  bone  and  mandibular  x- 
rays.  The  panoramic  roentgenogram  of  the  mandible  is 
often  the  most  rewarding  single  projection.  Class  I  man¬ 
dibular  fractures  have  teeth  in  the  mandible  on  either  side 
of  the  fracture.  Class  II  fractures  posses  teeth  only  in  one 
segment  and  Class  III  injuries  occur  in  the  edentulous  pa¬ 
tient. 

Deviation  of  the  mandible  on  opening  and  closing, 
trismus,  and  malocclusion  acknowledged  by  the  patient  are 
helpful  diagnostic  signs.  Tenderness  over  the  fracture  and 
bleeding  from  about  the  teeth  further  help  in  the  diagnosis. 

In  general  facial  fractures  do  not  pose  life  threatening 
problems  for  the  injured  patient  unless  there  is  major 
bleeding  in  the  pharynx  or  loss  of  tongue  fixation  and 
airway  obstruction.  Cerebrospinal  fluid  leaks  can  occur  and 
may  pose  an  avenue  for  serious  infection. 

The  early  repair  of  these  injuries  is  of  lesser  importance 
than  the  general  management  of  the  seriously  traumatized 
individual.  Their  reduction  and  fixation  often  can  be 
delayed  up  to  two  weeks  if  the  patient’s  general  condition 
prevents  earlier  appropriate  treatment. 
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Experience  at  Camp  Firefly 

Camping  rewarding 
for  diabetic  children 


WALTER  M.  BORTZ,  M.D 
Palo  Alto,  Calfornia 
GRACE  CLEEK 
CHARLES  LEE,  M.D. 
HENRY  CORNMAN,  M.D 
Philadelphia 


ONE  OF  the  most  rewarding  op¬ 
portunities  available  to  the 
diabetic  child  is  an  experience  at  a 
summer  camp.  Such  experience  allows 
sharing  with  peers  of  common  uncer¬ 
tainties,  fears,  resolves,  hopes,  and  real¬ 
izations.  Although  it  is  estimated  that 
there  are  100-150,000  juvenile  dia¬ 
betics  in  the  United  States,1  the  individ¬ 
ual  child  with  diabetes  often  senses  a 
feeling  of  isolation.  The  camp  experi¬ 
ence  allows  a  perspective  to  be  gained 
that  is  scarcely  attainable  in  any  other 
way. 

In  recognition  of  this,  a  number  of 
camps  for  diabetic  children  have  been 
founded  throughout  the  United  States. 
Camp  Firefly,  near  Schwenksville, 
Pennsylvania,  was  among  the  earliest 


of  these  and  has  now  been  in  continu¬ 
ous  operation  since  1935.  It  is  in  the 
administrative  charge  of  the  Delaware 
Valley  Diabetes  Association  and  repre¬ 
sents  a  principle  activity  of  this  organi¬ 
zation. 

Operationally  there  are  two  two- 
week  sessions  each  summer  for  boys 
and  two  for  girls.  The  charge  for  a 
campership  is  $210.00,  and  the  parents 
are  requested  to  pay  this  amount. 
However,  many  reductions  and  some 
no-charge  situations  prevail.  No  child 
is  denied  entrance  for  financial 
reasons. 

There  is  a  full-time  physician  cover¬ 
age  usually  by  pediatric  or  medical  res¬ 
idents  from  Philadelphia  hospitals  as 
well  as  regular  consulting  visits  by  in¬ 
terested  physicians.  Around  the  clock 


Dr.  Bortz  is  a  physician  in  internal 
medicine  at  the  Palo  Alto  Medical 
Clinic  in  California  and  a  clinical  as¬ 
sistant  professor  of  medicine  at  Stan¬ 
ford  University.  He  was  formerly  at 
Lankenau  Hospital,  Philadelphia. 
Ms.  Cleek  is  a  technical  assistant. 
Dr.  Lee  is  senior  physician  at 
Chestnut  Hill  Hospital  and  past 
president  of  the  Delaware  Valley 
Diabetes  Association.  Dr.  Cornman 
is  assistant  attending  physician  and 
acting  chief  of  service  at  Bryn  Mawr 
Hospital.  He  is  also  assistant  in¬ 
structor  in  medicine  in  the  outpa¬ 
tient  department  at  the  Hospital  of 
the  University  of  Pennsylvania. 
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TABLE  1 

Enrollment  by 

Age 

Girls 

Boys 

Age 

’64 

’65 

’66 

’67 

00 

CD 

’69 

’70 

’71 

’64 

’65 

’66 

’67 

’68 

’69 

’70 

’71 

6-9 

21 

16 

19 

13 

ii 

10 

14 

13 

117 

19 

18 

19 

21 

11 

10 

21 

11 

130 

10-14 

33 

44 

41 

41 

39 

32 

43 

40 

313 

32 

32 

31 

33 

33 

35 

27 

30 

253 

15-17 

4 

4 

1 

1 

10 

4 

2 

1 

2 

3 

12 

+ 

3 

2 

1 

6 

1 

1 

446 

396 

TABLE  II 

Age  of  Onset  of  Diabetes  All  Campers 
1964-1971 


Age 

<  1 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

Girls 

8 

12 

33 

24 

20 

54 

77 

34 

73 

44 

29 

24 

11 

4 

0 

Boys 

5 

25 

30 

35 

48 

38 

41 

36 

43 

38 

29 

14 

7 

5 

1 

nursing  is  provided  with  midnight 
checks  of  the  campers  for  hypogly¬ 
cemia  as  well  as  the  services  of  a  die¬ 
tician  and  a  medical  technician.  A  typ¬ 
ical  camping  program  is  offered  with 
water  and  land  sports,  nature  experi¬ 
ences,  handicrafts,  music,  etc.  All  of 
this  is  blended  with  teaching  the  child 
to  care  for  his  diabetes  under  varying 
conditions  of  normal  life  and  activity 
including  intercamp  athletic  contests 
and  overnight  camping  trips.  At  the 
conclusion  of  each  camping  period, 
the  child’s  physician  receives  a  report 
on  the  child’s  experience  and  diabetic 
control. 

The  camp  philosophy  is  designed  to 
afford  an  opportunity  to  study  each 
child’s  diabetes  while  he  is  under  close 
observation  yet  in  a  more  normal  set¬ 
ting  than  is  ever  possible  in  a  hospital. 


Study 

Because  of  the  unique  opportunity 
afforded  to  observe  a  group  of  juvenile 
diabetics  over  a  period  of  years,  a 
survey  was  made  of  some  of  their  per¬ 
sonal  identifying  characteristics, 
aspects  of  their  diabetes,  and  its  man¬ 
agement.  The  records  of  the  children 
in  oamp  for  the  years  1964-1971  were 
reviewed  and  these  data  compiled.  In 
some  cases  the  same  child  is 
represented  repeatedly  in  the  charts,  as 
no  effort  was  made  to  record  consecu¬ 
tive  camp  attendance. 

Table  I  indicates  the  enrollment  for 
the  eight  years  of  the  study.  There 
were  842  campers  in  this  period.  Al¬ 
though  the  camp  operates  at  close  to 
capacity,  there  is  generally  room  for  a 
few  additional  boys  and  girls.  Al¬ 
though  our  attendance  figures  cannot 


TABLE  III 

Duration  of  Diabetes  All  Campers 
1964-1971 

Years  <1  1  2  3  4  5  5  4- 

Girls  22  42  65  58  63  46  144 

Boys  24  43  44  50  45  52  142 

indicate  prevalence  of  the  disease,  it  is 
generally  indicated  that  there  is  no  sex 
predilection  in  juvenile  diabetes.1 

Whereas  for  the  girls  there  seemed 
to  be  a  peak  age  of  onset  of  the 
diabetes  between  six  and  eight  years  of 
age,  such  was  not  apparent  for  the 
boys  (Table  II).  White  and  Graham 
report  in  Joslin's  Diabetes  Mellitus 
that  the  peak  incidence  is  at  age 
eleven,  which  they  point  out  is  the  in¬ 
verse  of  the  ratio  of  islet  to  total 
pancreatic  growth.1  Also,  onset  under 
one  year  of  age  is  noted  to  be  rare.2 
Years  of  duration  (Table  III)  are  seen 
to  indicate  that  not  only  newly  discov¬ 
ered  diabetics,  but  also  those  of  more 
prolonged  contact,  have  sought  out  the 
camp  experience. 

It  was  thought  that  review  of  the 
types  of  insulin  generally  preferred 
might  indicate  some  evolving  pattern 
over  this  period  of  time,  but  no  trend 
was  noted.  It  is  interesting  to  note  that 
33  percent  of  the  children  received 
only  a  single  type  of  insulin  rather 
than  a  mixture  of  insulins  despite  the 
generally  held  view  that  single  insulin 
therapy  is  inadequate  for  control  of 
most  juvenile  diabetics  (Table  IV). 
While  it  is  the  general  habit  to  leave 
the  child  on  the  same  insulin  program 
as  on  arrival,  this  is  frequently 
modified  in  an  attempt  to  achieve 
better  control.  Because  of  the 
increased  physical  activity  associated 
with  the  camp  program,  the  number  of 
units  of  insulin  on  arrival  was 
frequently  reduced  during  the  stay  at 
camp  (Table  V).  The  exceptions  to  this 


TABLE  V 
Amount  of  Insulin 

No.  of 

Units  Girls  Boys 


* 

0 

* 

0 

6-10 

9 

15 

16 

17 

11-20 

70 

51 

83 

80 

21-30 

122 

134 

126 

150 

31-40 

95 

94 

85 

82 

40  + 

148 

150 

83 

62 

*  First  week  of  camp  experience 
0  Second  week  of  camp  experience 


TABLE  IV 

Types  of  Insulin 

Girls 

Boys 

’64 

’65 

’66 

’67 

’68 

69 

’70  ’71 

’64 

’65 

’66 

’67 

’68 

’69 

’70 

’71 

NPH 

8 

15 

13 

10 

8 

13 

22  11 

20 

13 

11 

12 

12 

14 

12 

9 

NPH  &  R 

24 

19 

21 

19 

27 

15 

24  27 

15 

14 

19 

26 

15 

15 

18 

19 

L 

9 

9 

7 

4 

5 

2 

2  5 

7 

9 

11 

6 

2 

4 

6 

3 

L  &  R 

9 

7 

12 

10 

3 

2 

5  5 

7 

5 

4 

3 

1 

4 

3 

UL 

2 

2 

UL  &  SL 

5 

4 

1 

2 

1 

3 

2 

2 

1 

1 

1 

1 

0 

1 

L  &  UL 

3 

2 

2 

1 

1 

1 

1 

1 

0 

2 

0 

2 

0 

UL  &  R 

1 

3 

3 

1 

1 

2 

1  1 

1 

0 

0 

1 

3 

2 

3 

3 

PZI  &  R 

1 

3 

1 

2 

1 

2  2 

0 

0 

2 

0 

0 

0 

1 

1 

G 

1 

1 

0 

3 

1 

1 

0 

1 

1 

1 

L  &  SL 

1 

3 

4 

1 

1 

1 

0 

0 

1 

1 

4 

3 

2 

3 

PZI 

1 

0 

Other 

2 

1 

3 

2 

1 

2 

2 

3 

1 

1 

L  =  Lente 

SL  = 

SemiLente 

G  = 

Globin 

R  =  Regular 

UL  = 

UltraLente 
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usually  represented  children  who  came 
to  camp  on  what  proved  to  be  an  inad¬ 
equate  insulin  dose  at  home. 

Seventy-five  percent  of  the  children 
received  their  insulin  as  a  single  morn¬ 
ing  dose  (Table  VI).  Since  most 
authorities  feel  that  two  daily  injections 
are  usually  necessary  to  control  labile 


TABLE  VI 

Administration  of  Insulin 

Doses  per  Day 

Girls 

Boys 

One 

328 

296 

Two 

116 

97 

juvenile  diabetes,  the  prevailing  prac¬ 
tice  seems  to  be  at  odds  with  this 
opinion.  Review  of  the  figures  on  a 
yearly  basis  does  not  indicate  a  trend 
towards  multiple  daily  injections.  Thus, 
a  substantial  majority  of  the  children 
entering  camp  seem  to  be  in  programs 
at  home  that  are  felt  to  produce  less 
than  optimum  treatment  since  they  lack 
the  flexibility  provided  by  multiple  in¬ 
jections  or  insulin  mixtures,  or  both. 

Hypoglycemic  reactions  severe 
enough  to  cause  a  child  to  turn  himself 
in  for  observation  at  the  medical  shack 
are  recorded  as  in  Table  VII.  They 


TABLE  VII 

Hypoglycemic  Reactions 


Girls 

Boys 

Week 

’64 

’65 

’66  ’67 

’68 

’69 

’70 

’71 

’64 

’65 

’66 

’67  ’68 

’69 

’70 

’71 

1 

116 

178 

95 

78 

100 

87 

194 

245 

153 

154 

261 

180 

163  149 

87 

151 

2 

85 

94 

95 

114 

66 

76 

TABLE  VIII 

Calories  at  Admission 

No.  of 

calories 

'64  '65 

'66 

'67 

'68 

’69  ’70  ’71 

'64 

'65 

'66 

'67  ’68  '69 

’70 

’71 

1 200-1 400 

- 

- 

- 

- 

28  3 

1 

0 

0 

0  0 

0 

0 

0 

1500-2000 

31  29 

27 

23 

25 

20 

25  24 

17 

21 

12 

16  17 

4 

15 

11 

2100-2500 

28  22 

37 

28 

14 

28 

2  27 

23 

20 

29 

22  20  19 

25 

27 

2600-3000 

1  2 

1 

0 

3 

1 

0  0 

4 

1 

6 

6  1  16 

10 

4 

31 00-4000 

0  2 

0 

0 

- 

1 

0  0 

1 

1 

1 

0  1 

4 

0 

2 

free 

2  2 

1 

3 

5 

0 

2  0 

9 

8 

5 

10  6 

2 

0 

0 

TABLE  IX 

Urine  Test  Results  by  Percentage  of  Tests  Per  Week  Period 

Girls 

’64 

'65 

'66 

’67 

’68 

’69 

’70 

’71 

neg. 

11 

X 

10 

23  17 

38 

36 

45 

48 

37 

24 

41 

44 

38  38 

40 

36 

tr. 

10 

65 

3  3 

2 

2 

2 

2 

4 

8 

4 

0 

4  4 

4 

4 

1 

7 

6 

82  3 

2 

4 

4 

2 

4 

6 

3 

3 

7  6 

1 

2 

2 

7 

4 

6  3 

4 

5 

5 

4 

6 

9 

4 

5 

4  3 

5 

4 

3 

29 

31 

6  3 

9 

5 

5 

4 

12 

5 

5 

5 

7  11 

3 

7 

4  + 

36 

44 

60  71 

45 

48 

39 

40 

37 

48 

42 

43 

38  38 

47 

41 

Boys 

'64 

'65 

'66 

'67 

’68 

'69 

’70 

’71 

neg. 

19 

X 

17 

35  38 

42 

39 

52 

39 

43 

40 

41 

40 

42  44 

40 

42 

tr. 

6 

4 

2  2 

3 

3 

2 

3 

4 

3 

4 

6 

7  6 

7 

7 

1 

4 

3 

4  4 

2 

2 

2 

3 

3 

2 

3 

3 

1  1 

5 

5 

2 

5 

3 

6  3 

3 

3 

5 

6 

5 

5 

4 

4 

3  4 

4 

5 

3 

31 

37 

6  7 

5 

3 

7 

9 

5 

4 

3 

4 

7  7 

6 

7 

4  + 

35 

36 

47  46 

45 

50 

32 

40 

40 

46 

45 

43 

40  38 

38 

34 

*  First  week  period 
x  Second  week  period 

Each  test  period  represented  approximately  1200  individual  tests. 

seemed  to  be  slightly  more  common  in 
the  girls,  although  not  strikingly.  The 
campers  average  about  two  mild  reac¬ 
tions  per  week  while  at  camp,  indica¬ 
tive  of  the  increased  physical  activity 
and  attempts  of  the  camp  medical  staff 
to  improve  control. 

Records  of  the  number  of  calories  on 
admission  were  unfortunately  not 
complete  but  are  presented  here  as 
available  (Table  VIII).  No  bias  is  recog¬ 
nized  of  those  available  or  not  avail¬ 
able.  Generally  a  modification  of  calo¬ 
rie  requirement  upward  was  noted 
during  the  camping  period.  Weight 
gains  and  weight  losses  were  approxi¬ 
mately  equal. 

Regular  urine  testing  was  carried  out 
on  all  campers.  The  result  of  this  testing 
is  recorded  in  Table  IX  and  subdivided 
into  the  first  and  second  weeks  of  the 
camping  period.  It  is  seen  that 
increased  contact  with  the  child  did  not 
result  in  any  improvement  with  results 
of  the  urine  testing  despite  a  generally 
energetic  approach  towards  control  of 
the  diabetes.  Further  the  constancy  of 
testing  results  year  in  and  year  out 
seems  remarkable. 

These  figures  represent  only  a  crude 
general  identification  of  the  experience 
of  a  group  of  diabetic  children  at  Camp 
Firefly  for  the  years  1964-1971.  They 
do  reflect  the  type  of  treatment  of  juve¬ 
nile  diabetes  which  is  most  prevalent  in 
the  geographical  area  which  the  camp 
serves.  Fortunately  there  have  been  few 
major  mishaps  or  illnesses  during  this 
period.  Only  on  rare  instances  have 
children  had  to  be  removed  from  camp 
to  a  hospital  for  medical  reasons.  The 
only  illness  of  epidemic  proportion  was 
external  otitis  in  1968  due  to  faulty  fil¬ 
tering  in  the  swimming  pool. 

Conclusion 

It  is  our  enthusiastic  recognition  that 
camping  represents  an  extremely  valu¬ 
able  opportunity  for  the  diabetic  child. 
It  is  felt  that  multiple  gains  are  to  be 
derived  from  this  experience.  We  ac¬ 
tively  solicit  the  support  of  other 
physicians  and  the  referral  of  other 
children  to  the  facility.  □ 
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1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies  ? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent/ Broker  or  Insurance  Company. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXKND 

KGENCY 


ER 

NC. 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


Name _ 

Office  Address. 


City - | 

State - Zip - 

Telephone - 

Mail  to:  ALEXANDER  AGENCY,  INC.  | 

Union  Bank  Building,  Pittsburgh,  PA.  15222 

— —  J 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 
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PENNSYLVANIA 

MEDICINE 


obituaries 


•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


•  Catherine  L.  Bacon,  Woods  Hole, 
Massachusetts;  Rush  Medical  College, 
Chicago,  Illinois,  1927;  age  74;  died 
October  29,  1973.  No  further  informa¬ 
tion  is  available. 

•  Ruth  M.  Brenner,  Manheim; 
Woman’s  Medical  College  of  Pennsyl¬ 
vania  (Medical  College  of  Pennsyl¬ 
vania),  1939;  age  60;  died  October  8, 
1973.  She  had  been  a  practicing 
physician  for  thirty-two  years.  She  was 
a  past  president  of  the  Lancaster 
chapter  of  the  Pennsylvania  Affiliate 
of  the  American  Heart  Association. 
Survivors  include  her  husband,  two 
sisters,  and  her  mother. 

•  Cornelius  F.  Coll,  Jr.,  McAdoo; 
Temple  University  School  of  Medi¬ 
cine,  1930;  age  68;  died  November  8, 
1973.  He  was  a  past  president  of  the 
Hazleton  Medical  Society.  He  is  sur¬ 
vived  by  his  wife,  two  daughters,  a 
son,  a  sister,  and  a  brother. 

•  Robert  D.  Dripps,  Jr.,  Philadel¬ 
phia;  University  of  Pennsylvania 
School  of  Medicine,  1936;  age  62; 
died  October  30,  1973.  Dr.  Dripps  was 
vice  president  for  health  affairs  at  the 
University  of  Pennsylvania  and  former 
chairman  of  the  department  of  anes¬ 
thesiology  at  the  university’s  school  of 
medicine.  He  had  been  director  of  an¬ 
esthesiology  at  the  Hospital  of  the 
University  of  Pennsylvania,  director  of 
the  American  Board  of  Anesthesi¬ 
ology,  senior  civilian  consultant  in  An¬ 
esthesiology  to  the  Surgeon  General, 
and  a  member  of  the  National  Adviso¬ 
ry  Research  Resources  Committee, 
U.S.  Public  Health  Service.  He  was  a 
member  of  the  American  College  and 
the  American  Society  of  Anesthesi¬ 
ologists,  the  American  Surgical  Asso¬ 
ciation,  the  Association  of  University 
Anesthetists,  and  the  Philadelphia  and 
Pennsylvania  Societies  of  Anesthesi¬ 
ologists.  His  wife,  a  daughter,  and  a 
son  survive  him. 

•  Benjamin  A.  Frye,  Sharpsville; 
University  of  Pittsburgh  School  of 
Medicine,  1904;  age  92;  died  October 
2,  1973.  He  is  survived  by  a  son. 

•  Raymond  J.  Garvey,  Summit; 
Medical-Chirurgical  College,  Philadel¬ 
phia,  1916;  age  83;  died  October  26, 
1973.  He  was  a  past  president  of  the 


Lackawanna  County  Medical  Society 
and  a  fellow  of  the  American  College 
of  Surgeons.  Survivors  include  his 
wife,  a  daughter,  a  son,  and  a  brother. 

•  William  J.  Hargreaves,  Johns¬ 
town;  Jefferson  Medical  College, 
1946;  age  51;  died  October  20,  1973. 
He  was  chairman  of  the  obstetrics  and 
gynecology  department  at  Memorial 
Hospital,  Johnstown,  and  was  a 
diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a 
fellow  of  the  American  College  of  Ob¬ 
stetrics  and  Gynecology.  He  was  also  a 
past  president  of  the  Cambria  County 
Medical  Society.  Survivors  include  his 
wife,  two  daughters,  and  a  son. 

•  Warren  E.  Hartman,  Bradford; 
University  of  Buffalo  School  of  Medi¬ 
cine,  1931;  age  65 ;  died  September  1 9, 
1973.  He  is  survived  by  his  wife,  two 
daughters,  two  sisters,  a  brother,  and 
his  stepmother. 

•  Robert  C.  Johnson,  Uniontown; 
George  Washington  University  School 
of  Medicine,  1938;  age  60;  died  Octo¬ 
ber  23,  1973.  He  had  practiced  medi¬ 
cine  in  Uniontown  for  twenty-seven 
years.  He  is  survived  by  his  wife;  two 
sons,  one  of  whom  is  Thomas  G. 
Johnson,  M.D.,  Oakland,  Maryland;  a 
sister;  and  four  stepchildren. 

•  Frank  H.  Krusen,  Orleans,  Mass.; 
Jefferson  Medical  College,  1921;  age 
75;  died  September  14,  1973.  He 
founded  the  Temple  University  physi¬ 
cal  medicine  department,  directed  the 
physical  medicine  department  of  the 
Mayo  Clinic,  and  was  the  senior  editor 
of  the  textbook  “Handbook  of  Physi¬ 
cal  Medicine  and  Rehabilitation.”  He 
was  named  the  American  Medical  As¬ 
sociation’s  Gold  Medal  Doctor  in 
1968.  He  is  survived  by  his  wife  and 
two  daughters. 

•  Margaret  L.  Littler,  Pittsburgh; 
State  University  of  New  York  Upstate 
Medical  Center,  1926;  age  74;  died 
October  7,  1973.  Her  specialty  was 
psychiatry.  Two  sisters  and  a  brother 
survive  her. 

•  Howard  F.  Moser,  Prospect  Park; 
Jefferson  Medical  College,  1937;  age 
62;  died  September  21,  1973.  No  in¬ 
formation  is  available  regarding  sur¬ 
vivors. 


•  Roland  C.  Moyer,  Shenandoah; 
Hahnemann  Medical  College  and  Hos¬ 
pital,  1930;  age  68;  died  July  20,  1973. 
A  son  and  a  sister  survive  him. 

•  Hugh  A.  O’Hare,  Corry;  Stritch 

School  of  Medicine,  Loyola  Universi¬ 
ty,  Chicago,  Illinois,  1929;  age  70; 
died  October  17,  1973.  Survivors 

include  his  wife,  four  daughters,  a  son, 
and  three  sisters. 

•  Michael  G.  O’Brien,  Scranton; 
Jefferson  Medical  College,  1925;  age 
70;  died  September  28,  1973.  He  was  a 
past  president  of  the  Lackawanna 
County  Medical  Society  and  a  member 
of  the  American  Urological  Associa¬ 
tion.  Survivors  include  his  wife;  a 
daughter;  five  sons,  one  of  whom  is 
Thomas  G.  O'Brien,  M.D.,  Santa  Bar¬ 
bara,  California;  two  sisters;  and  two 
brothers,  one  of  whom  is  Joseph 
O'Brien,  M.D.,  Scranton. 

•  Arthur  F.  Seifer,  Phoenixville; 
Temple  University  School  of  Medi¬ 
cine,  1938;  age  62;  died  November  14, 
1973.  He  was  head  of  the  department 
of  orthopaedic  surgery  at  Phoenixville 
Hospital  and  former  secretary  of  the 
Eastern  Orthopaedic  Association.  Dr. 
Seifer  was  a  fellow  of  the  American 
College  of  Surgeons,  the  American 
College  of  Physicians,  and  the  Ameri¬ 
can  Academy  of  Orthopaedic  Surgery. 
His  wife,  two  daughters,  his  mother, 
and  a  sister  survive  him. 

•  George  G.  Shoemaker,  Pitts¬ 
burgh;  University  of  Michigan  School 
of  Medicine,  1914;  age  82;  died  Octo¬ 
ber  19,  1973.  His  wife,  a  daughter,  and 
a  son  survive  him. 

•  Howard  H.  Stauffer,  Hershey; 
Temple  University  School  of  Medi¬ 
cine,  1939;  age  60;  died  October  14, 
1973.  He  was  a  member  of  the  staff  at 
the  Milton  S.  Hershey  Medical  Center. 
After  his  retirement,  he  was  employed 
by  the  Pennsylvania  State  Health  Serv¬ 
ice.  His  wife  and  three  sons,  one  of 
whom  is  Howard  B.  Stauffer,  M.D., 
Oakland,  California,  survive  him. 

•  Ruth  M.  Rivard,  Merchantville, 
N.J.;  Women’s  Medical  College,  1909; 
age  86;  died  October  1,  1973.  She  is 
survived  by  a  sister. 
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continuing  education 


This  course  listing  is  prepared  by  the  Pennsylvania  Medical  Continuing  Education  Institute 


CODE  KEY 

(*  indicates  institution  has  Category  One  accreditation) 

AAFP — Amer.  Acad,  of  Family  Phys.  (Contact  Pa.  Acad,  of  Family  Phys.,  5600 
Derry  St.,  Harrisburg  17111)' 

ACC — Amer.  Coll,  of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Md .* 

ACGP — Amer.  Coll,  of  Gen.  Practitioners  in  Osteo.  Med.  &  Surg.,  Suite  1940, 
111  W.  Washington  St.,  Chicago,  III.  60602. 

ACP — Amer.  Coll,  of  Phys.,  4200  Pine  St.,  Philadelphia  19104 * 

AHA — Amer.  Heart  Assn.,  Pa.  Affiliate,  P.O.  Box  2435,  Harrisburg  17105 * 

AMA — Amer.  Med.  Assn.,  535  N.  Dearborn  St.,  Chicago,  III.  60610* 

Chestnut  Hill— Chestnut  Hill  Hosp.,  8835  Germantown  Ave.,  Philadelphia 
19118* 

Clin.  Path. — Pa.  Assn,  of  Clin,  Path.,  1735  W.  Main  St.,  Norristown  19401* 
Coatesville  VA — Coatesville  Vet.  Admin.  Hosp.,  Coatesville  19320* 

Conemaugh — Conemaugh  Valley  Memorial  Hosp.,  1086  Franklin  St.,  Johns¬ 
town  15905* 

Delaware  Co. — Delaware  Co.  Mem.  Hosp.,  Lansdowne  Ave.,  Drexel  Hill 
19026* 

Dermatology — Pa.  Acad,  of  Dermatology,  8220  Castor  Ave.,  Philadelphia  19152 
(c/o  Charles  H.  Greenbaum,  M.D.)* 

Einstein/North — Albert  Einstein  Med.  Cntr. /Northern  Div.,  York  &  Tabor  Rds., 
Phila.  19141* 

Elwyn — Elwyn  Institute,  111  Elwyn  Rd.,  Elwyn  19063 * 

Geisinger — Geisinger  Med.  Cntr.,  Danville  17821* 

Hahnemann— Hahnemann  Med.  Coll.,  230  N.  Broad  St.,  Philadelphia  19102 * 
Harrisburg — Harrisburg  Hosp.,  Harrisburg  17101* 

M.  S.  Hershey — Pa.  State  Univ.  Coll,  of  Med.,  M.S.  Hershey  Med.  Cntr.,  Univ. 
Dr.,  Hershey  17033 

Institute —  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139 * 
Jefferson — Jefferson  Med.  Coll.,  1025  Walnut  St.,  Philadelphia  19107* 
Lebanon  VA — Lebanon  Vet.  Admin.  Hosp.,  Lebanon  17042 * 

Lehigh  AHEC— Lehigh  Valley  Area  Health  Ed.  Cntr.,  17th  &  Chew  Sts.,  Allen¬ 
town  18102* 

MCP — Med.  Coll,  of  Pa.,  3300  Henry  Ave.,  Philadel phia  19129* 

Mercy/Pgh. — Mercy  Hosp.,  Pride  &  Locust  Sts.,  Pittsburgh  15219* 

Norristown  State — Norristown  State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Nor¬ 
ristown  19141* 

Packer — Robert  Packer  Hosp.,  Sayre  18840* 

PAFP — Pa.  Acad,  of  Family  Phys.,  5600  Derry  St.,  Harrisburg  17111* 

Paoli — Paoli  Mem.  Hosp.,  Paoli  19301* 

PAO&O — Pa.  Acad,  of  Oph.  &  Otol.,  232  N.  5th  St.,  Reading  19601* 

PMS — Pa.  Med.  Society,  20  Erford  Rd.,  Lemoyne  17043 
Radiology — Pa.  Radiological  Soc.,  20  Erford  Rd.,  Lemoyne  17043 * 

Reading — Reading  Hosp.,  6th  Ave.  <&  Spruce  St.,  Reading  19602* 

St.  Margaret — St.  Margaret  Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201* 
Temple • — Temple  Univ.  Sch.  of  Med.,  3400  N.  Broad  St.,  Philadelphia  19140* 

U.  of  Pa. — Univ.  of  Pa.  Sch.  of  Med.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104* 

Pitt — Univ.  of  Pittsburgh  Sch.  of  Med.,  1022-H  Scaife  Hall,  Pittsburgh  15213* 
Roentgen  Ray — Phila.  Roentgen  Ray  Soc.,  Temple  U.  Health  Sciences  Cntr., 
Philadelphia  19140 

Warren  State — Warren  St.  Hosp.,  Box  249,  Warren  16365* 

WP/RMP — Western  Pa.  RMP,  200  Meyran  Ave.,  Pittsburgh  15213 
Washington — Washington  Hosp.,  155  Wilson  Ave.,  Washington  15301* 

West  Penn — Western  Pa.  Hosp.,  4800  Friendship  Ave.,  Pittsburgh  15224 * 

York — York  Hosp.,  George  St.  &  Rathton  Rd.,  York  17405* 


Key  to  symbols: 

(  )  Indicates  the  PRA  Category  Number  in  which  attendance  at  this  pro¬ 
gram  should  be  reported.  You  may  report  each  hour  of  attendance. 

Bold  Face  Type  indicates  an  institution  that  has  Category  I  accreditation. 
This  name  MUST  APPEAR  on  your  PRA  APPLICATION  to  the  AMA  if  you  are 
to  receive  Category  I  credit. 

In  most  cases  each  of  the  following  continuing  medical  education  activities 
has  been  granted  AAFP  and  ACGP  (Osteopathic)  credit.  Contact  those  offices 
for  details. 


PLEASE  NOTE:  The  following  listings  are  all  new  listings  that  have  been 
received  since  the  last  publication  of  CONTINUING  EDUCA¬ 
TION  in  the  December  1973  edition  of  PENNSYLVANIA  MEDI¬ 
CINE.  Listings  from  the  October  and  the  December  editions 
need  to  be  integrated  with  the  following  to  give  a  complete  cal¬ 
endar. 


CME  PROGRAMS 

Listed  below  are  programs  of  continuing  medical  education  which 
include  a  series  of  two  or  more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  the  instructor,  the  frequency  of 
sessions,  fees,  maximum  registration,  'etc.,  contact  the  director  at  the 
address  given  in  the  course  listing  or  in  the  CODE  KEY  box. 


New  Kensington;  Dec.  5,  1973  -  Nov.  6,  1974 

(1)  Continuing  Education  for  Physicians;  by  Tri-County  Branch  Medical  So¬ 
ciety  and  Pitt;  at  Holiday  Inn.  Contact:  Walter  N.  Zuck,  M.D.,  Citizens  Gen. 
Hosp.,  New  Kensington  15068. 


Norristown  State;  ’73-’74  Academic  Year 

(1)  Encounter  with  Bureaucracy:  The  Impact  of  Administration  on  Patients, 
Professionals,  and  Programs;  Nov.  30  -  Dec.  14,  1973.  Contact:  J.  D.  Pruitt, 
M.D.,  Dir.  C.M.E.,  Norrist.  St. 


Pittsburgh:  Pitt;  ’73-74  Academic  Year 

(1)  Anatomy  Lecture  and  Dissection  Course;  Saturdays;  at  Eye  &  Ear  Hosp. 
(1)  Anesthesia  Conference;  Thursdays 

(1)  Anesthesia  /Critical  Care  Medicine  Research  Conf.;  Mondays 
(1)  Autopsy  Conference;  Fridays;  at  Presby-Univ.  Hosp. 

(1)  Cardiac  Auscultation  and  Examination;  Winter  1974 

(1)  Critical  Care  Medicine  Clinical  Grand  Rounds:  Tuesdays 

(1 )  Dermatology  Teaching  Rounds;  Mondays;  at  V.A.  Hosp.  (Oakland) 

(1 )  Dermatology  Teaching  Rounds;  Tuesdays;  at  Children’s  Hosp.  and  at 
Presby-Univ.  Hosp. 

(1)  Histopath  Conference  (Dermatology);  Thursdays 
(1)  Mycology  Conference  (Dermatology);  Thursdays 
(1)  Gynecology  Grand  Rounds:  Thursdays;  at  Magee-Womens  Hosp. 

(1)  Hematology-Morphology  Conferences;  Tuesdays 

(1)  ICU  Rounds;  Tuesdays;  at  Children’s  Hosp.  &  V.A.  Hosp.  (Oakland) 

(1)  ICU  Rounds;  Fridays;  at  Presby-Univ.  Hosp. 

(1)  Infectious  Disease  Rounds;  Wednesdays 

(1)  Medical  Conferences;  Mondays,  Tuesdays,  Thursdays,  Fridays;  at  Mon- 
tefiore  Hosp. 

(1)  Medical  Grand  Rounds;  Fridays 

(1)  Medical  Grand  Rounds;  Thursdays;  at  Montefiore  Hosp. 

(1)  Medicine-Pathology  Correlation  Seminar;  Saturdays;  at  Montefiore 
Hosp. 

(1)  Neurology  Basic  Science  Seminar;  Thursdays 

(1)  Neurology/Neurosurgery  Conference;  Wednesdays;  at  Children’s  Hosp. 
(1)  Neurology  Teaching  Conference;  Saturdays 
(1)  Topics  in  Neurology;  Mondays 

(1)  Neuropathology  Conference;  Wednesdays;  at  Children’s  Hosp. 

(1)  Neuroradiology  Conference;  Wednesdays;  at  Children's  Hosp. 

(1)  Neurosurgery  Staff  Conference;  Wednesdays;  at  Presby-Univ.  Hosp. 

(1)  Obstetrics  Grand  Rounds;  Tuesdays;  at  Magee-Womens  Hosp. 

(1)  Grand  Rounds  in  Ophthalmology;  Thursdays;  at  Eye  and  Ear  Hosp. 

(1)  Orthopedic  Conference;  Tuesdays;  at  St.  Francis  or  Mercy  Hosp. 

(1)  Orthopedic  Fracture  Conference;  Wednesdays;  at  Children's  Hosp. 

(1)  Orthopedic  Grand  Rounds;  Wednesdays  and  Saturdays;  at  Children's 
Hosp. 

(1)  Adult  Orthopedic  Grand  Rounds;  Saturdays;  at  V.A.  Hosp  (Oakland) 

(1)  Orthopedic  Pathology  Basic  Science  Conference;  Wednesdays;  at 
Children’s  Hosp. 

(1)  Orthopedic  Radiology  Conference;  Wednesdays;  at  Children's  Hosp. 

(1)  Ophthalmic  Pathology  Conference;  Thursdays;  at  Eye  and  Ear  Hosp. 

(1)  Continuing  Education  in  Otolaryngology;  every  other  Monday 
(1)  Head  and  Neck  Conference;  Thursdays;  at  Eye  and  Ear  Hosp. 

(1)  ENT  Radiology  Conference:  Wednesdays;  Eye  and  Ear  Hosp. 

(1)  ENT  Teaching  Rounds;  Fridays 

(1)  Otology  Conference;  Tuesdays;  at  Eye  and  Ear  Hosp. 

(1)  Surgical  Complications  Conference  (or  Oculoplastic  Conference); 
Fridays;  at  Eye  and  Ear  Hosp. 

(1)  Pathology  Conference;  Mondays  bi-weekly;  at  Presby.-Univ.  Hosp. 

(1)  Pediatric  Grand  Rounds;  Thursdays;  at  Children’s  Hosp. 

(1)  Physiology  Colloquium;  Mondays 

(1)  Plastic  Surgery  Grand  Rounds;  Tuesdays;  at  V.A.  Hosp  (Oakland) 

(1)  Plastic  Surgery  Teaching  Conference;  Fridays;  at  Children’s  Hosp. 

(1 )  Psychiatric  Educational  Conference;  Fridays;  at  Western  Psychiatric 
Inst.  &  Clinic. 

(1)  Psychosomatic  Conference;  Thursdays;  at  Presby-Univ.  Hosp. 

(1)Case  Centered  Seminars  in  Psychotherapy  for  Psychiatrists;  10  ses¬ 
sions;  to  be  arranged. 
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(1)  Seminar  for  Leaders  in  Group  Process  of  Consultation;  Thursdays. 

(1)  Staff  Case  Conference;  Mondays;  at  Staunton  Clinic 

(1)  Radiology  Interhospital  Conference;  Thursdays 

(1)  Radiology  Teaching  Conference;  Thursdays 

(1)  Renal-Hypertension  Conference;  Tuesdays;  at  Presby-Univ.  Hosp. 

(1)  Surgical  Pathology  Conference;  Thursdays 

(1)  Surgical  Grand  Rounds;  Saturdays 

(1)  Tumor  Board;  Thursdays;  at  Eye  and*Ear  Hosp. 

Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Pittsburgh;  St.  Margaret  Mem.  Hosp.;  ’73-’74  Academic  Year 

(1)  Community  and  Family  Practice  Seminars;  Dec.  5,  1973  -  July  31,  1974. 
(1)  Family  Practice  Journal  Club;  Dec.  14,  1973  -  July  12,  1974. 

(1)  Medical  Education  Postgraduate  Lectures;  Dec.  13,  1973  -  July  11,  1974. 
(1)  Ob-Gyn  Conferences;  Dec.  5,  1973  -  July  31,  1974. 

(1)  Rheumatology  for  the  Orthopedic  Surgeon;  Sept.  1,  1973  -  Aug.  31, 
1974;  by  Pitt. 

(1)  Rheumatology  Grand  Rounds;  September  1,  1973  -  August  31,  1974;  by 

Pitt. 

(1)  Workshop  in  Rheumatology  and  Orthopedics;  Sept.  1,  1973  -  August  31, 
1974;  by  Pitt. 

Contact:  Paul  W.  Dishart,  MD.,  Dir.  Med.  Educ.,  St.  Margaret 


Sayre;  Robert  Packer  Hospital  -  ’73-’74  Academic  Year 
(1)  Surgical  Grand  Rounds;  Saturdays 
(1)  Tumor  Conference;  second  &  fourth  Thurs. 

(1)  Clinical  Pathological  Conference;  3rd  Wed.  of  Dec.,  Apr.  &  May 
(1)  Medical  Grand  Rounds;  Fridays 
Contact:  Paul  C.  Royce,  M.D.,  D.M.E.,  Packer 


Sharon  General  Hospital  -  ’73-’74  Academic  Year 

(1)  Continuing  Education  for  Physicians;  Oct.  3,  1973  -  May  1,  1974;  by  Pitt. 
Contact:  Allen  H.  Holt,  M.D.,  Dir.,  C.M.E.,  Sharon  Gen.  Hosp.,  740  E.  State 
St.,  Sharon  16147 

(1)  Continuing  Education  for  Physicians;  Nov.  16,  1973  -  June  7,  1974;  by 
Pitt;  at  Tumor  Clinic.  Contact:  Thomas  V.  Murray,  M.D.,  Dir.,  Tumor  Clinic, 
Sharon  Gen.  Hosp.,  740  E.  State  St.,  Sharon 


COURSES 


ADMINISTRATIVE  MEDICINE 
Apr.  5  &  6,  1974;  Pittsburgh 

(2)  TAP  (Trustee,  Administrator,  Physician)  Institute;  by  PMS  &  Hosp. 
Assoc,  of  Pa.  at  Marriott  Hotel.  (Contact:  PMS) 

Apr.  19  &  20,  1974;  Scranton 

(2)  TAP  (Trustee,  Administrator,  Physician)  Institute;  by  PMS  &  Hosp. 
Assoc,  of  Pa.  (Contact:  PMS) 


BIOCHEMISTRY 
Jan.  15  -  Apr.  2,  1974;  Pittsburgh 

(1)  Biochemical  Mechanisms  of  Disease;  at  Pitt.  Contact:  William  M.  Coo¬ 
per,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


FAMILY  MEDICINE 

Sept.  12,  1973  -  Apr.  24,  1974;  Pittsburgh 

(1)  Lunch  Box  Theater;  and  Seminars  for  the  Practicing  Physician;  by  Pitt. 
Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Jan.  2  -  Mar.  27,  1974;  Pittsburgh 

(1)  Seminars  in  Patient  Centered  Medicine;  by  Pitt.;  at  Staunton  Clinic. 
Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Apr.  24,  1974;  Wilkes-Barre 

(2)  Practical  Application  of  Nuclear  Medicine  in  the  Specialty  of  Family 
Practice;  at  Mercy  Hosp.  Contact:  J.  P.  Brennan,  M.D.,  D.M.E.,  Mercy  Hosp., 
196  Hanover  St.,  Wilkes-Barre  18702 


GENERAL  MEDICINE 

Jan.  31,  1974;  Harrisburg 

(1)  Medical  Care  Evaluation  Seminar;  By  Pitt  and  Hospital  Utilization  Proj¬ 
ect;  at  Host  Inn.  Contact:  Hospital  Utilization  Project,  400  Penn  Center  Blvd., 
Pittsburgh  15235 


Feb.  7,  1974;  Pittsburgh 

(1)  Medical  Care  Evaluation  Seminar;  by  Pitt  and  Hospital  Utilization  Proj¬ 
ect;  at  Sheraton  Inn  on  the  Mall.  Contact:  Hospital  Utilization  Project,  400 
Penn  Center  Blvd.,  Pittsburgh  15235 


OPHTHALMOLOGY  and  OTOLARYNGOLOGY 
Apr.  29-30,  1974;  Pittsburgh 

(1)  Orbital  and  Retro-Orbital  Lesions;  at  Pitt.  Contact:  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


May  2-4,  1974;  Pittsburgh 

(1)  Ophthalmic  Micro-Surgery;  at  Pitt.  Contact:  William  M.  Cooper,  M.D., 
Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


SURGERY 

Jan.  -  May,  1974;  Pittsburgh 

(1 )  Continuing  Education  in  Surgery;  at  Pitt.  Contact:  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Mar.  28-29,  1974;  Pittsburgh 

(1)  Workshop  in  the  Use  of  Staplers  in  Surgery;  by  Pitt.  Contact:  William  M. 
Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


AMA/PMS  dues,  benefits  detailed  here 


The  PMS  Benefits  designated  below  as  ‘‘all”  include  partici¬ 
pation  in  or  eligibility  for: 

Appointment  to  commissions,  committees,  and  councils; 
election  to  office;  the  right  to  vote 
Automobile  Leasing  Plan 
Group  insurance  programs 

PMS  Professional  Liability  Insurance  Program 

Disability  Income  Plan 

Exceptional  Risk  Disability  Income  Plan 

Executive  Major  Medical  Coverage 

Excess  Major  Medical  Coverage 

Business  Overhead  Expense  Plan 

Accidental  Death  and  Dismemberment  Plan 

Individual  Life  Insurance  Program 

Group  Automobile  Insurance  Program 

Group  Life  Insurance  for  Professional  Corporations 

Personal-Professional  Umbrella  Liability  Insurance  Program 

Workman’s  Compensation  Dividend  Program 

Medical  Benevolence  Fund 

Educational  Fund 

Pennsylvania  Medical  Continuing  Education  Institute 

Pennsylvania  Medical  Care  Foundation 

Legal  opinions  on  medico-legal  questions 

Counsel  on  questions  of  medical  ethics 

Peer  review  on  request  in  disputes  involving  third  parties 

Input  on  legislative  matters  through  an  effective  lobby 


Pennsylvania  Medicine 
Physician  Placement  Service 
PaMPAC 

Speech  writing  service 
Public  Relations  Counsel 
Free  Health  Education  pamphlets 

There  are  other  programs  and  services  in  addition  to  those 
listed. 

Membership  Classifications 
PMS  and  AMA  Dues  Purposes 

ACTIVE  MEMBER  -  Any  physician  who  is  fully  licensed  to 
practice  medicine  and  surgery  in  the  Commonwealth  of 
Pennsylvania  and  is  a  member  of  a  component  society.  Also, 
any  physician  who  is  employed  full-time  by  the  federal  gov¬ 
ernment  in  a  civilian  or  military  capacity  and  does  not  hold 
an  unrestricted  license  to  practice  medicine  and  surgery  in 
the  Commonwealth  of  Pennsylvania. 

Dues:  PMS  -$100.00 

AMA  -  $110.00  (AMA  dues  may  be  excused  (1) 
by  reason  of  financial  hardship  or 
illness,  (2)  if  member  is  retired  from  ac¬ 
tive  practice,  or  (3)  over  age  70.) 

Benefits:  PMS  -  All 

AMA  -  All  except  publications  for  AMA  dues  ex¬ 
empt  members  are  available  only  by 
subscription. 
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MILITARY-  (ACTIVE  MEMBER)  -  Any  active  member  serving 
temporarily  in  the  armed  forces  or  other  federal  government 
service  (before  March  1 ). 

Dues:  PMS  and  AMA  -  Dues  exempt 

Benefits:  PMS  -All 

AMA  -  Same  as  AMA  dues  exempt  above. 


DISABILITY  -  (ACTIVE  MEMBER)  -  Any  Active  Member  who  is 
prevented  from  the  practice  of  medicine  by  reason  of  illness 
or  disability. 

Dues:  PMS  and  AMA  -  Dues-exempt 

Benefits:  PMS  -All 

AMA  -  Same  as  AMA  dues  exempt  above. 


INTERN  AND  RESIDENT  -  Any  Member  serving  a  hospital  in¬ 
ternship,  residency,  or  other  recognized  full-time  postgradu¬ 
ate  training. 


Dues: 

Benefits: 


PMS  -  $10.00  (10%  of  regular  assessment) 
AMA  -$20.00 
PMS  -All 
AMA  -All 


SENIOR  ACTIVE  MEMBER  -  Any  member  at  least  65  years  of 
age  on  January  1  with  at  least  30  years  continuous  mem¬ 
bership  (membership  in  other  states  or  AMA  may  be 
included). 

Dues:  PMS  -  $50.00  (50%  of  regular  assessment) 

AMA  -  $110.00  (AMA  dues  may  be  excused  (1) 
by  reason  of  financial  hardship  or 
illness,  or  (2)  if  member  is  retired  from 
active  practice  or  (3)  over  age  70). 
Benefits:  PMS  -  All 

AMA  -  Same  as  Active  Member  except  publica¬ 
tions  for  AMA  dues  exempt  under  (1 ),  (2) 
or  (3)  are  available  only  by  subscription. 


ASSOCIATE  MEMBER  -  Any  Active  or  Senior  Active  Member 
who  is  at  least  70  years  of  age  and  who  has  at  least  30  years 
continuous  membership  (membership  in  other  states  or  AMA 
may  be  included). 

Dues:  PMS  and  AMA  -  Dues-exempt 

Benefits:  PMS  -  All — except  cannot  vote,  hold  any  office, 
serve  as  delegate,  member  of  commis¬ 
sion,  committee  or  council. 

AMA  -  May  not  vote  or  hold  office  and  will  not 
receive  scientific  publications  except  by 
direct  subscription. 

AFFILIATE  MEMBER  -  Any  member  of  a  component  society 
who  belongs  to  one  of  the  following  classes: 

(a)  members  of  national  medical  societies  of  foreign  coun¬ 
tries 

(b)  American  physicians  whether  or  not  licensed  to  practice 
medicine  and  surgery  in  Pennsylvania  engaged  in  mis¬ 
sionary  or  philanthropic  labors 

(c)  full-time  teachers  of  medicine  or  of  the  arts  and 
sciences  allied  to  medicine  who  are  not  holders  of  an 
unrestricted  license  to  practice  medicine  and  surgery  in 
the  Commonwealth  of  Pennsylvania 

(d)  physicians  not  fully  licensed  to  practice  medicine  in 
Pennsylvania  who  are  engaged  in  Pennsylvania  in 
research,  public  health  or  administrative  medicine 

(e)  physicians,  whether  or  not  fully  licensed  to  practice 
medicine  in  Pennsylvania,  who  are  retired  from  active 
practice 

(f)  physicians  in  active  practice  who  move  out  of  the  Com¬ 
monwealth  of  Pennsylvania  if  they  maintain  active  mem¬ 
bership  in  a  county  society  and  the  state  society  in  their 
new  state  of  residence.  Members  in  this  category  are  not 
eligible  for  any  Society-endorsed  insurance  programs. 

Dues:  PMS  and  AMA  -  Dues-exempt 

Benefits:  PMS  -  cannot  vote  or  hold  any  office,  serve  as  a 
delegate,  member  of  a  commission, 
committee,  or  council,  and  is  not  entitled 
to  benefits  of  Medical  Benevolence  Fund 
or  Educational  Fund 
AMA  -  Same  as  Associate  Member 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room'temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non¬ 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
'31l  resin  sponge  uptake,  T3  ,3,l  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  Vt  grain;  V2  grain;  scored  1 
grain;  1 V2  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY 

ARE  PATIENTS 
GETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid"  (thyro- 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant... for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


PENNSYLVANIA 

MEDICINE 
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PHYSICIANS  WANTED 

Internist,  orthopedic  surgeon,  derma¬ 
tologist,  psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid¬ 
ly  growing  community  with  full  hospi¬ 
tal  privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In¬ 
diana,  Pennsylvania  15701. 

Orthopedic  Surgeon  Wanted — As¬ 
sociate  for  well-established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  Wi  years.  No  invest¬ 
ment  needed.  Board  eligibility 
required.  Write  Department  612, 
Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  Pa.  17043. 

Emergency  Room  Physician  to  join 
four  man  group.  325  bed  hospital  with 
complete  specialty  backup.  Endless 
Mountain  region  of  northeastern 
Pennsylvania.  Excellent  compensation 
and  benefits.  Write  Department  628, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Internist  or  General  Practitioner — 

Lucrative  family  practice  available  im¬ 
mediately  in  attractive  North 
Boroughs,  Pittsburgh,  Pennsylvania 
suburb  due  to  retirement.  Modern  250 
bed  hospital  5  minutes  away.  No  in¬ 
vestment  required  and  office  equip¬ 
ment  donated  to  properly  trained  man. 
Contact  Ralph  Gaudio,  M.D., 
Chairman,  Physician  Recruitment 
Committee,  9066  Perry  Highway, 
Pittsburgh,  Pa.,  15237.  Telephone: 
(412)  931-6520  or  John  B.  Mallon, 
Administrator,  Suburban  General 
Hospital,  Pittsburgh,  Pennsylvania 
15202.  Telephone:  (412)  734-1800, 
Ext.  311,312. 

Emergency  Department  Physicians  to 
add  to  existing  four-man  group.  Busy 
surburban  area  Emergency  Depart¬ 
ment.  35,000  visits  annually.  Salary  per 
hour  plus  fringe  benefits.  Pennsylvania 
License  required.  Contact  or  send 
resume.  J.  A.  Weigel,  M.  D.,  director. 
Department  of  Emergency  Medicine, 
North  Hills  Passavant  Hospital,  9100 
Babcock  Blvd.,  Pittsburgh,  Pa.  15237. 


Family  Physician — Busy  solo  M.D., 
N.E.  Philadelphia,  Pa.  Good  hospital 
affiliations,  expanding  community. 
Practice  incorporated.  Fringe  benefits. 
Wishes  to  expand  to  three.  Write 
Department  631,  Pennsylvania  Med¬ 
icine,  20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 

Wilkes-Barre,  Pa. — Two  general  prac- 
tioners  for  outpatient  service.  Openings 
in  500  bed  general  hospital  located  in  a 
progressive  and  expanding  area  having 
many  schools  of  higher  learning  and  yet 
at  the  edge  of  the  Pocono  Mountains 
recreational  area  and  within  driving 
distance  of  cultural  centers  of  New 
York  City  and  Philadelphia.  Attractive 
salary  and  fringe  benefits.  Equal  Op¬ 
portunity  Employer.  Write  Chief  of 
Staff,  VA  Hospital,  Wilkes-Barre,  Pa. 
18711. 

Emergency  Room  Physicians 

wanted — to  compliment  a  team  for  full 
time  coverage.  Positions  immediately 
available.  Pennsylvania  license  needed. 
Write:  D.  Weidner,  M.D.,  St.  Luke's 
Hospital,  Bethlehem,  Pa.  18015  or 
telephone  (215)  691-4207. 

Camp  Physician — June  27 — August  22 
for  2,  4,  or  8  weeks  period.  Northeast 
Pennsylvania,  family  accommodations, 
recreational  facilities,  two  R.N.s.  Write: 
Camp  Wayne,  633  Barnard  Ave., 
Woodmere,  New  York  11598.  Tele¬ 
phone  (516)  295-5544. 


Emergency  Room  Physician — For  340 

bed  hospital.  Close  proximity  to 
Philadelphia,  Baltimore,  and  New 
York.  Must  be  licensed  in  Pennsyl¬ 
vania.  Salary  negotiable.  42  hour  week. 
Excellent  fringe  benefits.  Write:  Dr. 
Jacques  Rambaud,  St.  Joseph  Hospital, 
250  College  Ave.,  Lancaster,  Pa. 
17604.  Telephone:  (717)  397-2821. 

Family  Practice,  Internist,  Ophthalmo¬ 
logist — Needed  in  college  town  with 
drawing  population  of  25,000  located 
at  intersection  of  1-79  and  1-80. 
Growing  area,  clean  air,  good  schools 
in  Western  Pennsylvania.  Guarantee 
negotiable.  Contact  Mr.  J.  A.  Colaizzi, 
Administrator,  Grove  City  Hospital, 
Grove  City,  Pa.  16127.  Telephone: 
(412)  458-7132. 

Camp  Physicians — Brother-Sister 

Camp  on  beautiful  Pocono  lake.  July 
and/or  August.  Replies  to  Camp 
Swago,  1410  East  24th  St.,  Brooklyn, 
New  York  11210. 

Needed — General  Practitioner  or  In¬ 
ternist  to  work  full  or  part  time  in  well- 
equipped  office  in  desirable  community 
close  to  Pittsburgh.  Write  Department 
636,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  Pa.  17043. 

Physician  Wanted — Physician  with 
Pennsylvania  license  for  either  part 
time  or  full  time  general  medical  clinic 
practice.  Daylight  hours  only.  For  fur¬ 
ther  information  call  (412)  433-6609. 
Ask  for  Miss  McFadden. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi¬ 
cal  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS— Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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PHYSICIANS  WANTED 


Coatesville,  Pa.  Physicians  needed  for 
Officer  of  Day  duties,  evening  hours, 
in  accredited  VA  Hospital,  38  miles 
west  of  Philadelphia.  License  any 
state.  Salary  commensurate  with 
training  and  experience.  Contact  Chief 
of  Staff,  VA  Hospital,  Coatesville,  Pa. 
19320.  Equal  Opportunity  Employer. 

FOR  SALE 

Manual — “Manual  of  Routine  Orders 
for  Medical  and  Surgical  Emergencies 
(A  New  Concept  Designed  to  Save 
Lives).”  Contact:  Warren  Green 
Publishing  Corp.,  10  South  Brentwood 
Ave.,  St.  Louis,  Missouri  63105. 

Combination  office-home.  Northeast 
Philadelphia.  Three  bedroom  house 
and  fully  equipped  office  including 
three  examining  rooms,  waiting  and 
receptionist  rooms.  Fits  any  specialty. 
Telephone  (215)  725-8885  from  7-9 
p.m.  $70,000. 
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LIRO-NICIN 


gives  you  a  choice  for 

EDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

UPO-NICIN/100  mg.  UPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg.  Nicotinic  Acid . 250  mg. 

Niacinamide  .  75  mg.  Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg.  Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l) -  25  mg.  Thiamine  HCL  (B-l) _  25  mg. 

Riboflavin  (B-2)  .  2  mg.  Riboflavin  (B-2)  .  2  mg. 

S*™  HCL  (B-6)  10  mg.  Pyridoxine  HCL  (B  6)  10  mg. 

“i*  5  tablets  daily  D0SE;  j  to  3  tab)ets  daHy 

^nnILABLE:  B°tt  6S  °f  10°’  50°’  AVAILABLE:  Bottles  of  100,  500, 

1000  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIP0-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 
( ewolWJJfc  THF  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 IPDRJ 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


:  I 


not  if  the  vasodilator  is 

Vasodilan 

(ISOXSUFHINE  HCO 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  *5:134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 
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Pennsylvania  Medical  Society  Officials  for  the  Year  1973-74 


OFFICERS 


PRESIDENT 

Ralph  C.  Wilde,  M.D. 
320  East  North  Ave. 
Pittsburgh  15212 


PRESIDENT  ELECT 

A.  Reynolds  Crane,  M.D. 
Pennsylvania  Hospital 
Philadelphia  19107 


IMMEDIATE  PAST  PRESIDENT 

Robert  S.  Sanford,  M.D. 

12  N.  Main  St. 

Mansfield  16933 


VICE  PRESIDENT 

David  S.  Masland,  M.D. 
313  S.  Hanover  St. 
Carlisle  17013 


SECRETARY 

Charles  E.  Schlager,  M.D. 
810  Bonneview  Rd. 

York  17402 


SPEAKER 

HOUSE  OF  DELEGATES 

John  B.  Lovette,  M.D. 
353  Market  St. 
Johnstown  15901 


VICE  SPEAKER 
HOUSE  OF  DELEGATES 

D.  Ernest  Witt,  M.D. 

Fifth  and  Park  Sts. 
Bloomsburg  1 7815 


TREASURER  AND 
EXECUTIVE  VICE  PRESIDENT 

John  F.  Rineman 
20  Erford  Rd. 

Lemoyne  17043 


Judicial  Council 

William  F.  Brennan,  M.D.,  Chairman  George  E.  Farrar,  Jr.,  M.D.,  Vice  Chairman 

419  Bryn  Mawr  Ct.  Apts.  Village  2-Tahoe  18,  New  Hope  18938 

Pittsburgh  15221  Term  expires  1 975 

Term  expires  1976 

Charles  K.  Rose,  Jr.,  M.D.  Russell  B.  Roth,  M.D. 

Oak  Hurst  Manor,  R.D.  No.  1  225  W.  Twenty-Fifth  St. 

Center  Val ley  1 8034  Erie  1 6502 

Term  expires  1976  Term  expires  1975 

Address  inquiries  to  office  of  Council  Secretary, 

Charles  E.  Schlager,  M.D.,  20  Erford  Rd.,  Lemoyne  17043 


Lewis  T.  Buckman,  M.D. 

26  W.  River  St. 
Wilkes-Barre  18702 
Term  expires  1974 


BOARD  OF  TRUSTEES  AND  COUNCILORS 


Cyrus  B.  Slease,  M.D.,  Chairman 

First  District — Donald  R.  Cooper,  M.D.,  3300  Henry  Ave., 
Philadelphia  19129.  Term  expires  1974.  Philadelphia  County. 
Second  District — Leroy  A.  Gehris,  M.D.,  808  N.  Third  St., 
Reading  19601.  Term  expires  1976.  Berks,  Bucks,  Chester, 
Delaware,  Lehigh  and  Montgomery  Counties. 

Third  District — Ralph  K.  Shields,  M.D.,  35  E.  Elizabeth  Ave., 
Bethlehem  18018.  Term  expires  1975.  Carbon,  Lackawanna, 
Monroe,  Northampton,  Pike  and  Wayne  Counties. 

Fourth  District — George  A.  Rowland,  M.D.,  101  State  St.,  Mill¬ 
ville  17846.  Term  expires  1978.  Columbia,  Montour,  Northum¬ 
berland,  Schuylkill  and  Snyder  Counties. 

Fifth  District — Raymond  C.  Grandon,  M.D.,  131  State  St.,  Har¬ 
risburg  17101.  Term  expires  1978.  Adams,  Cumberland, 
Dauphin,  Franklin,  Fulton,  Lancaster,  Lebanon,  Perry  and  York 
Counties. 

Sixth  District — H.  Thompson  Dale,  M.D.,  138  W.  College  Ave., 
State  College  16801.  Term  expires  1974.  Blair,  Centre,  Clear¬ 
field,  Huntingdon,  Juniata  and  Mifflin  Counties. 


H.  Thompson  Dale,  M.D.,  Vice  Chairman 

Seventh  District — Kenneth  L.  Cooper,  M.D.,  230  Dunbar  Rd., 
Williamsport  17701.  Term  expires  1977.  Cameron,  Clinton,  Elk, 
Lycoming,  Potter,  Tioga  and  Union  Counties. 

Eighth  District — David  J.  Keck,  M.D.,  210  E.  Main  St.,  Fairview 
16415.  Term  expires  1976.  Crawford,  Erie,  Forest,  Mercer, 
McKean  and  Warren  Counties. 

Ninth  District — Cyrus  B.  Slease,  M.D.,  183  S.  Jefferson  St.,  Kit¬ 
tanning  16201.  Term  expires  1975.  Armstrong,  Butler,  Clarion, 
Indiana,  Jefferson  and  Venango  Counties. 

Tenth  District — William  J.  Kelly,  M.D.,  721  Jenkins  Bldg.,  Pitts¬ 
burgh  15222.  Term  expires  1977.  Allegheny,  Beaver,  Lawrence 
and  Westmoreland  Counties. 

Eleventh  District — William  C.  Ryan,  M.D.,  W.  Fairview  St., 
Somerset  15501.  Term  expires  1976.  Bedford,  Cambria, 
Fayette,  Greene,  Somerset  and  Washington  Counties. 

Twelfth  District — Orlo  G.  McCoy,  M.D.,  Box  195,  Canton  17724. 
Term  expires  1977.  Bradford,  Luzerne,  Sullivan,  Susquehanna 
and  Wyoming  Counties. 


District  Censors  (All  Are  Medical  Doctors) 


Adams — James  H.  Allison 
Allegheny — William  D.  Stewart 
Armstrong — Arthur  R.  Wilson 
Beaver — Herman  Bush 
Bedford — William  E.  Palin 
Berks — Eugene  Mendelsohn 
Blair — John  W.  Hurst 
Bradford — Willis  A.  Redding 
Bucks — Stanley  F.  Peters 
Butler — Robert  C.  McCorry 
Cambria — Warren  F.  White 
Carbon — James  Farr 
Centre — H.  Richard  Ishler 
Chester — Grant  W.  Bamberger 
Clarion — Theodore  R.  Koenig 
Clearfield — Fred  Pease 
Clinton — Robert  E.  Drewery 
Columbia — James  F.  Youngkin 
Crawford — David  D.  Kirkpatrick,  Jr. 
Cumberland — Hans  S.  Roe 
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Dauphin — Robert  P.  Dutlinger 
Delaware — Richard  W.  Garlichs 
Elk-Cameron — John  T.  McGeehan 
Erie — Robert  L.  Loeb 
Fayette — Harold  L.  Wilt 
Franklin — Albert  W.  Freeman 
Greene — William  H.  Bartholomew 
Huntingdon — Thomas  R.  Mainzer 
Indiana — Samuel  Cohen 
Jefferson — Nicholas  F.  Lorenzo 
Lackawanna — Anthony  J.  Cummings 
Lancaster — William  H.  Schaeffer 
Lawrence — Gerald  H.  Weiner 
Lebanon — C.  Ray  Bell,  Jr. 

Lehigh — Harry  S.  Good 
Luzerne — John  J.  Gill 
Lycoming — Harold  L.  Tonkin 
McKean — Vacancy 
Mercer — Frank  E.  McElree 
Mifflin-Juniata — Vacancy 


Monroe — Claus  Jordan 
Montgomery — Rudolph  K.  Glocker 
Montour — Isaac  L.  Messmore 
Northampton — Walter  J.  Filipek 
Northumberland — J.  Mostyn  Davis,  Jr. 
Perry — Frank  A.  Belmont 
Philadelphia — Charles  M.  Thompson 
Potter — Herman  Mosch 
Schuylkill — Joseph  T.  Marconis 
Somerset — Alexander  Solosko 
Susquehanna — Raymond  C.  Davis 
Tioga — David  Gillum 
Union — Erwin  G.  Degling 
Venango — Warren  J.  McCandless 
Warren — Donald  J.  Furman 
Washington — Joseph  N.  McMahan 
Wayne-Pike — Emil  T.  Niessen 
Westmoreland — Leslie  S.  Pierce 
Wyoming — John  S.  Rinehimer,  Jr. 
York — Donald  R.  Gross 
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Administrative  Staff 


Headquarters  Office 
20  Erford  Rd.,  Lemoyne  17043 
Telephone  (717)  238-1635 


John  F.  Rineman,  Executive  Vice  President,  Aide  to  President  and  President  Elect 


General  Administration 

David  H.  Small,  Assistant  Executive  Vice  President, 
Aide  to  Chairman  of  the  Board 
Donald  N.  McCoy,  Staff  Assistant  to  Specialty  Societies 
Anna  M.  Roberts,  Staff  Assistant  for  Finance 
John  C.  Rogalski,  Assistant  Secretary 
Charles  G.  Appleby,  Jr.,  Business  Manager 
M.  Robert  Sterner,  Assistant  to  Business  Manager 


Council  on  Education  and  Science 
LeRoyC.  Erickson,  Director  of  Educational  Activities 
Kenneth  B.  Jones,  Staff  Assistant 
Velma  L.  McMaster,  Staff  Assistant 


Council  on  Governmental  Relations 

Robert  H.  Craig,  Jr.,  Director  of  Governmental  Relations 

Official  Publication 

Pennsylvania  Medicine 

Office  of  Publication,  20  Erford  Rd.,  Lemoyne  17043 
David  A.  Smith,  M.D.,  Medical  Editor; 

Mary  L.  Uehlein,  Managing  Editor 

Legal  Counsel 

Pepper,  Hamilton  &  Scheetz,  2  N.  Market  St.,  Harrisburg 
17101,  Fred  Speaker,  Esq. 


Council  on  Medical  Service 

Ronald  M.  Bachman,  Acting  Director  of  Economic  Affairs 

Council  on  Public  Service 

L.  Riegel  Haas,  Acting  Director  of  Professional  Relations 

Communications  Division 
Robert  L.  Lamb,  Director  of  Communications 
Aide  to  Speaker  of  House 
Robert  R.  Weiser,  Staff  Assistant 

Mary  L.  Uehlein,  Managing  Editor,  Pennsylvania  Medicine 

Educational  and  Scientific  Trust 
Alex  H.  Stewart,  Executive  Director 


Pennsylvania  Medical  Care  Foundation 
Larry  R.  Fosselman, — Staff  Assignment 

Educational  and  Scientific  Trust 

James  Z.  Appel,  M.D.,  Chairman, 

305  N.  Duke  St.,  Lancaster  1 7602 
George  E.  Farrar,  Jr.,  M.D., 

Village  2-CR,  12A,  New  Hope  18938 
Thomas  W.  McCreary,  M.D., 

699-C  2nd  St.,  Beaver  15009 
Russell  B.  Roth,  M.D., 

225  W.  Twenty-Fifth  St.,  Erie  16502 
William  C.  Ryan,  M.D., 

W.  Fairview  St.,  Somerset  1 5501 
Executive  Director — Alex  H.  Stewart 


Delegates  and  Alternates  to  American  Medical  Association 


DELEGATES  WHOSE  TERMS  EXPIRE  1974 
Edmund  L.  Housel,  M.D.,  Secretary, 

255  S.  Seventeenth  St.,  Philadelphia  19103 
Raymond  C.  Grandon,  M.D., 

131  State  St.,  Harrisburg  17101 
William  A.  Limberger,  M.D., 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
William  Y.  Rial,  M.D., 

1 1 1  Dartmouth  Ave.,  Swarthmore  1 9081 
George  A.  Rowland,  M.D., 

101  State  St.,  Millville  17846 
William  B.  West,  M.D., 

P.O.  Box  436,  Huntingdon  16652 

DELEGATES  WHOSE  TERMS  EXPIRE  1975 
Wilbur  E.  Flannery,  M.D. 

24  E.  Grant  St.,  New  Castle  16101 
Paul  S.  Friedman,  M.D., 

1422  Chestnut  St.,  Philadelphia  19102 
John  B.  Lovette,  M.D.,  Vice  Chairman, 

353  Market  St.,  Johnstown  1 5901 
Matthew  Marshall,  Jr.,  M.D., 

570  Medical  Center  E., 

211  N.  Whitfield  St.,  Pittsburgh  15206 
Malcolm  W.  Miller,  M.D.,  Chairman, 

412  Lankenau  Medical  Bldg.,  Philadelphia  19151 


ALTERNATE  DELEGATES  WHOSE  TERMS  EXPIRE  1974 
R.  William  Alexander,  M.D., 

542  Elm  St.,  Reading  19601 
Harry  V.  Armitage,  M.D., 

225  E.  24th  St.,  Chester  19013 
Jerome  Chamovitz,  M.D., 

17  Beaver  Rd.,  Sewickley  15143 
John  H.  Harris,  Jr.,  M.D., 

224  ParkerSt.,  Carlisle  17013 
Richard  L.  Huber,  M.D., 

1736  Sanderson  Ave.,  Scranton  18509 
R.  Robert  Tyson,  M.D., 

3401  N.  Broad  St.,  Philadelphia  19140 


ALTERNATE  DELEGATES  WHOSE  TERMS  EXPIRE  1975 
Henry  H.  Fetterman,  M.D., 

501  N.  Seventeenth  St.,  Allentown  18104 
John  Helwig,  Jr.,  M.D., 

E.  Penn  &  Wister  Sts.,  Philadelphia  19144 
William  J.  Kelly,  M.D., 

721  Jenkins  Bldg.,  Pittsburgh  15222 
David  S.  Masland,  M.D., 

313  S.  Hanover  St.,  Carlisle  17013 
Robert  N.  Moyers,  M.D., 

381  Chestnut  St.,  Meadville  16335 


Staff  Assignment — John  F.  Rineman 
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PENNSYLVANIA  MEDICINE 


Standing  Committees  Board  of  Trustees 

EXECUTIVE 

Cyrus  B.  Slease,  M.D.,  Chairman, 

183  S.  Jefferson  St.,  Kittanning  16201 
A.  Reynolds  Crane,  M.D., 

Pennsylvania  Hospital,  Philadelphia  19107 
H.  Thompson  Dale,  M.D. 

138  W.  College  Ave.,  State  College  16801 
David  S.  Masland,  M.D. 

313S.  HanoverSt.,  Carlisle  17013 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
Robert  S.  Sanford,  M.D., 

12  N.  Main  St.,  Mansfield  16933 
Ralph  C.  Wilde,  M.D., 

320  E.  North  Ave.,  Pittsburgh  15212 
Staff  Assignment — John  F.  Rineman 

FINANCE 

George  A.  Rowland,  M.D.,  Chairman, 

101  State  St.,  Millville  17846 
H.  Thompson  Dale,  M.D., 

138  W.  College  Ave.,  State  College  16801 
William  J.  Kelly,  M.D., 

721  Jenkins  Bldg.,  Pittsburgh  15222 
William  C.  Ryan,  M.D., 

W.  Fairview  St.,  Somerset  1 5501 
Ralph  K.  Shields,  M.D., 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment — David  H.  Small 

PUBLICATION 

David  J.  Keck,  M.D.,  Chairman, 

210  E.  Main  St.,  Fairview  16415 
Donald  R.  Cooper,  M.D., 

3300  Henry  Ave.,  Philadelphia  19129 
Kenneth  L.  Cooper,  M.D., 

230  Dunbar  Rd.,  Williamsport  17701 
Leroy  A.  Gehris,  M.D., 

808  N.  Third  St.,  Reading  19601 
Raymond  C.  Grandon,  M.D., 

131  State  St.,  Harrisburg  17101 
Staff  Assignment — Mary  L.  Uehlein 

Special  Committees  Board  of  Trustees 

BENJAMIN  RUSH  AWARDS 
Ralph  K.  Shields,  M.D.,  Chairman, 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Kenneth  L.  Cooper,  M.D., 

230  Dunbar  Rd.,  Williamsport  17701 
David  J.  Keck,  M.D., 

210  E.  Main  St.,  Fairview  16415 
Orlo  G.  McCoy,  M.D., 

P.O.  Box  195,  Canton  17724 
Staff  Assignment — L.  Riegel  Haas 

DISTINGUISHED  SERVICE  AWARD 
William  A.  Limberger,  M.D.,  Chairman, 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
George  P.  Rosemond,  M.D., 

3401  N.  Broad  St.,  Philadelphia  19140 
Robert  S.  Sanford,  M.D., 

12  N.  Main  St.,  Mansfield  16933 
Staff  Assignment — L.  Riegel  Haas 

FAMILY  MEDICINE 

Harriet  M.  Harry,  M.D.,  Chairman, 

P.O.  Box  617,  State  College  16801 
Winfield  B.  Carson,  Jr.,  M.D., 

3361  Bethel  Church  Rd.,  Pittsburgh  15241 
H.  Robert  Davis,  Jr.,  M.D., 

112  Fourth  St.,  Boiling  Springs  17007 


Robert  G.  Hale,  M.D., 

4004  Fairway  Rd.,  Lafayette  Hill  19444 
David  W.  Kistler,  M.D., 

245  E.  South  St.,  Wilkes-Barre  18702 
M.  Lorenzo  Walker,  M.D., 

5703  W.  Girard  Ave.,  Philadelphia  19131 
George  E.  Way,  M.D., 

345  Walnut  St.,  Hellertown  18055 
Staff  Assignment — LeRoy  C.  Erickson 

INTERSPECIALTY  COMMITTEE 
Robert  S.  Pressman,  M.D.,  Chairman 
Thomas  L.  Leaman,  M.D.,  Vice  Chairman 


(Following  each  specialty  represented,  the  delegate  is  listed 
first,  the  alternate  second.) 

Allergy — Martin  A.  Murcek,  M.D.,  Eastwood  Professional  Ctr., 
Greensburg  15601;  Gilbert  A.  Friday,  M.D.,  1901  Highgate  Rd., 
Pittsburgh  15241. 

Anesthesiology — Louis  J.  Hampton,  M.D.,  300  Highland  Ave., 
Hanover  17331;  Richard  S.  Wagner,  Jr.,  M.D.,  1411  Hillcrest 
Rd.,  Lancaster  17603. 

Colon,  Rectal  Surgery — Howard  Trimpi,  M.D.,  Liberty  Sq.  Med. 
Ctr.,  Allentown  18104;  Valentine  R.  Manning,  Jr.,  M.D.,  3336  Al- 
dine  St.,  Philadelphia  19136. 

Dermatology — Robert  F.  Dickey,  M.D.,  Geisinger  Medical 
Center,  Danville  17821;  Herbert  M.  Parnes,  M.D.,  104  Erford 
Rd.,  Camp  Hill  17011. 

Family  Physicians — Thomas  L.  Leaman,  M.D.,  Hershey  Medical 
Center,  500  University  Drive,  Hershey  17033;  John  J.  Hanlon, 
M.D.,  400  W.  Main  St.,  Mechanicsburg  17055. 

Internal  Medicine — Robert  S.  Pressman,  M.D.,  170  W.  Olney 
Ave.,  Philadelphia  19120;  Alexander  M.  Minno,  M.D.,  3500  Fifth 
Ave.,  Pittsburgh  15213. 

Neurosurgery — Axel  K.  Olsen,  M.D.,  230  N.  Broad  St., 
Philadelphia  19102;  George  M.  Markley,  M.D.,  Ste.  503-890 
Poplar  Church  Rd.,  Camp  Hill  17011. 

Obstetrics,  Gynecology — Leopold  Loewenberg,  M.D.,  2031 
Locust  St.,  Philadelphia  19103;  (Vacancy-Alternate) 
Ophthalmology — H.  Ford  Clark,  M.D.,  814  Washington  St., 
Huntingdon  16652;  Turgut  N.  Hamdi,  M.D.,  2004  Delaney  Place, 
Philadelphia  19103. 

Otolaryngology — Eugene  B.  Rex,  M.D.,  214  Lankenau  Med. 
Bldg.,  Philadelphia  19151 ;  Gabriel  F.  Tucker,  Jr.,  M.D.,  Broad  & 
Ontario  Sts.,  Philadelphia  19140. 

Orthopaedics — Robert  H.  Cram,  M.D.,  49  Hampden  Rd.,  Upper 
Darby  19082;  Willard  H.  Love,  Jr.,  M.D.,  2800  Green  St.,  Harris¬ 
burg  171 10. 

Clinical  Pathology — Rosario  Maniglia,  M.D.,  Holy  Spirit  Hsp., 
Camp  Hill  17011;  John  W.  Eiman,  M.D.,  Abington  Memorial 
Hospital,  Abington  19001. 

Pediatrics — James  E.  Jones,  M.D.,  Kline  Building,  Polyclinic 
Hospital,  Harrisburg  17105;  (Vacancy-Alternate). 

Physical  Medicine  Rehabilitation — John  S.  Tennant,  M.D.,  Har¬ 
risburg  Polyclinic  Hospital,  Harrisburg  17105;  Carl  S.  Miller, 
M.D.,  R.D.  1,  Box  309,  Bethel  Park  19507 
Psychiatry — Frederick  L.  Weniger,  M.D.,  Western  Psychiatric 
Institute,  Pittsburgh  15213;  Rex  A.  Pittenger,  M.D.,  369  Sunset 
Rd.,  Pittsburgh  15237. 

Radiology — Theodore  A.  Tristan,  M.D.,  Polyclinic  Hospital, 
Radiology  Dept.,  Harrisburg  17105;  C.  Jules  Rominger,  M.D., 
Misericordia  Hospital,  Radiology  Dept.,  Philadelphia  19143. 
Surgery — Leonard  F.  Bush,  M.D.,  Geisinger  Medical  Center, 
Danville  17821;  Brooke  Roberts,  M.D.,  3400  Spruce  St., 
Philadelphia  19104. 

Thoracic  Surgery — R.  Robert  Tyson,  M.D.,  3401  N.  Broad  St., 
Philadelphia  19140;  George  J.  Magovern,  M.D.,  1  Allegheny 
Center,  Ste.  265,  Pittsburgh  15212. 

Urology — Robert  H.  Clymer,  M.D.,  301  S.  Seventh  Ave.,  West 
Reading  19602;  Russell  E.  Allyn,  M.D.,  803  N.  Second  St.,  Har¬ 
risburg  17102. 

Staff  Assignment — Donald  N.  McCoy 
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LIBRARY  AND  ARCHIVES 
Leroy  A.  Gehris,  M.D.,  Chairman, 

808  N.  3rd  St.,  Reading  19601 
Harold  O.  Closson,  M.D., 

7  W.  Broadway,  Gettysburg  17325 
James  R.  Johnston,  M.D., 

629  Belevedere  St.,  Carlisle  17013 
Staff  Assignment — Charles  G.  Appleby,  Jr. 

OFFICERS’  CONFERENCE 
R.  William  Alexander,  M.D.,  Chairman, 

542  Elm  St.,  Reading  19601 
John  H.  Boal,  Jr.,  M.D., 

385  Second  St.,  Beaver  15009 
William  E.  DeMuth,  M.D., 

M.S.  Hershey  Medical  Center,  Hershey  17033 
George  R.  Fisher,  M.D., 

829  Spruce  St.,  Suite  308,  Philadelphia  19107 
John  P.  Mraz,  M.D., 

225  W.  25th  St.,  Erie  16502 
Ex  Officio 

Ralph  C.  Wilde,  M.D.,  President 

320  E.  North  Ave.,  Pittsburgh  15212 

Orlo  G.  McCoy,  M.D.,  Board  Representative 

P.O.  Box  195,  Canton  17724 

Staff  Assignment — Robert  L.  Lamb 

COMMITTEE  ON  QUACKERY 
Leroy  A.  Gehris,  M.D.,  Chairman, 

808  N.  Third  St.,  Reading  19601 
Stephen  J.  Barrett,  M.D., 

842  Hamilton  St.,  Allentown  18101 
John  J.  Choby,  M.D., 

14A  Memorial  Drive,  Doylestown  18901 
Michael  P.  Levis,  M.D., 

4725  McKnight  Road,  Pittsburgh  15237 
Nathan  Sussman,  M.D., 

805  N.  Second  St.,  Harrisburg  17102 
Ulysses  E.  Watson,  M.D., 

Eastern  Penna.  Psychiatric  Institute, 

Henry  Ave.  and  Abbottsford  Rd.,  Philadelphia  19129 
John  P.  Whiteley,  M.D. 

Dept,  of  Pathology,  York  Hsp.,  York  17405 
Staff  Assignment — L.  Riegel  Haas 

SUSQUEHANNA  VALLEY  REGIONAL  MEDICAL  PROGRAM 
Raymond  C.  Grandon,  M.D.,  Chairman, 

131  State  St.,  Harrisburg  17101 
Kenneth  L.  Cooper,  M.D., 

230  Dunbar  Rd.,  Williamsport  17701 
H.  Thompson  Dale,  M.D., 

138  W.  College  Ave.,  State  College  16801 
Orlo  G.  McCoy,  M.D., 

P.O.  Box  195,  Canton  17724 
Harry  Prystowski,  M.D., 

Hershey  Med.  Ctr.,  Hershey  17033 
George  A.  Rowland,  M.D., 

101  State  St.,  Millville  17846 
William  C.  Ryan,  M.D., 

W.  Fairview  St.,  Somerset  15501 
Ex  Officio 

Ralph  C.  Wilde,  M.D.,  President 
320  E.  North  Ave.,  Pittsburgh  15212 
J.  Finton  Speller,  M.D.,  Secretary  of  Health 
802  Health  and  Welfare  Bldg.,  Harrisburg  17102 
Staff  Assignment — John  F.  Rineman 

Standing  Committees  State  Society 

ADVISORY  TO  WOMAN’S  AUXILIARY 
William  A.  Limberger,  M.D.,  Chairman 
Lenape  &  Birmingham  Rds.,  West  Chester  19380 
Ralph  S.  Blasiole,  M.D., 

881  E.  Beau  St.,  Washington  15301 


William  R.  A.  Boben,  M.D., 

318  S.  Franklin  St.,  Wilkes-Barre  1 8702 
Donald  R.  Pohl,  M.D., 

353  Market  St.,  Johnstown  15901 
Robert  S.  Sanford,  M.D., 

12  N.  Main  St.,  Mansfield  16933 
Staff  Assignment — Arlene  C.  Oyler 

AID  TO  EDUCATION 

William  F.  Brennan,  M.D.,  Chairman 

1900  William  Penn  Highway,  Pittsburgh  15221 

Manuel  A.  Bergnes,  M.D., 

1 735  W.  Main  St.,  Norristown  1 9401 
George  A.  Rowland,  M.D., 

101  State  St.,  Millville  17846 
Staff  Assignment — Alex  H.  Stewart 

CONSTITUTION  AND  BYLAWS 
R.  Robert  Tyson,  M.D.,  Chairman 
3401  N.  Broad  St.,  Philadelphia  19140 
Herbert  A.  Friedman,  M.D., 

1 75  E.  Brown  St.,  East  Stroudsburg  1 8301 
Patrick  H.  Hughes,  M.D., 

441  Library  St.,  Braddock  15104 
James  A.  Raub,  M.D., 

501  Howard  Ave.,  Altoona  16601 
William  M.  Shue,  M.D., 

586  Fairview  Terrace,  York  17403 
Ex  Officio 

Charles  E.  Schlager,  M.D.,  Secretary 
810  Bonneview  Rd.,  York  17402 
John  B.  Lovette,  M.D.,  Speaker 

353  Market  St.,  Johnstown  15901 
D.  Ernest  Witt,  M.D.,  Vice  Speaker 
Fifth  and  Park  Sts.,  Bloomsburg  1 781 5 
Fred  Speaker,  Esq., 

Pepper,  Hamilton  &  Scheetz, 

2  N.  Market  St.,  Harrisburg  17101 

John  F.  Rineman,  Executive  Vice  President 

Staff  Assignment — John  C.  Rogalski 

DISCIPLINE 

John  T.  McGeehan,  M.D.,  Chairman 

Andrew  Kaul  Memorial  Hospital,  St.  Marys  15857 

James  H.  Allison,  M.D., 

508  S.  Washington  St.,  Gettysburg  17325 
Herman  Bush,  M.D., 

354  College  Ave.,  Beaver  1 5009 
Theodore  H.  Mendell,  M.D., 

1930  Chestnut  St.,  Philadelphia  19103 
John  W.  Robertson,  M.D., 

1335-49  Tabor  Rd.,  Philadelphia  19141 
Ethan  L.  Trexler,  M.D., 

15  S.  Franklin  St.,  Fleetwood  19522 
Staff  Assignment — John  C.  Rogalski 

MEDICAL  BENEVOLENCE 
Herman  A.  Fischer,  Jr.,  M.D.,  Chairman 
25  W.  Ross  St.,  Wilkes-Barre  18702 
George  A.  Rowland,  M.D., 

101  State  St.,  Millville  17846 
Charles  E.  Schlager,  M.D., 

810  Bonneview  Rd.,  York  1 7402 
William  B.  West,  M.D., 

P.O.  Box  346,  Huntingdon  16652 
Staff  Assignment — John  C.  Rogalski 

NOMINATE  DELEGATES  AND  ALTERNATES  TO  THE  AMA 

John  L.  Steigerwalt,  M.D.  (Term  expires  1976),  Chairman 

1 509  Montgomery  Ave.,  Rosemont  1 901 0 

David  W.  Clare,  M.D.  (Term  expires  1976),  Vice  Chairman 

121  University  PI.,  Pittsburgh  15213 

John  V.  Blady,  M.D.  (Term  expires  1975) 

2201B  Franklin  Pkwy.,  Philadelphia  19130 
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PENNSYLVANIA  MEDICINE 


Donald  E.  Harrop,  M.D.  (Term  expires  1974) 
750  S.  Main  St.,  Phoenixville  19460 
Edgar  W.  Meiser,  M.D.  (Term  expires  1975) 
428  N.  Duke  St.,  Lancaster  17602 
Staff  Assignment — John  F.  Rineman 


OBJECTIVES 

John  L.  Kelly,  M.D.,  Chairman  (Term  expires  1975) 

502  W.  Front  St.,  Media  19063 

Arthur  C.  Crovatto,  M.D.  (Term  expires  1974) 

924  Colonial  Ave.,  York  17403 

Elmo  E.  Erhard,  M.D.  (Term  expires  1974) 

211  N.  2nd  St.,  Clearfield  16830 
Curtis  Ngau,  M.D.  (Term  expires  1976) 

5555  Wissahickon  Ave.,  Apt.  807,  Philadelphia  19144 
David  W.  Clare,  M.D.  (Term  expires  1976) 

121  University  Place,  Pittsburgh  15213 
Barry  S.  Titton,  M.D.  (Term  expires  1976) 

Hospital  of  the  Medical  College  of  Pennsylvania, 
3300  Henry  Ave.,  Philadelphia  19129 
Richard  I.  Darnell,  M.D.  (Term  expires  1977) 

130  N.  Main  St.,  New  Hope  18938 
Staff  Assignment — John  C.  Rogalski 


RELATIONSHIPS  WITH  ALLIED  PROFESSIONS 
Joseph  M.  Stowell,  M.D.,  Chairman 
501  Howard  Ave.,  Altoona  16601 
Carmela  F.  deRivas,  M.D., 

700  Joseph  Dr.,  Wayne  1 9087 
Charles  L.  Leedham,  M.D., 

Pennsylvania  Dept,  of  Health, 

P.O.  Box  90,  Harrisburg  17120 
Brook  Roberts,  M.D., 

3400  Spruce  St.,  Philadelphia  19104 
Virginia  E.  Washburn,  M.D., 

747  Pine  Tree  Rd.,  Pittsburgh  15243 
Staff  Assignment — Robert  H.  Craig,  Jr. 


Special  Committees  State  Society 

MEDICINE  AND  RELIGION 
George  R.  Greenwood,  M.D.,  Chairman 
35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Clinton  R.  Coulter,  M.D., 

Box  354,  Parker  16049 
Arthur  B.  Davenport,  M.D., 

74  Elm  St.,  Tunkhannock  18627 


J.  Mostyn  Davis,  M.D., 

301  E.  SunburySt.,  Shamokin  17872 
Joseph  G.  English,  M.D., 

324  Tinsman  Ave.,  Williamsport  17701 
Wilbur  E.  Flannery,  M.D., 

24  E.  Grant  St.,  New  Castle  16101 
John  A.  Fust,  M.D., 

Hamot  Hospital,  Erie  16512 
Thomas  M.  Hart,  M.D., 

5  Westwood  Court,  York  17402 
Jay  W.  MacMoran,  M.D., 

Germantown  Hospital,  Philadelphia  19144 
George  R.  Matthews,  M.D., 

Reading  Hospital,  Reading  19603 
Charles  W.  Rohrbeck,  M.D., 

251  Easterly  Pkwy.,  State  College  16801 
Harold  L.  Wilt,  M.D., 

207  Union  Station  Bldg.,  Brownsville  15417 
Consultants 

The  Rev.  Donald  E.  Adams, 

P.O.  Box  2557,  Harrisburg  17105 

The  Rev.  Richard  B.  McCune,  Director  of  Pastoral  Counseling, 
Harrisburg  Hospital,  S.  Front  St., 

Harrisburg  17101 
The  Rev.  John  K.  Stoner, 

Twentieth  and  Chestnut  Sts.,  Harrisburg  17104 
Rabbi  Jeffrey  A.  Wohlberg, 

Front  and  Wiconisco  Sts.,  Harrisburg  171 10 
Staff  Assignment — John  C.  Rogalski 

STUDY  RELATIONS  BETWEEN  MEDICINE 

AND  OSTEOPATHY 

William  A.  Sodeman,  M.D.,  Chairman 

106  Meeshaway  Trail,  Medford  Lakes,  N.J.  08055 

Harry  W.  Bashline,  M.D., 

Pine  Street,  Grove  City  16127 
Raymond  C.  Grandon,  M.D., 

131  State  Street,  Harrisburg  17101 
Richard  A.  Kern,  M.D., 

3401  N.  Broad  St.,  Philadelphia  19140 
Jerome  J.  Rubin,  M.D., 

1332  Devereaux  Ave.,  Philadelphia  19111 
Martin  L.  Spangler,  D.O., 

900  N.  Fifth  St.,  Reading  19601 
Ex  Officio 

Ralph  C.  Wilde,  M.D.,  President 
320  East  North  Ave.,  Pittsburgh  15212 
A.  Reynolds  Crane,  M.D.,  President  Elect 
Pennsylvania  Hospital,  Philadelphia  19107 
Cyrus  B.  Slease,  M.D.,  Chairman  of  the  Board 
183  S.  Jefferson  St.,  Kittanning  16201 
Staff  Assignment — Robert  H.  Craig,  Jr. 


Administrative  Councils 


Council  on  Education  and  Science 

James  A.  Collins,  Jr.,  M.D.,  Chairman 
Geisinger  Medical  Center,  Danville  17821 
Jerome  Chamovitz,  M.D.,  Vice  Chairman 
17  Beaver  Rd.,  Sewickley  15143 
J.  Reed  Babcock,  M.D., 

421  N.  Allegheny  St.,  Bellefonte  16823 
William  F.  Bouzarth,  M.D., 

1041  Waverly  Rd.,  Gladwyne,  19035 
Frederick  B.  Glaser,  M.D., 

321  Bala  Ave.,  Bala-Cynwyd  19004 
William  C.  Grasley,  M.D., 

938  S.  Sparks  St.,  State  College  16801 
John  H.  Killough,  M.D., 

1025  Walnut  St.,  Philadelphia  19107 


Roland  A.  Loeb,  M.D., 

435  W.  Chestnut  St.,  Lancaster  17603 
Frank  M.  Mateer,  M.D., 

West  Penn  Hospital,  Pittsburgh  15224 
David  G.  Moyer,  M.D., 

701  W.  Main  St.,  Lansdale  19446 
John  H.  Moyer,  III,  M.D., 

230  N.  Broad  St.,  Philadelphia  19102 
Joseph  A.  Raub,  M.D., 

501  Howard  Ave.,  Altoona  16601 
Joseph  J.  Schwerha,  M.D., 

6306  Jack  St.,  Finleyville  15332 
Bernard  Sigel,  M.D., 

The  Medical  College  of  Pennsylvania, 
Philadelphia  19129 
Nathan  Sussman,  M.D., 

805  N.  Second  St.,  Harrisburg  17102 
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Samuel  G.  Watterson,  M.D., 

430  Stonycreek  St.,  Boswell  1 5531 
Theodore  L.  Yarboro,  M.D., 

755  Division  St.,  Sharon  16146 
Nikitas  J.  Zervanos,  M.D., 

Lancaster  General  Hospital,  Lancaster  17602 
Ex  Officio 

Ralph  K.  Shields,  M.D.,  Board  Representative 
35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment — LeRoy  C.  Erickson 

COMMISSION  ON  ACCREDITATION 
John  H.  Killough,  M.D.,  Chairman 
1025  Walnut  St.,  Philadelphia  19107 
Frank  M.  Mateer,  M.D.,  Vice  Chairman, 

West  Penn  Hospital,  Pittsburgh  15224 
John  H.  Esbenshade,  II,  M.D., 

525  N.  Duke  St.,  Lancaster  1 7602 
Frederick  D.  Fister,  M.D., 

R.D.  2,  Wescosville  18090 
David  W.  Kistler,  M.D., 

245  E.  South  St.,  Wilkes-Barre  18702 
Rex  A.  Pittenger,  M.D., 

3601  Fifth  Ave.,  Pittsburgh  15213 
Herman  W.  Rannels,  M.D., 

777  Rural  Ave.,  Williamsport  17701 
Staff  Assignment — Velma  L.  McMaster 

COMMISSION  ON  EMERGENCY  MEDICAL  SERVICES 

William  F.  Bouzarth,  M.D.,  Chairman 

1041  Waverly  Rd.,  Gladwyne  19035 

William  C.  Grasley,  M.D.,  Vice  Chairman 

935  S.  Sparks  St.,  State  College  16801 

William  E.  DeMuth,  Jr.,  M.D., 

Dept,  of  Surgery,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033 

Jake  Fong,  M.D., 

35  Fairway  Dr.,  Greensburg  15601 
John  M.  Howard,  M.D., 

Crozer-Chester  Medical  Center, 

15th  and  Upland  Sts.,  Chester  19103 
Frank  H.  Ridgley,  M.D., 

415  N.  Franklin  St.,  West  Chester  19380 
Grant  Underwood,  M.D., 

416  Wilson  Ave.,  Washington  15301 
Consultants 

Gerald  Esposito, 

P.O.  Box  237,  Indiana  15701 
Francis  C.  Jackson,  M.D., 

Veterans  Administration,  Washington,  D.C.  20420 

John  E.  Rowland, 

P.O.  Box  90,  Pennsylvania  Dept,  of  Health, 

Harrisburg  17120 
Donald  Benson,  M.D., 

Presbyterian  University  Hospital, 

Pittsburgh  15213 

Staff  Assignment — Kenneth  B.  Jones 

COMMISSION  ON  EDUCATION  AND  MANPOWER 

Bernard  Sigel,  M.D.,  Chairman 

The  Medical  College  of  Pennsylvania, 

3300  Henry  Ave.,  Philadelphia  19129 
Samuel  G.  Watterson,  M.D.,  Vice  Chairman 
430  Stoneycreek  St.,  Boswell  15531 
Jack  Lee  Fairweather,  M.D., 

22  S.  Fifth  St.,  Lewisburg  17837 
Thomas  F.  Fletcher,  Jr.,  M.D., 

Harrisburg  Hospital,  Harrisburg  17102 
Abram  M.  Hostetter,  M.D., 

134  W.  Chocolate  Ave.,  Hershey  17033 
Robert  Mrkich,  M.D., 

911  Caldwell  Ave.,  Portage  15946 
Paul  C.  Royce,  M.D., 

Guthrie  Clinic  Ltd.,  Sayre  18840 
Staff  Assignment — Kenneth  B.  Jones 


Council  on  Governmental  Relations 

Donald  E.  Harrop,  M.D.,  Chairman 
750  S.  Main  St.,  Phoenixville  19460 
Charles  J.  H.  Kraft,  M.D.,  Vice  Chairman 
Main  St.,  Meshoppen  18630 
R.  William  Alexander,  M.D., 

544  Elm  St.,  Reading  19601 
Leonard  Bachman,  M.D., 

1740  Bainbridge  St.,  Philadelphia  19146 
Robert  J.  Carroll,  M.D., 

4725  McKnight  Rd.,  Pittsburgh  15237 
Paul  A.  Cox,  M.D.,  v 
313  S.  Hanover  St.,  Carlisle  17013 
Anthony  J.  Cummings,  M.D., 

1421  Pittston  Ave.,  Scranton  18505 
J.  Preston  Hoyle,  M.D., 

226  S.  Third  St.,  Lewisburg  1 7837 
Philip  E.  Ingaglio,  M.D., 

1838  S.  Broad  St.,  Philadelphia  19145 
Edgar  W.  Kline,  M.D., 

600  Columbia  Ave.,  Lansdale  1 9446 
Michael  P.  Levis,  M.D., 

4725  McKnight  Rd.,  Pittsburgh  15237 
Lawrence  J.  Mellon,  Jr.,  M.D., 

845  Kedron,  Morton  19070 
Bernard  B.  Zamostien,  M.D., 

1335  Tabor  Rd.,  Ste.  303,  Philadelphia  19141 

Ex  Officio 

Kenneth  L.  Cooper,  M.D.,  Board  Representative 
230  Dunbar  Rd.,  Williamsport  17701 
Staff  Assignment — Robert  H.  Craig,  Jr. 

COMMISSION  ON  FORENSIC  MEDICINE 
Donald  E.  Harrop,  M.D.,  Chairman 
750  S.  Main  St.,  Phoenixville  19460 
Marvin  E.  Aronson,  M.D., 

321  University  Ave.,  Philadelphia  19104 
Thomas  W.  Bonekemper,  M.D., 

Beechwood  Acres,  R.D.  No.  2,  Quakertown  18951 
Alan  L.  Dorian,  M.D., 

1308  DeKalb  St.,  Norristown  19401 
Robert  J.  Gill,  M.D., 

715  Spruce  St.,  Philadelphia  19104 
Robert  E.  Hobbs,  M.D., 

Pottsville  Hospital,  Pottsville  17901 
Robert  J.  McConaghie,  M.D., 

Carlisle  Hospital,  Carlisle  17013 
Cyril  H.  Wecht,  M.D., 

Allegheny  County  Coroner’s  Office, 

542  4th  Ave.,  Pittsburgh  15219 
Staff  Assignment — Robert  H.  Craig,  Jr. 


Council  on  Medical  Service 

John  Helwig,  Jr.,  M.D.,  Chairman 
Germantown  Dispensary  and  Hospital, 

E.  Penn  and  E.  Wister  Sts.,  Philadelphia  19144 
Henry  H.  Fetterman,  M.D.,  Vice  Chairman 
501  N.  17th  St.,  Allentown  18104 
Wayne  W.  Helmick,  M.D., 

349  New  York  Ave.,  Rochester  15074 
Allen  H.  Holt,  M.D., 

32  Jefferson  Ave.,  Sharon  16146 
J.  Scott  Hommer,  Jr.,  M.D., 

2500  Fifth  St.,  Altoona  16601 
John  D.  Lane,  M.D., 

1202  Pond  St.,  Bristol  19007 
Matthew  Marshall,  Jr.,  M.D., 

211  N.  Whitfield  St.,  Pittsburgh  15206 
William  G.  Ridgway,  M.D., 

115  N.  Ninth  St.,  Akron  17501 
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Robert  A.  Schein,  M.D., 

20  Cedar  Blvd.,  Pittsburgh  15228 
Daniel  S.  Snow,  M.D., 

525  W.  10th  St.,  Erie  16502 
John  L.  Steigerwalt,  M.D., 

1509  Montgomery  Ave.,  Rosemont  19010 
R.  Robert  Tyson,  M.D., 

3401  N.  Broad  St.,  Philadelphia  1 9140 
Charles  K.  Zug,  III,  M.D., 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Ex  Officio 

Orlo  G.  McCoy,  M.D.,  Board  Representative 

P.O.  Box  195,  Canton  17724 

Staff  Assignment — Ronald  M.  Bachman 

COMMISSION  ON  COMPREHENSIVE  HEALTH  PLANNING 
John  L.  Steigerwalt,  M.D.,  Chairman 
1509  Montgomery  Ave.,  Rosemont  19010 
James  Z.  Appel,  M.D., 

305  N.  Duke  St.,  Lancaster  17602 
George  J.  D’Angelo,  M.D., 

1611  Peach  St.,  Erie  16501 
William  R.  Davison,  M.D., 

1111  Franklin  St.,  Johnstown  15905 
Ralph  H.  DeOrsay,  M.D., 

1241  Lindale  Ave.,  Drexel  Hill  19026 
Frederick  R.  Franke,  M.D., 

4815  Liberty  Ave.,  Pittsburgh  15224 
Louis  J.  Hampton,  M.D., 

300  Highland  Ave.,  Hanover  17331 
William  Pearlman,  M.D., 

71  W.  River  St.,  Wilkes-Barre  18702 
James  A.  Rock,  M.D., 

320  Main  St.,  Johnstown  15901 
Staff  Assignment — Ronald  M.  Bachman 

COMMISSION  ON  HOSPITAL  RELATIONS 
Allen  H.  Holt,  M.D.,  Chairman 
32  Jefferson  Ave.,  Sharon  16146 
James  A.  Batts,  Jr.,  M.D., 

433  W.  Johnson  St.,  Philadelphia  19144 
Robert  E.  Brant,  M.D., 

710  Main  St.,  Phoenixville  19460 
William  C.  Long,  M.D., 

53  W.  Main  St.,  Lock  Haven  17745 
James  C.  McElree,  M.D., 

98  Clinton  St.,  Greenville  16125 
Staff  Assignment — Ronald  M.  Bachman 

COMMISSION  ON  PROFESSIONAL  LIABILITY  INSURANCE 
R.  Robert  Tyson,  M.D.,  Chairman 
3401  N.  Broad  St.,  Philadelphia  19140 
Gerald  L.  Andriole,  M.D., 

10W.  Broad  St.,  Hazleton  18201 
John  J.  Danyo,  M.D., 

Upland  Rd.,  York  17403 
John  Helwig,  Jr.,  M.D., 

Germantown  Disp.  and  Hospital, 

E.  Penn  and  Wister  Sts.,  Philadelphia  19144 


Earle  L.  Keeter,  M.D., 

405  W.  Market  St.,  Pottsville  17901 
David  H.  Kohl,  M.D., 

250  N.  Water  St.,  Kittanning  16201 
Carl  A.  Meyer,  Jr.,  M.D., 

23  Hemlock  Dr.,  Lock  Haven  17745 
Walter  W.  Nagle,  M.D., 

1237  Providence  Rd.,  Rosetree,  Media  19063 
John  Pirris,  M.D., 

416  Wilson  Ave.,  Washington  15301 
Ralph  J.  Stalter,  M.D., 

1039  Brookline  Blvd.,  Pittsburgh  15226 
Charles  A.  Waltman,  M.D., 

2007  Washington  Blvd.,  Easton  18042 
Paul  H.  Wengrovitz,  M.D., 

251  Easterly  Pkwy.,  State  College  16801 
(One  vacancy) 

Staff  Assignment — Ronald  M.  Bachman 


Council  on  Public  Service 

Robert  N.  Moyers,  M.D.,  Chairman 
381  Chestnut  St.,  Meadville  16335 
Ulysses  E.  Watson,  M.D.,  Vice  Chairman 
Eastern  Pennsylvania  Psychiatric  Institute, 

Henry  Ave.  and  Abbottsford  Rd.,  Philadelphia  19129 
Stanley  N.  Cohen,  M.D., 

Suite  1104,  255  S.  Seventeenth  St.,  Philadelphia  19103 
John  C.  Cwik,  M.D., 

1086  Franklin  St.,  Johnstown  15905 
H.  Robert  Davis,  M.D., 

112  Fourth  St.,  Boiling  Springs  17007 
James  B.  Donaldson,  M.D., 

3401  N.  Broad  St.,  Philadelphia  19140 
Leo  C.  Eddinger,  M.D., 

951  N.  Fourth  St.,  Allentown  18102 
Lawrence  D.  Ellis,  M.D., 

1022  H  Scaite  Hall,  University  of  Pittsburgh 
School  of  Medicine,  Pittsburgh  15213 
Conrad  A.  Etzel,  M.D., 

422  E.  Twenty-Second  St.,  Chester  19013 
Earle  L.  Keeter,  M.D., 

405  W.  Market  St.,  Pottsville  17901 
Thaddeus  Lekawa,  M.D., 

2801  N.  George  St.,  York  17402 
Robert  Poole,  M.D., 

419  N.  Franklin  St.,  West  Chester  19380 

G.  Winfield  Yarnall,  M.D., 

1192  Lowther  Rd.,  Camp  Hill  17011 

Ex  Officio 

Leroy  A.  Gehris,  M.D.,  Board  Representative 
808  N.  Third  St.,  Reading  19601 
Staff  Assignment — L.  Riegel  Haas 
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Pennsylvania  Medical  Care  Foundation 


Board  of  Directors 


Mr.  Robert  A.  Albright 

Vice  President,  U.S.  Steel  and  Carnegie  Pension  Fund, 

Room  2684,  600  Grant  Street, 

Pittsburgh,  Pennsylvania  15230 

Mr.  Vincent  Lechner,  Secretary 

President,  American  Sterilizer  Corporation, 

2424  West  23rd  Street,  Erie,  Pennsylvania  16506 

J.  Reed  Babcock,  M.D. 

421  North  Allegheny  Street,  Bellefonte,  Pennsylvania  16823 

Matthew  Marshall,  Jr.,  M.D.,  President 

570  Medical  Center  East,  211  North  Whitfield  Street, 
Pittsburgh,  Pennsylvania  15206 

Leonard  Bachman,  M.D. 

Health  Services  Director,  Office  of  the  Governor, 

Commonwealth  of  Pennsylvania, 

Harrisburg,  Pennsylvania  17120 

William  B.  McNamee,  M.D. 

151  Long  Lane,  Upper  Darby,  Pennsylvania  19082 

George  R.  Moffitt,  Jr.,  M.D. 

92Tuscarora  Street,  Harrisburg,  Pennsylvania  17104 

Howard  W.  Baker,  M.D. 

Vice  President,  Provider  Relations, 

Philadelphia  Blue  Cross,  1333  Chestnut  Street, 

Philadelphia,  Pennsylvania  19107 

Joseph  J.  Namey,  D.O. 

3750  West  26th  Street,  Erie,  Pennsylvania  16506 

Mr.  Warren  E.  Barnhart 

General  Personnel  Supervisor, 

Bell  Telephone  Company  of  Pennsylvania,  1  Parkway, 
Philadelphia,  Pennsylvania  19102 

Mr.  Edward  H.  Noroian 

President,  Board  of  Trustees, 

Presbyterian-University  Hospital,  230  Lothrop  Street, 
Pittsburgh,  Pennsylvania  15213 

William  B.  Beach,  Jr.,  M.D. 

Deputy  Secretary  lor  Mental  Health  and  Medical  Services, 

308  Health  and  Welfare  Building,  Department  of  Public  Welfare, 
Harrisburg,  Pennsylvania  17120 

William  G.  Ridgway,  M.D. 

115  North  Ninth  Street,  Akron,  Pennsylvania  17501 

Joseph  N.  Demko,  M.D. 

115  West  Drinker  Street,  Dunmore,  Pennsylvania  18512 

William  C.  Ryan,  M.D. 

West  Farrview  Street,  Somerset,  Pennsylvania  15501 

Robert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Lane,  Harrisburg,  Pennsylvania  17109 

Raymond  J.  Saloom,  D.O. 

301  Prairie  Street,  Harrisville,  Pennsylvania  16038 

Henry  H.  Fetterman,  M.D.,  Vice  President 

501  North  Seventeenth  Street, 

Allentown,  Pennsylvania  18104 

Robert  A.  Schein,  M.D. 

5257  Greenridge  Drive,  Pittsburgh,  Pennsylvania  15236 

George  R.  Fisher,  III,  M.D. 

Suite  308,  829  Spruce  Street, 

Philadelphia,  Pennsylvania  19107 

Sydney  E.  Sinclair,  M.D. 

Executive  Vice  President,  Planning  and  Professional 
Affairs,  Pennsylvania  Blue  Shield, 

Camp  Hill,  Pennsylvania  17011 

Mrs.  Frankie  M.  Jeter 

Welfare  Rights  Organization,  451  Century  Building, 

Seventh  Street  at  Penn  Avenue, 

Pittsburgh,  Pennsylvania  15222 

Mr.  Albert  W.  Speth 

Administrator,  Lock  Haven  Hospital, 

Lock  Haven,  Pennsylvania  17745 

Sidney  O.  Krasnoff,  M.D. 

1351  West  Tabor  Road,  Philadelphia,  Pennsylvania  19141 

Robert  B.  Stuart,  M.D. 

1565  West  38th  Street,  Erie,  Pennsylvania  16508 

Mr.  John  Kuhn 

Vice  President,  Provider  Relations  and  Subscriber 

Services,  Blue  Cross  of  Western  Pennsylvania, 

1  Smithfield  Street,  Pittsburgh,  Pennsylvania  15222 

Gabriel  F.  Tucker,  Jr.,  M.D. 

Broad  and  Ontario  Streets, 

Philadelphia,  Pennsylvania  19140 

Staff  Assignment — Larry  R.  Fosselman 
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- 


Pennsylvania  Medical  Continuing  Education  Institute 

Board  of  Directors 


.CHAIRMAN,  COUNCIL  ON  EDUCATION  AND  SCIENCE, 

,  PENNSYLVANIA  MEDICAL  SOCIETY  -  James  A.  Collins,  Jr., 
M.D.,  Geisinger  Medical  Center,  Danville,  Pennsylvania,  17821 

CHAIRMAN,  COMMITTEE  ON  CONTINUING  EDUCATION, 
PENNSYLVANIA  OSTEOPATHIC  MEDICAL  ASSOCIATION  - 
Charles  M.  Worrell,  D.O.,  Community  General  Osteopathic 
Hospital,  4300  Londonderry  Road,  Harrisburg,  Pennsylvania, 
17109 

CHAIRMAN,  COMMITTEE  ON  EDUCATION,  KEYSTONE  MEDI¬ 
CAL  SOCIETY  -  Warren  E.  Smith,  M.D.,  1726  Widener  Place, 
Philadelphia,  Pennsylvania,  19141 

PHYSICIAN  ACTIVELY  INVOLVED  IN  COMMUNITY  HOSPITAL 
EDUCATIONAL  PROGRAMS  -  John  H.  Esbenshade,  II,  M.D., 

i!Lancaster  General  Hospital,  555  North  Duke  Street,  Lancaster, 
Pennsylvania,  17604 

PHYSICIAN  ACTIVELY  INVOLVED  IN  COMMUNITY  HOSPITAL 
EDUCATIONAL  PROGRAMS  -  Frank  M.  Mateer,  M.D.,  West 
Penn  Hospital,  4800  Friendship  Avenue,  Pittsburgh,  Pennsyl¬ 
vania,  15224 

DEAN,  HAHNEMANN  MEDICAL  COLLEGE  OF  PHILADELPHIA 
-  Ernest  M.  Kuhinka,  Ph.D.,  Associate  Dean,  School  of  Con¬ 
tinuing  Education,  Hahnemann  Medical  College,  230  North 
Broad  Street,  Philadelphia,  Pennsylvania,  19102 

DEAN,  JEFFERSON  MEDICAL  COLLEGE  OF  PHILADELPHIA  - 
John  H.  Killough,  Ph.D.,  M.D.,  Associate  Dean,  Jefferson  Medi¬ 
cal  College,  1025  Walnut  Street,  Philadelphia,  Pennsylvania, 
19107 

DEAN,  MEDICAL  COLLEGE  OF  PENNSYLVANIA  -  Gerald  Es- 
covitz,  M.D.,  Associate  Dean  for  Continuing  Education  and  Ex¬ 
tramural  Affairs,  Medical  College  of  Pennsylvania,  3300  Henry 
Avenue,  Philadelphia,  Pennsylvania,  19129 

DEAN,  PENNSYLVANIA  STATE  UNIVERSITY  COLLEGE  OF 
.MEDICINE,  HERSHEY  -  Harry  Prystowsky,  M.D.,  Dean,  Penn¬ 
sylvania  State  University  College  of  Medicine,  Hershey  Medi- 
1  cal  Center,  Hershey,  Pennsylvania,  17033 

DEAN,  UNIVERSITY  OF  PENNSYLVANIA  SCHOOL  OF  MEDI- 
jjCINE  -  Aaron  Freedman,  M.D.,  Ph.D.,  Associate  Dean  for  Con- 
Itinuing  Education,  University  of  Pennsylvania,  School  of  Medi- 
l| cine,  36th  and  Pine  Streets,  Philadelphia,  Pennsylvania,  19104 

5  DEAN,  PHILADELPHIA  COLLEGE  OF  OSTEOPATHIC  MEDI- 
*CINE  -  Dr.  Frederic  H.  Barth,  President,  Philadelphia  College 
I  of  Osteopathic  Medicine,  4150  City  Line  Avenue,  Philadelphia, 
Pennsylvania,  19131 

4  DEAN,  UNIVERSITY  OF  PITTSBURGH  SCHOOL  OF  MEDICINE 
-  William  M.  Cooper,  M.D.,  Director,  Division  of  Continuing  Ed- 
•'  ucation,  University  of  Pittsburgh  School  of  Medicine,  1022-H 
1  Scaife  Hall,  Pittsburgh,  Pennsylvania,  15213 

■’] 

|  DEAN,  TEMPLE  UNIVERSITY  SCHOOL  OF  MEDICINE  -  Albert 
J.  Finestone,  M.D.,  Assistant  Dean  for  Continuing  Education, 
j  Temple  University  School  of  Medicine,  3400  North  Broad 
I  Street,  Philadelphia,  Pennsylvania,  19140 

THE  HOSPITAL  ASSOCIATION  OF  PENNSYLVANIA  -  Paul  H. 
Keiser,  York  Hospital,  George  Street  and  Rathton  Road,  York, 
Pennsylvania,  17405 


PENNSYLVANIA  DEPARTMENT  OF  HEALTH  -  Charles  L. 
Leedham,  M.D.,  Pennsylvania  Department  of  Health,  Room 
832,  Health  and  Welfare  Building,  Harrisburg,  Pennsylvania, 
17120 

PENNSYLVANIA  DEPARTMENT  OF  PUBLIC  WELFARE  -  Roger 
A.  Cutt,  Ph.D.,  Assistant  Deputy  Secretary  for  Medical  Pro¬ 
grams,  Pennsylvania  Department  of  Public  Welfare,  Room  308, 
Health  and  Welfare  Building,  Harrisburg,  Pennsylvania,  17120 

MEMBER  OF  THE  PUBLIC  WHOSE  DAILY  ACTIVITIES  ARE 
RELATIVE  TO  WORK  OF  THIS  ORGANIZATION  -  Vacancy 


MEMBER  OF  THE  PUBLIC  WHOSE  DAILY  ACTIVITIES  ARE 
RELATIVE  TO  WORK  OF  THIS  ORGANIZATION  -  Mrs.  Mattie 
Humphrey,  149  Coulter  Street,  Philadelphia,  Pennsylvania, 
19144 

GREATER  DELAWARE  VALLEY  REGIONAL  MEDICAL  PRO¬ 
GRAM  -  Dean  W.  Roberts,  M.D.,  Greater  Delaware  Valley 
Regional  Medical  Program,  551  West  Lancaster  Avenue, 
Haverford,  Pennsylvania,  19041 

SUSQUEHANNA  VALLEY  REGIONAL  MEDICAL  PROGRAM  - 
Chad  Combs,  Susquehanna  Valley  Regional  Medical  Program, 

1 1 04  Fernwood  Avenue,  Camp  Hill,  Pennsylvania,  1 701 1 

WESTERN  PENNSYLVANIA  REGIONAL  MEDICAL  PROGRAM 
-  David  E.  Reed,  M.D.,  Western  Pennsylvania  Regional  Medical 
Program,  200  Meyran  Avenue,  Parkvale  Savings  Building, 
Pittsburgh,  Pennsylvania,  15213 

PENNSYLVANIA  STATE  UNIVERSITY  CONTINUING  EDUCA¬ 
TION  -  Richard  Swavely,  Ed.D.,  Assistant  Director,  Continuing 
Education,  Pennsylvania  State  University,  501  J.  Orvis  Keller 
Building,  University  Park,  Pennsylvania,  16802 

AMERICAN  CANCER  SOCIETY,  PENNSYLVANIA  DIVISION, 
INC.  -  Robert  Eyerly,  M.D.,  Geisinger  Medical  Center,  Danville, 
Pennsylvania,  17821 

AMERICAN  HEART  ASSOCIATION,  PENNSYLVANIA  AFFILI¬ 
ATE  -  David  A.  Smith,  M.D.,  Polyclinic  Hospital,  Harrisburg, 
Pennsylvania,  17105 

PENNSYLVANIA  LUNG  ASSOCIATION  -  Walter  H.  Burgin, 
M.D.,  15  Cedar  Cliff  Drive,  Camp  Hill,  Pennsylvania,  1  701 1 

PENNSYLVANIA  STEERING  COMMITTEE  FOR  CONTINUING 
EDUCATION  IN  PSYCHIATRY  -  Benjamin  Schneider,  M.D.,  123 
East  Market  Street,  Danville,  Pennsylvania,  17821 

STATE  BOARD  OF  OSTEOPATHIC  EXAMINERS  -  Frederick  C. 
Hawkins,  Jr.,  D.O.,  2245  North  54th  Street,  Philadelphia,  Penn¬ 
sylvania,  19131 

PENNSYLVANIA  STATE  BOARD  OF  MEDICAL  EDUCATION 
AND  LICENSURE  -  Richard  C.  Lyons,  M.D.,  4  East  Second 
Street,  Erie,  Pennsylvania,  16512 

PHYSICIAN  ACTIVELY  INVOLVED  IN  A  COMMUNITY  OS¬ 
TEOPATHIC  HOSPITAL  EDUCATIONAL  PROGRAM  -  Richard 
K.  Snyder,  D.O.,  Allentown  Osteopathic  Hospital,  1736 
Hamilton  Street,  Allentown,  Pennsylvania,  18104 

Staff  Assignment — LeRoy  C.  Erickson 
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Synthroid’ 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy; 

Synthroid  is  I4. 

It  provides  your  patients  with 
what  is  needed  for  complete  1 

thyroid  replacement  therapy; 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri¬ 
mary  or  secondary  atrophy  of  the  gland,  con¬ 
genital  defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe¬ 
dema,  hypothyroidism  without  myxedema,  hypo¬ 
thyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis¬ 
orders  associated  with  hypothyroidism.  SYN¬ 
THROID  (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a  rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy¬ 
roxine)  may  cause  diarrhea  or  cramps,  nervous¬ 
ness,  tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar¬ 
ent  for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap¬ 
pear,  discontinue  medication  for  2-6  days,  then 
resume  at  a  lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia¬ 
betic  drug  dosage  requirements.  If  hypothyroid¬ 
ism  is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor¬ 
tical  insufficiency),  Simmonds’s  Disease  (pan¬ 
hypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so¬ 
dium  levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of 
chest  pains  or  other  aggravations  of  cardiovas¬ 
cular  disease  requires  a  reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myocar¬ 
dial  infarction.  Side  effects:  The  effects  of  SYN¬ 
THROID  (sodium  levothyroxine)  therapy  are  slow 
in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with 
or  without  pain,  leg  cramps,  and  weight  loss. 
Diarrhea,  vomiting,  and  nervousness  have  also 
been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation 
of  the  patient  during  the  beginning  of  any  thy¬ 
roid  therapy  will  alert  the  physician  to  any  un¬ 
toward  effects. 


li 


I 


In  most  cases  with  side  effects,  a  reduction  of 
Jdosage  followed  by  a  more  gradual  adjustment 
j upward  will  result  in  a  more  accurate  indication 
of  the  patient’s  dosage  requirements  without  the 
I  appearance  of  side  effects. 


Dosage  and  Administration:  The  activity  of 
Ja  0.1  mg.  SYNTHROID  (sodium  levothyroxine) 

'  TABLET  is  equivalent  to  approximately  one  grain 
thyroid,  U.S.P.  Administer  SYNTHROID  tablets 
las  a  single  daily  dose.  In  hypothyroidism  with- 
•  out  myxedema,  the  usual  initial  adult  dose  is 
0.1  mg.  daily,  and  may  be  increased  by  0.1  mg. 
every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made 
;  monthly  and  PBI  measurements  about  every  90 
days.  Final  maintenance  dosage  will  usually 
range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs. L 2 


1  Synthroid  is  T4. 

o 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3t4  hormone  content  is  controlled 
by  chemical  assay. 

4  Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 

5  Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 


8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a  daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy. 


nthroid 

(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a  second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti¬ 
mum  maintenance  dose  is  reached  (0.1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In¬ 
jection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single¬ 
dose  vial,  with  5  ml.  vial  of  Sodium  Chloride  In¬ 
jection,  U.S.P.,  as  a  diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad¬ 
ministered  intravenously  utilizing  200-400  meg. 
of  a  solution  containing  100  meg.  per  ml.  If  sig¬ 
nificant  improvement  is  not  shown  the  following 
day,  a  repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro¬ 
nine  (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49: 855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A  New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield.  Illinois  60015 


it’s  l\IO  secret ! 


Can  you  get  category  one  credit  for  your  attendance  at  educational  pro¬ 
grams  in  your  specialty? 

If  the  answer  is  “No,”  you  should  contact  the  officers  and  executives  of  your  national 
specialty  organization  and  give  them  the  following  information: 

1.  Their  member  physicians  in  Pennsylvania  need  Category  One  credit  for  continuing 
medical  education  activities  in  their  own  specialty.  This  is  the  only  honest  way  the 
physicians  can  say  that  they  are  keeping  up  to  date  in  their  field  of  medical  care. 
(Remind  them,  also,  that  physicians  in  other  states  would  welcome  the  opportunity  to 
report  their  educational  activities  for  the  Physician’s  Recognition  Award  of  the  AMA  so 
that  they,  too,  could  display  the  award  in  their  offices.) 

2.  The  national  specialty  organization  can  secure  Category  One  credit  for  its  own  con¬ 
tinuing  medical  education  activities  by: 

(a)  applying  to  the  AMA,  Department  of  Continuing  Education,  535  N.  Dearborn  St., 
Chicago,  III.  30610,  for  accreditation  of  its  entire  program 

or 

(b)  requesting  support  in  planning,  evaluation,  etc.  by  an  organization  that  is 
accredited  so  that  that  organization  can  cosponsor  the  programs.  (A  list  of  these 
medical  schools,  hospitals,  specialty  societies  and  others  that  already  have 
accreditation  will  be  found  in  the  brochure  that  accompanied  the  1973  applica¬ 
tion  for  the  PRA.) 

3.  All  continuing  education  programs  in  your  special  area  of  concern,  whether  they  are 
programs  of  a  medical  organization  or  of  a  commercial  or  governmental  agency, 
should  be  sponsored  or  cosponsored  by  an  accredited  institution. 

For  a  list  of  accredited  institutions  or  a  summary  of  the  various  categories  of  continuing 
medical  education  activities  for  which  you  may  receive  credit,  contact: 

Council  on  Education  and  Science,  Pennsylvania  Medical  Society, 

20  Erford  Road,  Lemoyne,  Pennsylvania  17043 


Continuing  education. . . 

now  a  PMS  membership  requirement 


Before  prescribing,  please  consult 
complete  product  information,  a  summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and 
tension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  oper¬ 
ating  machinery,  driving).  Though  physi¬ 
cal  and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp¬ 
toms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac¬ 
tions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi¬ 
atric  patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat¬ 
ment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 


cially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a  few  instances  syn¬ 
cope  has  been  reported.  Also  encoun¬ 
tered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc¬ 
tion;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5  or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients.- 
5  mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1000.  Libritabs®  (chlordiaz¬ 
epoxide)  Tablets,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

I  li%V  up  to  100  mg  daily  in 

LlUriUlll  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 


The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa¬ 


tient,  thereby  encouraging  physician 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<S>  Librium  10-ma  capsules 
(chlordiazepoxide  HCI) 
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BOARD  VOTES  SUPPORT  ’IN  PRINCIPLE'  OF  H.B .  1550  The  Board  of 

Trustees  in  January 

voted  to  support  in  principle  H.B.  1550*  the"Pennsyl vania  Medical  Educa¬ 
tion  Planning.  Act."  The  bill  would  establish  a  Pennsylvania  Medical 
Education  Council  and  tie  strings  to  medical  school  appropriations*  so 
that  20  percent  of  funds  would  go  to  developing  residency  and  continu¬ 
ing  education  programs  in  community  hospitals  and  another  20  percent 
would  be  used  to  establish  a  student  loan  fund  by  the  schools.  The 
Board  of  Trustees  called  for  the  addition  of  a  representative  of  the 
State  Board  of  Medical  Education  and  Licensure  to  the  council*  in 
addition  to  the  Secretary  of  Health  and  the  deans  of  four  medical 
schools.  Early  hearings  are  expected  on  the  bill  and  its  companion 
bill*  H.B.  15^-9*  a  proposed  medical  district  act.  Both  bills  have  been 
referred  to  the  House  Committee  on  Education  and  are  under  study  by 
various  interested  parties.  Details  will  appear  in  future  issues. 


POST  THAT  SIGN!  The  Cost  of  Living  Council  on  January  16  filed  with 

the-  Federal  Register  final  Phase  IV  price  regula¬ 
tions  for  the  health  industry.  Generally  the  regulations  limit  in¬ 
creases  for  physicians'  fees  to  4  percent  and  hospital  costs  to  7.5 
percent.  The  rules  regarding  physicians'  fees  were  explained  in  the 
January  issue  of  PENNSYLVANIA  MEDICINE*  on  page  17*  in  an  article  by 
Leif  C.  Beck*  Ll.B.  One  of  the  rules  is  that  the  physician  must  post 
a  sign  such  as  appeared  in  the  January  issue.  If  you  have  not  posted 
the  sign*  write  or  call  Society  Headquarters*  and  one  will  be  sent  to 
you. 


NEW  BILL  OFFERS  PROTECTION  FROM  LIABILITY  Recently  introduced 

H.B.  1729*  the  "Peer 

Review  Protection  Act*"  would  provide  immunity  from  liability  for 
professionals  serving  on  review  committees  and  organizations  and  to 
those  providing  legitimate  and  pertinent  information  to  such  committees. 
The  bill  guarantees  the  confidentiality  of  all  data  received  by  review 
committees.  The  State  Society  caused  the  bill  to  be  introduced  and 
plans  to  work  for  its  passage.  It  has  been  referred  to  the  House 
Committee  on  Professional  Licensure*  where  hearings  are  expected  soon. 

MEDICARE*  MEDICAID  REVIEW  PROCEDURES  PROPOSED  Proposed  regulations 

requiring  preadmission 

certification  for  nonemergency  admissions  for  medicare  and  medicaid 
patients  by  a  hospital  utilization  committee  were  published  in  the 
Federal  Register  in  January.  The  regulations  cover  both  hospital 
and  skilled  nursing  facility  admissions.  Comments  are  being  accepted 
by  the  Social  Security  Administration*  which  handles  medicare*  and 
HEW's  Social  and  Rehabilitation  Service*  which  administers  the  medicaid 
program.  The  Executive  Committee  of  the  Pennsylvania  Medical  Care 
Foundation's  Board  of  Directors  plans  to  file  comments  and  has 
scheduled  a  meeting  for  this  purpose.  For  details  on  the  proposed  regu¬ 
lations  and  their  relationship  to  Professional  Standards  Review  Organ¬ 
izations*  see  the  article  on  page  15  of  this  issue. 
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COMMITTEE  TO  NOMINATE  ASKS  SUGGESTIONS  Component  county  medical 

societies  have  received  a 

request  to  make  suggestions  on  the  selection  of  nominees  for  the  post 
of  alternate  delegate  to  the  AMA.  The  request  went  from  John  L. 
Steigerwalt,  M.D.,  chairman  of  the  Committee  to  Nominate  Delegates  and 
Alternates  to  the  AMA*  who  said,  "This  committee  agrees  that  the  House 
of  Delegates  should  have  some  choice  in  the  Delegation  and  the  committee 
also  believes  this  choice  should  come  in  the  election  of  alternate 
delegates  since  this  is  the  grooming  area  for  advancement  to  the  Dele¬ 
gation."  March  15,  197^-,  is  the  deadline  for  suggestions,  which  should 
be  accompanied  by  a  curriculum  vitae,  including  activities  in  the 
county  medical  society,  the  State  Society,  and  the  AMA. 

LABORATORY  EVALUATION  RECOMMENDED  The  Board  of  Trustees  in  January 

voted  to  recommend  to  members 
operating  laboratories  in  their  offices  to  participate  in  a  quality 
control  program  to  determine  operational  proficiency.  Both  the  College 
of  American  Pathologists  and  the  American  Society  of  Internal  Medicine 
(ASIM)  have  such  programs.  The  Proficiency  Evaluation  Program  (PEP)  of 
the  College  of  American  Pathologists  offers  analytical  results,  educa¬ 
tional  materials,  a  peer  evaluation  report,  and  a  list  of  local  consult¬ 
ants.  For  further  information  contact  the  College,  230  North  Michigan 
Avenue,  Chicago,  Illinois,  6o601.  A  similar  evaluation,  ASIM's 
Medical  Laboratory  Evaluation  (MLE)  is  available.  Further' information 
is  available  from  the  Pennsylvania  Society  of  Internal  Medicine, 
Harrisburg . 

HEALTH  DEPARTMENT  TO  SURVEY  STUDENTS  The  Board  of  Trustees  has 

endorsed  a  proposed  study  of 

the  Department  of  Health  of  medical  students  in  the  state  to  determine 
their  preference  for  various  specialties  and  practice  location  and  the 
factors  which  influence  the  choice.  The  Board  requested  that  survey 
results  be  made  available  to  the  Society. 

LOANS,  SCHOLARSHIPS  EXCEED  $200,000  The  Educational  and  Scientific 

Trust  of  the  State  Society  has 

announced  that  loans  and  scholarships  to  202  medical  and.  paramedical 
students  has  by  far  exceeded  the  $200,000  mark  for  1973-  This  figure 
updates  a  report  of  trust  activities  in  PENNSYLVANIA  MEDICINE,  November, 
1973*  The  House  of  Delegates  at  its  last  Annual  Session  called  on  mem¬ 
bers  to  increase  contributions  or  to  begin  to  contribute  to  the  trust 
to  support  the  loan  program  and  the  loan  forgiveness  program  initiated 
by  the  trust  to  encourage  young  physicians  to  practice  in  areas  of  need. 
Contributions  are  tax  deductible. 

BOARD  ELECTS  PaMPAC  BOARD  OF  DIRECTORS  The  following  physicians  were 

elected  to  the  Board  of 

Directors  of  the  Pennsylvania  Medical  Political  Action  Committee  by  the 
Society's  Board  in  January:  Drs .  Paul  S.  Friedman,  Philadelphia; 

R.  William  Alexander,  Reading;  Richard  L.  Huber,  Scranton;  David  C. 
Scicchitano,  Mount  Carmel;  R.  Edward  Steele,  Harrisburg;  William  B. 

West,  Huntingdon;  Robert  F.  Beckley,  Lock  Haven;  William  D.  Lamberton, 
Erie;  Ralph  M.  Weaver,  Butler;  Robert  J.  Carroll,  Pittsburgh;  John  B. 
Lovette,  Johnstown;  and  Charles  J.  H.  Kraft,  Meshoppen. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 


(Sponsor) 

ARGONAUT  INSURANCE 

PARKER  &  COMPANY  INC. 

COMPANY 

OF  PENNSYLVANIA 

(Underwriter) 

(Administrator) 

A  long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  &  Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier _ 


!  Name  _ 

|  Office  Address  _ 

|  City  _ 

Telephone  _ 

j  Medical  Specialty  _ 

»  Date  your  professional  liability 
insurance  expires  _ 

I _ 


This  psychoneurotic 

often  responds 


Before  prescribing,  please  con¬ 
sult  complete  product  information, 
a  summary  of  which  follows : 

Indications:  Tension  and  anx¬ 
iety  states;  somatic  complaints 
which  are  concomitants  of  emo¬ 
tional  factors ;  psychoneurotic  states 
manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive 
symptoms  or  agitation ;  symptomatic 
relief  of  acute  agitation,  tremor,  de¬ 
lirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ;  ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis¬ 


orders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper¬ 
sensitivity  to  the  drug.  Children 
under  6  months  of  age.  Acute  narrow 
angle  glaucoma ;  may  be  used  in  pa¬ 
tients  with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy¬ 
chotic  patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis¬ 
orders,  possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication ;  abrupt  withdrawal  may 
be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity 
of  seizures.  Advise  against  simul¬ 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon¬ 
tinuance  (convulsions,  tremor,  ab¬ 
dominal  and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveil¬ 
lance  because  of  their  predisposition 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


V  V  hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a  few  days,  although 


some  patients  may  require  a  longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a  more  restful 
night’s  sleep. 


symptom  complex 

o  Wium  (diazepam) 


Precautions:  If  combined  with 
ler  psychotropics  or  anticonvul- 
lts,  consider  carefully  pharma- 
logy  of  agents  employed;  drugs 
2h  as  phenothiazines,  narcotics, 
rbiturates,  MAO  inhibitors  and 
ler  antidepressants  may  poten- 
te  its  action.  Usual  precautions 
licated  in  patients  severely  de- 
jssed,  or  with  latent  depression, 
with  suicidal  tendencies.  Observe 
lal  precautions  in  impaired  renal 


ROCHE 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con¬ 
fusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head¬ 
ache,  incontinence,  changes  in  sali¬ 
vation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx¬ 
iety,  hallucinations,  increased  mus¬ 
cle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ;  should  these  occur,  dis¬ 
continue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N  J.  07110 


******** *  ^  a  sw  «*«#**“* 


acute  _ 
gonorrhea 


This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 


It  took  just  one  short  visit. . 


*Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin—The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin—The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly^;  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andlrobkin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  ( spectinomycin  hydrochloride) 
—  For  Intramuscular  Injection: 

2  gm  vials  containing  5  ml  when  reconstituted 
with  diluent. 

4  gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f  For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 

1 


not  if  the  vasodilator  is 

Vasodiian 

(ISKUFWHCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodiian  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodiian 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodiian 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


The  Rx  that  says 
kl  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  “roller-coaster”  nor  a  “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Butisol, 

(SODIUM  BUTABARBITAL) 


I  McNEIl ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  ©  Mcn  1971 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressantsrbecause  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  orq.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets;  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5  cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


CATEGORY  I  CREDIT  NOW  AVAILABLE 
(in  certain  instances) 

FOR  AUDIO-VISUAL  MATERIALS 

An  important  step  has  been  taken  in  the  crediting  of  audio-visual  materials  toward  the  Physician’s  Recogni¬ 
tion  Award.  Responding  to  many  inquiries  from  physicians,  and  recognizing  the  growing  emphasis  on  the 
media,  the  AMA  Advisory  Committee  on  Continuing  Medical  Education  adopted  additional  criteria  under 
which  the  use  of  audio-visual  materials  can  be  accepted  in  Category  1 .  They  are 

A.  Where  only  audio-visual  materials  are  used  by  a  physician  on  an  individual  basis,  Category  I  credit  may  be 
claimed  if  all  of  the  following  are  met  (limit  of  45  hours — an  additional  22  hours  may  be  claimed,  if  earned,  in 
Category  5a) 

1.  The  audio-visual  materials  are  sponsored  by  an  accredited  continuing  medical  education  institution 

(see  list  in  PRA  brochure); 

2.  The  audio-visual  materials  comply  with  the  definition  of  a  “planned”  program  of  continuing  medical 

education  (see  PRA  brochure); 

3.  The  audio-visual  materials  contain  supplements  such  as  syllabi,  study  guides,  references,  or  tests; 

4.  The  audio-visual  program  is.evaluated  by  the  sponsoring  organization; 

5.  The  sponsoring  organization  must  have  a  method  of  assuring  physician  participation. 

B.  Where  audio-visual  materials  are  used  by  groups  of  physicians  or  an  individual  physician  as  a  part  of  a 
course  (including  a  correspondence  course)  that  meets  the  “planned”  program  criteria  and  has  accredited 
sponsorship  or  cosponsorship,  the  time  spent  in  the  use  of  the  audio-visual  materials  should  be  included  as  a 
part  of  the  course  in  Category  I.  (no  limit  of  credit  hours) 

C.  Where  audio-visual  materials  are  used  by  physician  groups,  and  this  is  the  only  educational  method  used, 
Category  1  credit  may  be  claimed  if 

1.  the  audio-visual  material  is  sponsored  or  cosponsored  by  an  accredited  sponsor; 

2.  the  program  complies  with  the  definition  of  a  “planned”  program;  and 

3.  there  is  an  instructor  present  to  supplement  the  program  in  terms  of  local  continuing  medical  educa¬ 

tion  needs  and  the  educational  objectives  of  the  group,  (no  limit  of  credit  hours) 

HOW  DO  YOU  KNOW  IN  WHICH  CATEGORY  TO  REPORT  YOUR  OTHER  CONTINUING  MEDICAL 

EDUCATION  ACTIVITIES? 

Refer  to  the  brochure  that  you  received  with  the  1973  PRA 
application  form  or  write  to: 

Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pa.  17043 


Continuing  education. . . 

now  a  PMS  membership  requirement 
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Board  actions  include  letter  on  Blue  Cross  contract 


As  a  result  of  one  of  the  important 
actions  taken  at  the  January  meeting  of 
the  Board  of  Trustees  of  the  State  Soci¬ 
ety,  both  the  Delaware  Valley  Hospital 
Council  and  Blue  Cross  of  Greater 
Philadelphia  have  been  informed  again 
of  the  Society’s  position  that  a  “peer 
review  process  designed  and  directed 
by  practicing  physicians  is  appropriate 
for  the  effective  and  efficient  operation 
of  the  health  care  system.” 

The  restating  of  the  position  came  as 
a  result  of  the  inclusion  in  a  tentative 
letter  of  agreement  between  Blue  Cross 
of  Greater  Philadelphia  and  the  Dela¬ 
ware  Valley  Hospital  Council  of  a  sec¬ 
tion  calling  for  pre-admission  certifi¬ 
cation  in  all  elective  admissions  and  the 
establishment  of  length  of  stay  on  all 
admissions,  to  be  accomplished  no  later 
than  June  30,  1 975. 

The  Board  of  Trustees,  in  a  letter 
signed  by  Cyrus  B.  Slease,  M.D., 
chairman,  reiterated  its  position  that 
such  review  mechanisms  must  be  devel¬ 
oped  separately  and  should  not  be 
included  in  contracts  with  third  party 
carriers. 

Nominates  to  Corporate  Board 

The  Board  in  further  action 
nominated  those  eligible  members  of 
the  Board  of  Trustees  to  fill  eleven  of 
the  thirteen  spots  on  the  Blue  Shield 
Corporate  Board  as  a  means  of 
improving  communications  between 
the  Society  and  Blue  Shield. 

Trustees  nominated  are  the  follow¬ 
ing,  in  the  order  of  the  district 
represented:  Donald  R.  Cooper,  M.D., 
Philadelphia;  Leroy  A.  Gehris,  M.D., 
Reading;  Ralph  K.  Shields,  M.D., 
Bethlehem;  George  A.  Rowland, 
M.D.,  Millville;  Raymond  C. 
Grandon,  M.D.,  Harrisburg;  H. 
Thompson,  Dale,  M.D.,  State  College; 
Kenneth  L.  Cooper,  M.D.,  Williams¬ 
port;  David  J.  Keck,  M.D.,  Fairview; 
William  J.  Kelly,  M.D.,  Pittsburgh; 


and  Orlo  J.  McCoy,  M.D.,  Bradford. 
Also  nominated  were  Ralph  C.  Wilde, 
M.D.,  Society  president;  John  H. 
Harris,  Jr.,  M.D.,  Carlisle;  and  Milton 
B.  Brandon,  M.D.,  Williamsport.  Dr. 
Slease  already  serves  on  the  Blue 
Shield  Corporate  Board. 

Other  Board  Actions 

The  Board  of  Trustees  also:  (1)  de¬ 
termined  that  the  chairman  of  the 
board  of  the  Hospital  Association  of 
Pennsylvania  (HAP)  be  invited  to 
meetings  of  the  Society’s  Board  of 
Trustees  and  that  Society  President 
Wilde  be  the  PMS  representative  at 
meetings  of  the  HAP  board;  (2) 
approved  the  draft  of  the  1974  Of¬ 
ficers'  Conference  agenda  (see  page 
13);  (3)  agreed,  on  recommendation  of 
Charles  Laubach,  M.D.,  chairman  of 
the  Regional  Advisory  Group  of  the 
Susquehanna  Valley  Regional  Medical 
Program,  that  the  Society  become  an 
institutional  member  of  the  National 
Association  of  Regional  Medical  Pro¬ 
grams;  (4)  approved  two  nominations 
to  the  Interspecialty  Committee — that 
of  Leopold  Loewenberg,  M.D.,  Phila¬ 
delphia,  as  delegate  from  District  III, 
American  College  of  Obstetrics  and 
Gynecology;  and  Clair  N.  Shumway, 
M.D.,  Harrisburg,  as  alternate  from 
the  Pennsylvania  Chapter,  American 
Academy  of  Pediatrics. 

Reports  Received 

The  Board  received  reports  in  three 
areas  of  interest,  two  of  them  from 
Fred  Speaker,  legal  counsel,  and  one 
from  the  Communications  Division. 
Legal  counsel  reported  that  a  Board 
action  calling  for  the  Society  to  enter 
into  the  case  of  Hoffman  versus 
Misericordia  Hospital,  Philadelphia,  as 
amicus  curiae  (in  which  an  adverse 
decision  could  have  resulted  in 
absolute  imposition  of  liability  upon 
physicians  when  hepatitis  resulted 


from  blood  transfusion)  was  no  longer 
necessary  because  of  the  approval  of 
Act  No.  9,  1972,  which  limits  liability 
in  blood  transfusion  to  a  proof  of 
negligence. 

In  the  second  legal  matter,  the  1973 
House  of  Delegates  ordered  legal 
counsel  to  enter  the  case  of  Adler 
versus  Montefiore  Hospital  Associa¬ 
tion  of  Western  Pennsylvania  as 
amicus  curiae.  This  case,  in  which  the 
physician  was  filing  suit  to  use  the  car¬ 
diac  catheterization  laboratory  of  the 
hospital,  was  an  appeal  to  the  U.S. 
Supreme  Court.  Since  the  Supreme 
Court  refused  to  reconsider  the 
decision  of  the  Pennsylvania  Supreme 
Court  which  favored  the  position  of 
the  hospital,  the  case  is  closed. 

The  Communications  Division  pre¬ 
sented  to  the  Board  results  of  its  read¬ 
ership  survey  of  the  Society’s  Execu¬ 
tive  Report,  showing  that  of  those 
responding,  74.4  percent  indicated 
they  read  it  always;  another  23.1  per¬ 
cent  said  they  read  it  frequently;  and 
66.8  percent  shared  it  with  others. 

Library  service  changes 

The  Harrell  Library  at  the  Milton  S. 
Hershey  Medical  Center  has  found  it 
necessary  to  institute  a  modified  fee- 
for-service  for  the  PMS  Library  Serv¬ 
ice. 

Pennsylvania  Medical  Society 
members  will  be  entitled  to  five  free 
cited  requests  (requests  for  a  specific  ar¬ 
ticle)  and  one  brief  literature  search  per 
year  without  charge  for  photocopying. 
A  brief  literature  search  is  a  five-year 
search  with  three  to  five  articles  chosen 
which  are  obtained  either  through  the 
computerized  Medline  service  or 
through  manual  search.  Charges 
beyond  the  one  brief  search  permitted 
are  $5.00  plus  20  cents  per  page  for 
copies.  Charges  for  additional  cited 
requests  beyond  the  five  allowable  are 
20  cents  per  page  (with  a  $2.00 
minimum). 

In  addition,  exhaustive  searches  are 
available.  These  use  Medline  exclu¬ 
sively  and  provide  bibliography  only, 
furnishing  all  available  information  on 
a  subject.  Charges  for  exhaustive 
searches  are  $  1 5  per  search  plus  20c  per 
page  for  copies. 


The  cover  is  a  collage  of  informal  photographs  of  the  State  Soci¬ 
ety’s  Board  of  Trustees  as  its  members  consider  important  items 
referred  by  the  House  of  Delegates  and  matters  of  concern  to 
medicine  which  require  action  between  House  sessions.  Shown  in 
the  semi-circle  is  John  B.  Lovette,  M.D.,  Johnstown  surgeon,  who 
was  elected  speaker  of  the  House  of  Delegates  at  the  1973  ses¬ 
sion. 
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Referrals  made — action  taken 


Board  acts  on  1973  House  of  Delegates  referrals 


Action  is  being  taken  on  all  items 
referred  by  the  1973  House  of  Dele¬ 
gates  to  the  Board  of  Trustees,  with 
some  items  already  settled. 

As  reported  in  the  December  issue  of 
Pennsylvania  Medicine,  the  Board 
took  action  on  certain  referrals  at  a 
special  meeting  on  November  14, 
1973. 

At  that  time  the  Board  decided  not 
to  authorize  a  $10  membership  assess¬ 
ment  in  1974  to  support  the  Pennsyl¬ 
vania  Medical  Care  Foundation,  but  to 
use  instead  an  amount  up  to  $100,000 
from  the  1973  budget  surplus  for  that 
purpose. 

At  that  meeting  the  Board  also 
approved  the  1974  budgets  of  the 
Communications  Division  and  the 
Council  on  Public  Service,  and  author¬ 
ized  the  council  to  expend  up  to 
$25,000  to  recruit  2,000  members  into 
a  physicians’  cooperative  for  mass 
purchasing  of  supplies.  The  council 
began  action  on  this  at  its  January 
meeting. 

Plan  C  Action  Deferred 

In  approving  the  concept  of  Blue 
Shield  Plan  C,  a  new  fee  schedule  pro¬ 
gram,  the  House  directed  the  Board  to 
determine  the  appropriate  income 
levels  and  fee  schedule  allowances, 
with  members  of  the  House  of  Dele¬ 
gates  having  the  right  of  ratification  by 
mail  ballot.  This  matter  was  referred 
to  the  Council  on  Medical  Service  and 
legal  counsel,  but  no  further  action  on 
Plan  C  can  be  expected  until  the  Blue 
Shield  Corporation  meeting  in  March. 

PDUR  Studied 

The  House  sought  an  analysis  of  the 
Predischarge  Utilization  Review  Pro¬ 
gram  (PDUR)  of  the  Department  of 
Public  Welfare  (DPW)  and  directed 
the  Board  to  obtain  it.  This  item  was 
referred  to  the  Pennsylvania  Medical 
Care  Foundation,  and  the  Foundation 
staff  is  working  with  DPW  officials  to 
get  the  information. 

Referrals  to  Task  Force 

The  Society's  Convention  Task 
Force  received  two  referrals — recon¬ 


sideration  of  the  time  and  place  of  the 
1976  meeting  of  the  House  of  Dele¬ 
gates  and  a  study  of  the  advisability  of 
holding  all  Annual  Business  Meetings 
after  1978  in  the  Harrisburg-Lancaster 
area.  The  task  force  is  working  on  the 
latter  referral,  but  acted  immediately 
on  the  possibility  of  moving  the  1976 
meeting  from  the  Bellevue-Stratford 
Hotel  in  Philadelphia  to  the  Marriott 
Motor  Hotel  in  that  city.  At  its 
January  meeting  the  Board  of  Trustees 
received  the  task  force  report  that  no 
suitable  dates  are  available  at  the  Mar¬ 
riott  that  year,  and  voted  to  keep  the 
meeting  at  the  Bellevue-Stratford,  Sep¬ 
tember  16-18,  1976. 

Union  Study  Continues 

Resolution  72-28  on  physicians’ 
unions  was  referred  back  to  the  Ad 
Hoc  Committee  on  Physicians’  Unions 
for  further  study,  with  the  sponsor  of 
the  resolution  to  be  invited  to  partici- 


David  W.  Clare,  M.D.,  Pittsburgh, 
was  installed  as  president  of  the 
Allegheny  County  Medical  Society  at 
the  society’s  annual  dinner  dance  held 
on  January  19  at  the  William  Penn 
Hotel  in  Pittsburgh. 


DR.  CLARE 


Dr.  Clare  is  clinical  associate 
professor  of  surgery  at  the  University  of 
Pittsburgh  School  of  Medicine.  He  is  a 
past  president  of  the  Allegheny  County 
Unit  and  the  Pennsylvania  Division  of 


pate  in  the  deliberations. 

Resolutions  Referred 

Three  resolutions  were  referred  to 
the  Council  on  Education  and  Science. 
Resolution  73-8,  which  calls  for  a 
standing  committee  of  the  council  to 
give  consultation  and  opinion  on  the 
therapeutic  use  of  drugs,  has  been 
placed  on  the  council’s  agenda  for 
January  17. 

Resolutions  73-10  and  73-13  also 
were  referred  to  this  council  and  are 
on  the  agenda  for  this  meeting.  These 
resolutions  deal  with  the  composition 
of  hospital  boards  of  trustees. 

The  Council  on  Education  and 
Science  already  has  begun  to  develop 
courses  in  medical  economics  and  of¬ 
fice  management  for  physicians,  as  rec¬ 
ommended  in  the  president’s  address  to 
the  House  of  Delegates.  Courses  are 
being  planned  for  various  parts  of  the 
state  in  1974. 


the  American  Cancer  Society  and  was 
formerly  cancer  coordinator  at  the  Uni¬ 
versity  of  Pittsburgh.  He  is  a  liaison 
fellow  of  the  Commission  on  Cancer  of 
the  American  College  of  Surgeons,  a 
member  of  the  American  Cancer 
Health  and  Welfare  Association's 
health  strike  force,  and  a  member  of  the 
American  Association  for  the  Surgery 
of  Trauma. 

Other  officers  installed  were  Michael 
P.  Levis,  M.D.,  president  elect; 
Lawrence  D.  Ellis,  M.D.,  first  vice 
president;  Joseph  V.  Caliguiri,  M.D., 
secretary;  and  Robert  M.  Laughlin, 
M.D.,  treasurer. 

Western  HMO  opens 

Western  Pennsylvania’s  first  Health 
Maintenance  Organization  (HMO)  was 
opened  February  1  at  Centerville  Clinic 
in  Washington  County.  Blue  Cross  of 
Western  Pennsylvania  said  it  is  one  of 
several  being  planned  there. 

Membership  in  the  Centerville 
Health  Plan  is  expected  to  cost  a  family 
$46.25  a  month  to  be  paid  through  Blue 
Cross.  Rate  for  an  individual  will  be 
$15.30  a  month. 


Dr.  Clare  installed  by  Allegheny  CMS 
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Report  to  ‘stockholders’  feature 


1974  Officers’  Conference  Program  announced 


A  report  to  the  “stockholders,”  fi¬ 
nancing  medical  education,  physicians’ 
assistants,  the  free-standing  internship, 
voter  research  techniques,  and  medical 
staff  law  and  bylaws  are  just  some  of  the 
topics  to  be  covered  at  the  Society’s 
1974  Officers'  Conference,  April  24 
and  25,  at  the  Host  Inn,  Harrisburg. 

R.  William  Alexander,  M.D.,  of 
Reading,  chairman  of  the  Officers’ 
Conference  Committee,  said  those  at¬ 
tending  can  expect  “outstanding  speak¬ 
ers,  interesting  discussions,  buckets  of 
pearls,  and  bags  of  gems.” 

Summer  programs 
need  assistance 

Two  separate  medical  student 
summer  training  programs  will  con¬ 
tinue  during  the  summer  of  1 974.  Inter¬ 
ested  community  hospitals,  students, 
and  physician-preceptors  are  urged  to 
participate. 

Last  summer  125  students  in  fifty- 
nine  Pennsylvania  communities  were 
trained,  with  the  Medical  Education — 
Community  Orientation  Program  of 
the  Student  American  Medical  Associ¬ 
ation  training  fifty-two  students  and  the 
Western  Pennsylvania  Health  Pre¬ 
ceptor  Program  of  the  University  of 
Pittsburgh  training  seventy-three  stu¬ 
dents. 

Community  hospitals  are  urged  to 
submit  student  application  forms;  and 
physicians  willing  to  act  as  preceptors, 
sharing  office  practice  and  hospital 
rounds  experiences,  are  requested  to 
contact  Velma  McMaster  at  PMS 
headquarters  or  Franciska  G.  Katona, 
director  of  the  Eastern  Pennsylvania 
MECO  Program  at  the  Temple  Univer¬ 
sity  Student  Center. 

The  eight-week  training  periods  have 
met  with  considerable  success  in  inter¬ 
esting  students  in  primary  care, 
acquainting  them  with  community 
health  facilities,  and  the  programs  are 
an  aid  in  redistributing  physician  man¬ 
power. 

The  $75  a  week  stipend  and  arrange¬ 
ments  for  room  and  board  required  of 
the  sponsoring  hospital  and/or  hospital 
association  is  considered  a  non-taxable 
direct  grant. 


Part  of  Wednesday  afternoon’s  ses¬ 
sion  will  be  a  PaMPAC  presentation, 
featuring  Rex  E.  Kenyon,  M.D., 
AMP  AC  Board  Member,  and  Paul  M. 
Newman,  political  analyst  from 
California  and  president  of  his  own 
research  company  noted  for  its  scientif¬ 
ic  analysis  of  voter  trends. 

Banquet  speaker  this  year  is  Mark 
Russell,  resident  comedian  of  the 
Shoreham  Hotel,  Washington,  D.C. 
Russell’s  satire  on  the  Washington 
scene  has  become  a  tradition  at  AMA 
meetings  held  in  Washington.  “Getting 
Russell  is  a  real  coup  for  the  com¬ 
mittee,”  Dr.  Alexander  said. 

Other  speakers  confirmed  to  date 
include  William  F.  Kellow,  M.D.,  dean 
of  Thomas  Jefferson  University  School 
of  Medicine;  William  A.  Sodeman, 
M.D.,  chairman  of  the  AMA  Council 
on  Medical  Education;  and  C.  H. 
William  Ruhe,  M.D.,  director  of 
AMA’s  Division  of  Medical  Education. 


Two  experimental  Blue  Shield  proj¬ 
ects  of  particular  interest  to  Pennsyl¬ 
vania  physicians  have  been  under  study 
for  approximately  a  year  by  the  Penn¬ 
sylvania  Blue  Shield  Research  Depart¬ 
ment.  The  Pennsylvania  Medical  Soci¬ 
ety’s  Subcommittee  to  Advise  Blue 
Shield  and  the  Council  on  Medical 
Service  continue  to  monitor  these  proj¬ 
ects. 

The  Payment  by  Diagnosis  Program 
would  be  based  on  a  per  case  flat  rate 
payment  for  in-hospital  medical  care 
with  no  limitation  on  length  of  stay. 
Compared  to  a  straight  fee-for-service 
with  separate  amounts  allowed  for  each 
hospital  visit  or  procedure,  the  advan¬ 
tages  are  expected  to  be  two-fold:  (1) 
An  incentive  would  exist  to  reduce  the 
length  of  stay  and  cost  per  case,  and  (2) 
claims  procedures  might  be  substan¬ 
tially  simplified  by  reducing  the 
amount  of  information  needed  for  Blue 
Shield  to  process  a  claim.  This  program 
is  an  extension  of  a  pilot  study  carried 
on  by  five  physicians  on  the  staff  of  the 
Wyoming  Valley  Hospital  in  Wilkes- 
Barre  in  1972.  The  larger  study  is 
scheduled  to  begin  this  year  for  a  two- 
year  period,  to  include  between 


Presidents,  presidents  elect,  secre¬ 
taries,  and  executive  secretaries  are 
urged  to  respond  early  to  conference  in¬ 
vitations  which  were  mailed  in  January 
so  that  their  reservations  will  be  as¬ 
sured.  Societies  with  a  membership  ex¬ 
ceeding  200  will  be  able  to  send  six 
expense-paid  delegates  again  this  year. 
Specialty  societies  for  the  first  time  are 
entitled  to  send  a  delegate  at  the  ex¬ 
pense  of  the  Pennsylvania  Medical  So¬ 
ciety. 

The  conference  opens  at  2  p.m., 
Wednesday,  April  24,  and  concludes 
Thursday  at  noon. 

Members  of  the  1974  Officers’  Con¬ 
ference  Committee  are  John  R.  Boal, 
Jr.,  M.D.,  Beaver;  William  E.  DeMuth, 
M.D.,  Hershey;  John  D.  Mraz,  M.D., 
Erie;  George  R.  Fisher,  M.D., 
Philadelphia;  Orlo  G.  McCoy,  M.D., 
Canton;  Ralph  C.  Wilde,  M.D.,  Society 
president,  Pittsburgh;  and  Dr.  Alex¬ 
ander. 


seventy-five  and  a  hundred  doctors  at 
eight  to  ten  hospitals,  and  will  cover  ap¬ 
proximately  thirty  diagnoses. 

The  second  experimental  project,  the 
Primary  Care  Program,  would  be  based 
on  associations  of  physicians  in  groups 
to  provide  twenty-four-hour  coverage 
and  would  cover  all  visits  to  partici¬ 
pating  physicians.  It  is  expected  to  be 
ready  for  trial  by  the  spring  of  1974. 

Rulings  affect  medicaid 

Rulings  by  two  courts,  one  state  and 
one  federal,  have  ordered  that  eligibili¬ 
ty  for  medicaid  be  based  on  net  rather 
than  gross  income.  The  ruling  affects 
20,000"  to  30,000  Pennsylvanians  by 
making  them  eligible  for  the  medical 
assistance  program. 

Leonard  Bachman,  M.D.,  health  ad¬ 
viser  to  Governor  Milton  J.  Shapp,  said 
this  could  mean  additional  state 
payments  of  $5.5  million  to  hospitals  in 
the  greater  Philadelphia  area,  and  could 
break  the  deadlock  in  negotiations  be¬ 
tween  Blue  Cross  of  Greater  Philadel¬ 
phia  and  the  major  hospitals  of  the  area, 
since  free  care  to  the  medically  needy 
has  been  a  major  issue  in  those  negotia¬ 
tions. 


Blue  Shield  experiments  under  study 
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Argonaut  insureds  to  receive  ‘correspondence  course’ 


Almost  3,500  State  Society  members 
who  are  covered  by  the  professional  lia¬ 
bility  program  sponsored  by  the  Society 
will  begin  to  receive  next  month  a  new 
and  important  service — a  corre¬ 
spondence  course  in  malpractice  loss 
prevention  and  medical  information 
designed  to  assist  in  providing  safer  and 
better  patient  care. 

Initial  announcement  of  the  new  pro¬ 
gram  was  made  by  Bruce  Woolery, 
president  of  Argonaut  Insurance  Com¬ 
pany  of  Menlo  Park,  California,  under¬ 
writers  of  the  PMS-sponsored  program. 
Parker  and  Co.  of  Pennsylvania,  Inc., 
Philadelphia,  administrators  of  the  pro¬ 
gram,  will  assist  in  distribution  in  Penn¬ 
sylvania.  The  bulletin  series,  to  be 
called  Medical  Alert  Communications 
(MAC),  will  be  distributed  to  Argonaut 
policyholders  nationwide  as  a  service  to 
the  public  and  the  industry.  Materials 
distributed  will  be  prepared  by  a  group 
of  nationally  recognized  experts  in  the 
field  of  patient  care  and  malpractice 
loss  prevention  under  the  direction  of 
Eli  P.  Bernzweig,  J.D.,  who  joined  Ar¬ 
gonaut  last  fall  as  vice  president  after 
serving  as  director  of  the  Secretary’s 
Commission  on  Medical  Malpractice  of 
the  Department  of  Health,  Education, 
and  Welfare. 

“We  feel  our  new  service  is  a  unique 
contribution  by  an  insurance  carrier  in¬ 
terested  in  reducing  all  causes  of  medi¬ 
cal  injury,”  Woolery  said.  “We  intend  it 
to  be  an  ongoing  project  providing  not 
only  medical-legal  information,  but 
also  a  variety  of  other  kinds  of  data  of 
practical  value  to  physicians,  nurses, 
hospital  administrators,  and  others  in 
the  health  care  field.” 

Woolery  said  MAC  is  the  first 
publication  of  its  kind  ever  produced  by 
the  insurance  industry  and  is  the  fore¬ 
runner  of  other  loss  prevention  educa¬ 
tional  materials  to  be  developed  by  the 
company.  “It  reflects  our  belief  that  the 
insurance  industry  has  an  obligation  to 
make  health  care  safer  for  all  Ameri¬ 
cans,”  he  added. 

Dr.  Bernzweig  wrote  in  a  recent  ar¬ 
ticle  that  MAC  is  one  company’s  imme¬ 
diate  response  to  the  challenge  to  the  in¬ 
surance  industry  to  play  a  unique  role 
in  developing  more  significant  loss 
prevention  programs. 

The  MAC  bulletin  series  will  contain 


materials  in  all  of  the  separate  sections 
into  which  it  will  be  divided  and  will  be 
contained  in  a  loose-leaf  binder  into 
which  subsequent  bulletins  can  be  filed 
for  reference.  Not  every  mailing  will 
contain  materials  in  all  sections.  The 
sections  cover  medicine,  nursing  hospi¬ 
tal  administration,  technology,  medical 
jurisprudence,  general  comments,  and 
MAC  Alerts — high  priority  warnings 

Acupuncture  courses 

Physicians  interested  in  acupuncture 
will  have  access  to  two  symposia  and  an 
American  Medical  Association  video¬ 
tape. 

An  acupuncture  symposium  will  be 
presented  by  the  University  of  Pitts¬ 
burgh  Continuing  Education  in  Medi¬ 
cine  on  September  16,  1974,  at  the  uni¬ 
versity.  Inquiries  may  be  directed  to 
William  M.  Cooper,  M.D.,  Director  of 
Continuing  Education,  School  of  Medi¬ 
cine,  University  of  Pittsburgh,  1022H 
Scaife  Hall,  Pittsburgh,  Pa.  15261. 

Hahnemann  Medical  College  and 
Hospital,  is  planning  a  symposium  with 
limited  registration  April  1-3  which  is 
primarily  for  medical  school  clinical  in¬ 
vestigators.  For  further  information 
contact  Teruo  Matsumoto,  M.D.,  Hah¬ 
nemann  Medical  College  and  Hospital, 
Philadelphia. 

The  AM  A  videotape  was  prepared  in 
1972  and  is  available  through  the  Medi¬ 
cal  Education  Resource  Center  of  the 
Pennsylvania  Department  of  Educa¬ 
tion.  It  consists  of  an  explanation  and 

Chiropractors  use  it 

A  state  investigator  has  revealed  that 
at  least  fifteen  to  twenty  chiropractors 
in  the  Pittsburgh  area  are  practicing 
acupuncture,  despite  a  policy  statement 
from  the  State  Board  of  Medical  Edu¬ 
cation  and  Licensure  that  the  ancient 
Asian  treatment  can  be  performed  only 
by  doctors  of  medicine  and  only  in  a 
clinical  research  setting,  and  despite 
orders  from  both  national  chiropractic 
associations  that  chiropractors  should 
not  use  the  treatment. 

Reports  indicate  that  the  treatment  is 
being  performed  by  chiropractors  in 
other  parts  of  the  state,  although  inves¬ 
tigation  is  difficult  because  of  lack  of 
reporting  and  limited  state  staff  to  in¬ 
vestigate  illegal  use  of  devices. 


of  potential  hazards  in  medical  treat¬ 
ment,  drugs,  or  instrumentation.  The 
series  will  be  indexed  annually. 

The  editorial  board  includes  Joel  J. 
Nobel,  M.D.,  Philadelphia,  director  of 
the  Emergency  Care  Research  Insti¬ 
tute.  Others  on  the  board  are 
physicians,  nurses,  attorneys,  and  hos¬ 
pital  administrators  representing  all 
sections  of  the  country. 

available  here 

demonstration  of  acupuncture  by  par¬ 
ticipants  in  the  Academy  of  Para¬ 
psychology  and  Medicine  Symposium 
at  Stanford  University.  The  forty-two- 
minute  program  is  in  color  and  is 
reproduced  on  videotape  or  videoca- 
sette  provided  by  an  institution  at  no 
cost  except  the  postage. 

More  on  acupuncture 

The  second  World  Symposium  on 
Acupuncture  and  Chinese  medicine  will 
be  held  on  Friday,  March  8  through 
Monday,  March  1 1,  1974,  in  San  Fran¬ 
cisco,  California. 

The  American  Journal  of  Chinese 
Medicine  in  cooperation  with  the 
American  Society  of  Chinese  Medicine 
and  the  Acupuncture  Research  Insti¬ 
tute  is  organizing  the  symposium. 

For  further  information,  contact  the 
American  Journal  of  Chinese  Medi¬ 
cine,  Office  of  the  Editor,  P.O.  Box  55, 
Garden  City,  N.Y.  1 1530  or  telephone 
(212)  270-1 163. 
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special  report 


'Government  continues  efforts  to  control 
hospital  admissions^ 

ROBERT  R.  WEISER 
Communications  Division 


The  battle  for  control  of  the  PSRO  program  in  Washing¬ 
ton  continues  to  complicate  that  program’s  implementation, 
and  the  final  outcome  of  the  struggle  remains  unclear  despite 
recent  events. 

The  struggle  for  control  remains  an  internal  HEW 
problem.  While  the  outcome  of  the  fight  isn’t  yet  apparent, 
the  reasons  for  it  are  much  more  obvious.  The  agency  that  fi¬ 
nally  gains  control  of  PSRO  will  have  a  large  say  in  any  Na¬ 
tional  Health  Insurance  Plan  that  Congress  might  pass.  In  the 
meantime  the  controlling  agency  would  have  a  great  deal  of 
influence  in  the  medicare  and  medicaid  programs. 

The  battle  involves  three  HEW  agencies:  the  Health  Ad¬ 
ministration,  the  Social  Security  Administration,  and  the 
Social  and  Rehabilitation  Service.  Since  the  Social  Security 
Administration  (SSA)  administers  medicare  and  the  Social 
and  Rehabilitation  Service  (SRS)  handles  the  federal  part  of 
medicaid,  it’s  obvious  that  these  two  should  want  a  great  deal 
of  say  in  PSRO. 

But  the  Bureau  of  Quality  Assurance  (BQA)  in  the  Health 
Administration  is  also  interested  in  PSRO.  It’s  this  agency 
that  had  appeared  to  be  winning  the  fight. 

The  appointment  of  the  acting  director  of  the  Office  of 
Professional  Standards  Review  (OPSR),  Henry  Simmons, 
M.D.,  to  that  position  permanently  seemed  to  indicate  to 
many  that  the  BQA  was  winning  the  PSRO  power  fight.  As 
acting  director.  Dr.  Simmons  favored  BQA  when  making 
staff  appointments.  In  addition,  he  has  left  much  of  the  day- 
to-day  work  of  PSRO  implementation  to  Dr.  M  ichael  Goran, 
acting  director  of  the  BQA.  In  turn,  Dr.  Goran  has  created 
three  divisions  within  the  BQA  to  handle  PSRO  implementa¬ 
tion  operations. 

But  Dr.  Simmons’  appointment  hasn’t  dampened  the  inter¬ 
est  of  the  Social  Security  Administration  or  the  Social  and 
Rehabilitation  Service  in  PSRO.  It  appears  neither  is  going  to 
relinquish  any  power  to  BQA  gracefully.  Despite  a  great  deal 
of  memo  passing  at  HEW,  little  headway  in  coordinating  the 
efforts  of  the  three  in  PSRO  implementation  is  evident. 

Now  that  area  designations  have  been  published  and  the 
PSRO  implementation  pace  speeded,  this  rivalry  promises  to 
add  additional  confusion  to  the  implementation  process.  This 
confusion  will  be  most  evident  at  the  regional  and  local 
levels,  where  the  Social  Security  Administration  is  much 
stronger  in  resources  and  manpower,  which  remain  as  of  this 
writing  uncommitted  to  PSRO  implementation. 

Within  days  of  the  announcement  of  Dr.  Simmons  as  per¬ 
manent  Director  of  OPSR,  HEW  announced  it  had  proposed 
new  regulations  for  medicare  and  medicaid,  expanding 
utilization  review  for  both.  The  newly  proposed  regulations 
contain  provision  for  pre-admission  review,  length  of  stay 


based  on  diagnosis,  and  concurrent  review.  It  sounds  very 
much  like  PSRO. 

Under  these  proposed  regulations  Hospital  Utilization 
Review  Committees  would  be  responsible  for  carrying  out 
the  review  for  medicare.  Providing  that  the  state  does  not 
substitute  a  “better  arrangement,”  the  review  committees 
would  provide  the  same  function  for  medicaid. 

It  is  not  yet  clear  how  these  proposed  medicare-medicaid 
regulations  would  effect  PSRO  implementation  if  they  are 
put  into  effect.  U  nder  provisions  of  the  Bennett  Amendment, 
local  PSROs  must  utilize  the  services  of  hospital  review  com¬ 
mittees  as  long  as  these  committees  provide  effective  and 
timely  review.  The  PSRO  law  further  provides  that  until  a 
local  PSRO  is  established,  review  requirements  under  the 
medicare-medicaid  regulations  are  to  be  followed.  Thus, 
whether  or  not  or  if  the  Bennett  Amendment  is  implemented, 
the  review  committees  under  these  regulations  would  func¬ 
tion  much  the  same. 

But  will  the  review  committees  answer  to  the  local  PSROs 
first  or  to  the  Social  Security  Administration  in  medicare 
matters  and  the  Social  and  Rehabilitation  Service  in 
medicaid  matters?  Future  PSRO  regulation  will  have  to 
make  this  muddy  picture  a  lot  clearer.  Since  HEW  has  an¬ 
nounced  it  expects  to  have  fifty  signed  PSRO  contracts  by 
June,  we  can  expect  those  regulations  in  the  next  two  or  three 
months. 

Whether  the  newly  proposed  medicare  and  medicaid  regu¬ 
lations  will  remain  unchanged  is  another  big  question.  HEW 
had  previously  tried  to  institute  the  changes  without 
publishing  regulations  but  was  stopped  by  the  AM  A.  That  or¬ 
ganization  is  on  record  as  opposing  pre-admission  certifi¬ 
cation  for  either  medicare  or  medicaid  and  has  promised  to 
fight  any  attempts  to  force  this  on  physicians. 

Meanwhile,  the  PSRO  clock  continues  to  tick.  And  at  this 
time  no  one  can  guess  whether  HEW  is  creating  a  finely 
timed  organization — or  a  bomb. 


The  Communications  Division  of  the  Pennsyl¬ 
vania  Medical  Society  is  monitoring  develop¬ 
ments  regarding  Professional  Standards  Re¬ 
view  Organizations  as  well  as  other  govern¬ 
mental  efforts  to  put  controls  on  hospital  admis¬ 
sions  by  requiring  precertification  for  elective 
admissions.  From  time  to  time  special  reports 
will  be  issued  in  this  journal  on  news  in  this 
field. 


FEBRUARY  1974 


15 


r 


(T 


practice  management. 

How  to  achieve  effective  controls  over  supplies 


LEIF  C.  BECK,  LL.  B. 
Bala  Cynwyd 


A  number  of  small  medical  practices  (comprising  up  to  six 
doctors)  have  complained  that  they  have  no  effective  means 
of  controlling  their  medical  supplies.  Their  problems  include 
lack  of  information  as  to  available  supplies  and  failure  to 
reorder  supplies  when  needed.  Since  nothing  can  be  as  frus¬ 
trating  to  all  concerned  (the  doctor,  his  staff  and  the  patient) 
as  failure  to  have  an  item  on  hand  when  it  is  needed,  the  fol¬ 
lowing  guidelines  are  suggested  for  use  by  any  small  medical 
office. 

Single  Responsibility. 

One  specific  aide  should  be  made  responsible  for  the  cen¬ 
tral  supply  area  or  cabinets  (including  refrigerator  or  freezer) 
and  for  all  inventorying  and  reordering.  In  most  offices,  how¬ 
ever,  a  second  aide  should  be  “cross-trained”  to  handle  these 
responsibilities  only  during  the  primary  person’s  vacations, 
illness,  or  termination.  Unless  one  individual  is  so  respon¬ 
sible  and  accountable  to  her  employer,  almost  any  supply 
system  is  likely  to  fail. 

Replenishing  of  Rooms 

All  rooms  requiring  supplies  (the  examining  rooms  in 
medical  offices)  should  be  filled  with  each  necessary  supply 
to  a  prescribed  total  on  a  regularly  scheduled  basis.  Usually 
they  should  be  filled  once  a  week  and  on  a  specific  day  each 
week — for  instance,  every  Friday  afternoon — unless  an  item 
requires  replenishment  more  often.  The  reason  for  this  rule  is 
to  assure  a  relatively  steady  depletion  of  the  central  supply, 
thus  hopefully  avoiding  an  unanticipated  major  drain  on  an 
item  if  several  rooms  should  require  total  replenishment  at 
the  same  time. 

Responsibility  for  replenishing  the  individual  rooms 
should  normally  be  upon  the  persons  responsible  for  those 
rooms  (the  nurses  or  assistants  in  a  medical  office). 

If  there  are  special  circumstances,  the  central  supply  aide 
might  be  responsible  for  all  replenishments  (in  which  case  she 


might  even  keep  the  central  supply  under  lock  and  key),  but 
this  is  not  recommended  unless  necessary.  Also,  if  there  are 
drugs  to  be  dispensed  requiring  legal  accounting  to  regulato¬ 
ry  agencies,  the  suggestions  appearing  under  the  subtitle, 
"Drug  Records,”  should  be  considered. 

Reordering  Rules 

The  next  step  is  to  establish  a  specific  minimum  quantity 
of  each  item  to  be  on  hand  when  it  must  be  reordered.  This 
figure  for  each  item  should  be  based  on  both  (1)  the  normal 
time  lapse  between  when  it  is  reordered  and  when  it  is 
received,  and  (2)  the  amount  of  the  item  normally  used 
during  that  period  of  time.  As  a  rough  rule  of  thumb,  I  sug¬ 
gest  reordering  an  item  no  later  than  when  its  quantity  is 
down  to  twice  what  is  usually  needed  to  carry  the  practice 
through  the  reorder  period. 

Use  of  Supply  Card 

The  central  supply  aide  should  keep  an  up-to-date 
“Supply  Card”  on  each  separate  item.  This  form  can  be 
prepared  inexpensively  by  any  printer  (preferably  in  a  size 
such  as  4"  x  7")  after  an  office  lays  it  out  to  suit  any  special 
requirements.  It  should  contain  at  least  the  following  infor¬ 
mation: 

(a)  General  name  of  item  (as  it  is  called  in  your  office); 

(b)  Proper  description,  identification  number,  etc.  for 
reordering  purposes; 

(c)  Name,  address,  and  telephone  number  of  supplier  and 
of  the  specific  salesman  or  contact  person; 

(d)  Minimum  quantity  to  be  on  hand  before  reordering; 

(e)  Maximum  quantity  which  may  be  on  hand; 

(f)  In  columns,  the  date  and  amount  of  each  order,  and 
date  and  amount  received,  and  the  unit  price  paid. 

These  supply  cards  should  be  kept  in  a  small  card  file 
box,  normally  in  alphabetical  order,  maintained  only  by  the 
central  supply  aide.  She  may  then  use  the  cards  for  refer- 
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ence  as  she  visually  checks  the  central  supply  cabinet  or 
area  every  few  days,  referring  to  the  cards  to  determine 
whether  an  item  which  appears  in  low  quantity  should  be 
reordered.  When  she  does  reorder,  and  when  the  item  is 
thereafter  received,  she  should  mark  the  information  onto 
the  supply  card.  The  card  thus  becomes  a  handy  record  of 
reorder  times,  price  variations,  and  the  like. 

As  an  alternative  to  use  of  a  file  box,  some  practices 
place  each  card  physically  with  the  central  supply  of  the 
item  just  in  front  of  the  quantity  at  which  a  reorder  should 
be  made.  Under  this  system  the  card  physically  “tells”  the 
aide  to  reorder  as  she  is  withdrawing  supplies.  1  generally 
do  not  favor  this  system,  however,  out  of  concern  that  the 
supply  card  may  too  easily  be  misplaced. 

Drug  Records 

If  a  practice  dispenses  drugs  for  which  accurate  records 
must  be  kept  and  periodically  submitted  to  regulatory 

Mr.  Beck  is  President  of  Management  Consulting  for  Pro¬ 
fessionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 


agencies,  the  rules  suggested  above  should  nevertheless  be 
applied.  In  addition,  however,  the  following  special 
procedures  may  be  useful: 

(a)  AH  such  drug  items  must  be  solely  within  the  central 
supply  aide’s  control — perhaps  in  a  separate  locked  compart¬ 
ment. 

(b)  Only  that  aide  (or  her  relief  person  in  case  of  absence) 
may  hand  out  the  drug  items  to  other  aides  or  to  the  doctor, 
and  she  must  keep  a  running  record  of  each  item,  quantity, 
recipient  (or  room)  and  date  issued.  This  record  can  merely 
be  on  a  yellow  legal  pad  or  note  book. 

(c)  When  such  a  drug  item  is  given  to  a  patient,  it  must  be 
marked  on  the  patient’s  charge  slip  for  the  attention  of  the 
bookkeeper. 

(d)  The  bookkeeper  should  in  turn  make  a  separate  list 
which  should  be  periodically  checked  against  the  supply 
aide’s  record  of  issuances  before  submitting  a  report  to  the 
regulatory  agency  involved.  Any  deviations  between  the  two 
lists  would  indicate  a  problem  to  be  investigated  by  the  book¬ 
keeper  and  supply  aide,  with  the  doctor’s  involvement  if  nec¬ 
essary. 


FLEX  used  for  first  time  byj’ennsylvania  State  Board 


Pennsylvania  has  become  the  forty- 
sixth  state  to  use  FLEX  to  test 
physicians  wishing  to  be  licensed  in  the 
Commonwealth.  Until  the  first  FLEX 
was  administered  December  4  at  the 
Host  Inn,  Harrisburg,  the  State  Board 
of  Medical  Education  and  Licensure 
had  used  its  own  customized  test  twice 
yearly. 

FLEX,  an  acronym  for  “Federation 
Licensure  Examination,”  in  use  for  five 
years  now,  is  a  cooperative  achieve¬ 
ment  of  the  Federation  of  State 
Licensing  Boards,  and  is  based  on  cur¬ 
rent  and  pretested  questions  from  the 
pool  of  the  National  Board  of  Medical 
Examiners  (NBME).  The  federation 
hopes  to  have  FLEX  in  use  in  all  fifty 
states  in  the  near  future. 

Since  the  goal  is  to  have  a  test  of 
middle-range  difficulty,  FLEX  com¬ 
mittees  eliminate  overly  easy  or 
unusually  difficult  questions.  Com¬ 
mittees  hold  critical  reviews  twice  a 
year  and  confer  with  NBME  represent¬ 
atives  to  improve  and  stabilize  the  ex¬ 
amination. 

Lasting  three  days,  FLEX  uses  objec¬ 
tive,  multiple-choice,  machine-graded 
questions,  which  on  the  first  day 
emphasize  basic  sciences;  the  second 
day,  clinical  sciences;  and  the  third  day, 
clinical  competence.  Examinees  range 
from  new  medical  school  graduates  to 
people  out  of  school  for  many  years. 

Although  the  examination  is  given 


twice  a  year  on  the  same  dates 
throughout  the  nation,  it  is  adminis¬ 
tered  by  each  state  board.  Those 
wishing  to  take  the  test  can  obtain 
applications  from  any  state  board 
which  honors  FLEX. 

The  next  FLEX  is  scheduled  for  June 
11,  12,  and  13.  The  deadline  for  filing 
an  application  with  the  State  Board  of 
Medical  Education  and  Licensure  is 
March  1 1,  1974.  The  cost  is  $100,  and 
applications  are  available  from  Mrs. 
Alva  Cockley,  Secretary,  State  Board  of 
Medical  Education  and  Licensure,  279 
Boas  St.,  Harrisburg,  Pa.  17102. 

Goals  of  FLEX  are:  (1)  To  provide 
high  quality,  uniform,  and  valid  exami¬ 
nation  so  that  state  boards  can  better 


evaluate  clinical  competence;  (2)  To 
update  licensure  examination  in  rela¬ 
tion  to  modern  medical  education;  (3) 
To  establish  uniform  levels  of  examina¬ 
tion  among  the  states;  (4)  To  create  a 
basis  for  interstate  endorsement;  and 
(5)  To  provide  a  basis  to  help  in  manag¬ 
ing  the  foreign  medical  school  graduate 
problem. 

The  immediate  effect  of  the  switch  to 
FLEX  in  Pennsylvania  was  to  cut  the 
number  of  examinees  by  nearly  two- 
thirds.  More  than  1,100  physicians 
took  the  May  1973  Pennsylvania 
licensing  examination.  Only  428  sat  for 
the  December  FLEX  in  Harrisburg. 
Foreign  medical  school  graduates  again 
were  in  the  overwhelming  majority. 


What  you’ll  hear  discussed  at  the 
1974  Officers’  Conference 

Report  to  the  “Stockholders” 

Unraveling  the  Distribution  Knot 
Whither  PSRO 

PaMPAC  and  the  Amazing  Vote  Research  Machine 

Medical  Staff  Law — Myth,  Rumor,  and  Fact 

Keeping  Up. .  .and  Up. .  .and  Up — Continuing  Education 

April  24-25— Host  Inn-Harrisburg — Reserve  NOW! 
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1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies  ? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent /Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


Name _ 

Office  Address. 


City. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXkNDER 
kGENCY  NC. 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


State _ Zip - 

Telephone - — 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 
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Banana-Flavored  Donnagel  PG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 


The  evolution  of  Donnagel®  PG: 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects. 

Belladonna  alkaloids  for  antispasmodic  benefits. 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without 
the  unpleasant  taste— to  promote  the  production  of  formed  stools  and 
lessen  the  urge. 

And  a  delicious  banana  flavor  good  enough  for  the  most  discriminating 
tastes. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way 
yet  to  treat  acute,  non-specific  diarrheas. 


DonnagelPG 

Donnagel  with  paregoric  equivalent. 


Each  30cc.  contains: 

Kaolin . 6.0  g. 

Pectin . 142.8  mg. 

Hyoscyamine  sulfate .  0.1037  mg. 

Atropine  sulfate . 0.0194  mg. 

Hyoscine  hydrobromide .  0.0065  mg. 

Powdered  opium,  USP . 24.0  mg. 

(equivalent  to  paregoric  6  ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate 

(preservative) . 60.0  mg. 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 


AH'f^OBINS 


Chimp  courtesy  of  Ringling  Brothers  &  Bamum  &  Bailey  Combined  Shows.  Inc. 


A.  H.  Robins  Company,  Richmond,  Virginia  23220 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu¬ 
cosa,  promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom¬ 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  0 


Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100  mg. 

Codeine  phosphate . 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100  mg. 

Dextromethorphan  hydrobromide .  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate .  50  mg. 

Dextromethorphan  hydrobromide .  7.5  mg. 


Select  the  Robitussin® 
“Clear-Tract”  Formulation 
That  Treats  Your  Patient’s  a' 


Individual  Coughing 
Needs: 


Os 


o°V 


A 

\> 

ROBITUSSIN®  • 

• 

ROBITUSSIN  A-C®  ^ 

* 

ROBITUSSIN-DM®  • 

* 

* 

• 

ROBITUSSIN-PE®  • 

• 

COUGH  CALMERS®  ■ 

■ 

■ 

■ 

Keep  this  handy  chart  at  a  guide  in  (electing  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100  mg. 

Phenylephrine  hydrochloride .  10  mg. 

Alcohol,  1.4% 


/I'H-DOBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 


The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat¬ 
ing  organizations  for  the  laws,  regula¬ 
tions  and  professional  traditions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den¬ 
tists  and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter¬ 
ests  of  patients.  Productive  coopera¬ 
tion  has  been  achieved  through 
mutual  respect  as  well  as  a  common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den¬ 
tal  and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them¬ 
selves  guaranteed  absolute  protec¬ 
tion  from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter¬ 
professional  communications  regard¬ 
ing  drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im¬ 
proved  through  such  communica¬ 
tion,  taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi¬ 
cians  and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec¬ 
tion  remain  primary  and  do  not  per¬ 
mit  delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under¬ 
standing  and  cooperation  among  the 
professions  continue  to  grow. 


There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor¬ 
ized  substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator, 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. ,  Washington,  D.  C.  20005 


ium  levothyroxine) 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg,  0  3  mg.,  0.5  mg.,  scored  and 
color-coded  in  bottles  of  100,  500.  and  1000, 
Injection:  500  meg.  lyopteilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.SP.,  in  10 mi.  single-dose 
vial,  with  5  ml.  vial  of  Sodium  Chloride  Injection, 
U.S.R.as  a  diluent. 
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M.D.s  in  the  news 


ISRAEL  ZWERLING,  M.D.,  has 
been  named  professor  and  chairman  of 
the  department  of  mental  health 
sciences  at  Hahnemann  Medical 
College  and  Hospital,  Philadelphia.  He 
was  previously  director  of  the  Bronx 
State  Hospital  and  professor  of  psychia¬ 
try  at  Albert  Einstein  College  of  Medi¬ 
cine,  New  York.  He  is  a  fellow  of  the 
American  Psychiatric  Association,  the 
American  Association  on  Mental 
Deficiency,  and  the  New  York  Acade¬ 
my  of  Medicine. 


DR.  ZWERLING  DR.  WOLFSON 


The  award  of  honor  from  the  Ameri¬ 
can  Academy  of  Ophthalmology  and 
Otolaryngology  was  presented  to  ROB¬ 
ERT  J.  WOLFSON,  M.D.,  Bala 
Cynwyd,  at  the  recent  annual  conven¬ 
tion  in  Dallas,  Texas.  He  is  professor  of 
otolaryngology  and  head  of  the  section 
at  the  Medical  College  of  Pennsylvania. 
Dr.  Wolfson  is  a  diplomate  of  the 
American  Board  of  Otolaryngology 
and  a  fellow  of  the  American  College  of 
Surgeons. 

Two  members  of  the  faculty  at  Penn¬ 
sylvania  State  University  School  of 
Medicine,  Milton  S.  Hershey  Medical 
Center,  have  been  named  to  national 
posts  of  medical  specialty  organiza¬ 
tions.  HARRY  PRYSTOWSKY, 
M.D.,  provost  of  the  medical  center 
and  dean  of  the  medical  college,  and 
WILLIAM  E.  DeMUTH,  M.D., 
professor  of  surgery,  will  serve  on  the 
board  of  governors  of  the  American 
College  of  Surgeons. 

GEORGE  B.  FARIES,  JR.,  M.D., 
and  DONALD  L.  ADAMS,  M.D., 
Harrisburg  Hospital  staff  members, 
have  recently  received  board  certifi¬ 
cation  in  their  specialties.  Dr.  Faries, 
assistant  surgeon  in  outpatient  services, 
has  been  certified  by  the  American 
Board  of  Surgery.  Dr.  Adams,  assistant 
in  obstetrics  and  gynecology,  has  been 


certified  by  the  American  Board  of  Ob¬ 
stetrics  and  Gynecology. 

BERNARD  A.  KIRSHBAUM, 
M.D.,  associate  clinical  professor  of 
medicine  in  dermatology  at  Medical 
College  of  Pennsylvania,  and  JOHN  H. 
DOSSETT,  M.D.,  assistant  professor  of 
pediatrics  at  the  Pennsylvania  State 
University  School  of  Medicine,  Milton 
S.  Hershey  Medical  Center,  were  guest 
speakers  at  a  recent  symposium  on 
medical  care  cosponsored  by  the 
Lackawanna  County  Medical  Society 
and  the  Lackawanna  chapter  of  the 
American  Academy  of  Family  Prac¬ 
tice.  Dr.  Kirshbaum  discussed  the  der¬ 
matological  manifestations  of  vascular 
and  neurological  diseases  and  problems 
of  VD.  Dr.  Dossett  spoke  on  pediatric 
emergencies  and  genito-urinary  dis¬ 
eases  in  children. 

New  chairman  of  the  department  of 
pathology  at  the  University  of  Pennsyl¬ 
vania  School  of  Medicine  is  DAVID  T. 
ROWLANDS,  M.D.,  an  im- 
munobiologist  who  has  been  professor 
of  pathology  at  the  school  and 
researcher  in  cancer  and  organ 
transplantation.  He  is  currently 
chairman  of  the  medical  school’s  cur¬ 
riculum  committee  and  chairman  of 
both  the  personnel  committee  and  med¬ 
ical  faculty  senate.  He  is  a  past  presi¬ 
dent  of  the  Immunology  Club  of 
Philadelphia. 

A.  THOMAS  ANDREWS,  M.D., 
has  been  named  director  of  education 
for  the  department  of  medicine  at  Har¬ 
risburg  Hospital.  He  is  certified  by  the 
American  Board  of  Internal  Medicine. 

JOHN  C.  GAISFORD,  M.D.,  chief 
of  the  division  of  surgery  at  the  Western 
Pennsylvania  Hospital,  Pittsburgh,  has 
been  elected  vice  chairman  of  the 
American  Board  of  Plastic  Surgery.  He 
was  also  named  second  vice  president 
elect  of  the  American  College  of  Sur¬ 
geons. 

JOSEPH  J.  RUPP,  M.D.,  and 
O.  DHODANAND  KOWLESSAR, 
M.D.,  were  guest  speakers  at  a  program 
on  malabsorption  syndrome  and  gas¬ 
trointestinal  hormones  conducted  by 
Jefferson  Medical  College,  Philadel¬ 
phia,  in  Franklin  recently.  The  pro¬ 
gram  was  sponsored  by  the  Franklin 
Hospital. 


DC.  PEWTERBAUGH,  M.D., 
York  pediatrician,  was  honored  at  a 
dinner  recently  when  his  portrait  was 
presented  in  appreciation  for  his  many 
years  of  service  in  the  field  of  child 
growth  and  development. 

HUGH  R.  GILMORE,  JR.,  M.D., 
chief  of  the  cancer  control  section  of 
the  division  of  communicable  diseases 
of  the  Pennsylvania  Department  of 
Health,  has  been  elected  secretary  of 
the  Pennsylvania  Cancer  Coordinating 
Committee. 

AHSEN  T.  OZARDA,  M.D.,  for¬ 
merly  associate  professor  of  radiology 
at  the  University  of  Missouri  Medical 
Center,  has  been  named  radiation 
oncologist  for  the  new  supervoltage  ra¬ 
diation  therapy  unit  scheduled  to  open 
early  in  1974  at  Westmoreland  Hospi¬ 
tal  in  Greensburg. 

CYRIL  H.  WECHT,  M.D.,  clinical 
associate  professor  of  pathology  at  the 
University  of  Pittsburgh  Schools  of 
Medicine  and  Dentistry,  Pittsburgh, 
was  elected  National  Correspondent  of 
America  by  the  International  Academy 
of  Legal  Medicine  and  Social  Medicine 
in  Rome,  Italy,  recently. 

ALBERT  P.  SELTZER,  M.D.,  chief 
of  the  department  of  plastic  and  recon¬ 
structive  surgery  at  St.  Luke's  and 
Children’s  Medical  Center,  Philadel¬ 
phia,  recently  lectured  on  plastic  sur¬ 
gery  of  the  nose  and  face  lift  operation 
in  Bangkok,  Thailand,  and  Hong  Kong. 


A  plaque  in  honor  of  volunteer  service 
in  Israel  during  the  recent  war  is 
presented  to  S.  Osher  Pais,  M.D., 
Rydal  (right).  Milton  M.  Perloff,  M.D. 
(left),  president  of  the  medical  staff  of 
Albert  Einstein  Medical  Center 
Northern  Division  made  the  presenta¬ 
tion  to  the  radiologist. 
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M.D.s  in  the  news 


HENRY  A.  ARKLESS,  M.D.,  Bala 
Cynwyd,  has  been  appointed  clinical 
assistant  professor  of  medicine  at  Jef¬ 
ferson  Medical  College  of  Thomas  Jef¬ 
ferson  University  and  affiliate  in  car¬ 
diology  at  Albert  Einstein  Medical 
Center,  Daroff  Division.  He  is  a  fellow 
of  the  American  College  of  Physicians. 


ROBERT  J.  DEMUTH,  M.D.,  Erie 
plastic  surgeon,  presented  a  seminar  at 
Meadville  City  Hospital  recently.  It 
was  part  of  a  series  sponsored  by  the 
Crawford  County  Medical  Society,  the 
Pennsylvania  Medical  Society,  and 
Gannon  College.  He  spoke  on  the  care 
of  minor  hand  injuries. 


WIDAD  BAZZOUI,  M.D.,  former 
associate  professor  of  psychiatry  at  the 
University  of  Missouri,  has  moved  to 
McKean  County  to  become  medical 
director  of  the  drug  and  alcohol  pro¬ 
gram  of  the  Cameron-Elk-McKean- 
Potter  Mental  Health,  Mental  Retarda¬ 
tion  Department. 


Harry  Null,  M.D.,  a  physician  at 
West  Penn  Hospital,  Pittsburgh, 
donated  a  pint  of  blood  on  his 
birthday  recently,  launching  a  new 
blood  donation  drive  which  “is  the 
hottest  and  best  thing  to  come  down 
the  pike,”  according  to  Ned  Max¬ 
well,  M.D.,  director  of  the  Central 
Blood  Bank  of  Pittsburgh. 

Physicians’  birthday  pledge  cards 


have  been  sent  to  all  2,000  members 
of  the  Allegheny  County  Medical 
Society  asking  physicians  to  pledge  a 
pint  of  blood  on  their  birthdays. 
During  the  first  week,  a  hundred 
pledge  cards  were  signed.  A  special 
birthday  card  and  wall  placard  will 
be  sent  to  each  participant. 

Paid  donors,  who  have  a  record  of 
three  cases  of  hepatitis  per  1,000 

New  Officers 


donors,  were  eliminated  by  the 
blood  bank  in  October  1972.  The  in¬ 
cidence  of  hepatitis  in  volunteer 
donors  has  been  only  eight  in 
10,000.  In  addition,  the  elimination 
of  payments  to  donors  has  saved 
$  1 50,000  per  year. 

It  is  hoped  that  the  public  will  be 
as  responsive  to  the  birthday  pledge 
campaign  as  physicians  have  been. 


Mercer  County  Medical  Society 
Anderson  Donan,  M.D.,  Grove  City,  president 
Vincent  Ricciutti,  M.D.,  Sharon,  president  elect 
William  McWhirter,  M.D.,  Greenville,  vice  president 
Robert  Allen,  M.D.,  Sharon,  secretary-treasurer 


Lehigh  County  Medical  Society 
Raymond  P.  Seckinger,  M.D.,  Allentown,  president 
Leon  N.  Branton,  M.D.,  Allentown,  president  elect 
Morton  I.  Silverman,  M.D.,  Allentown,  vice  president 
Howard  L.  Carbaugh,  M.D.,  Allentown,  secretary 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 
Nioin  — 

A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBR0-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  .......  .50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  .  .  . 

thf  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

‘AVAILABLE  ON  REQUEST:  Ronald  I.  Goldberg,  M.D.  &  Franklin  I.  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964. 
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Advise  parents — protection  prevents  accidents 


Accidental  injury  represents  a  major  threat  to  the  health 
and  safety  of  our  population.  In  some  studies,  accidents  have 
outranked  disease  as  a  leading  cause  of  mortality  and  disabili¬ 
ty.  In  Pennsylvania  in  1971,  accidents  were  the  third  leading 
cause  of  death  in  children  under  the  age  of  five  years, 
preceded  by  diseases  of  early  infancy  and  congenital 
anomalies. 

Accidents  among  children  may  be  divided  according  to 
age  and  type  of  hazard  or  injury  most  prevalent  at  that  stage 
of  development.  For  example,  the  greatest  number  of  injuries 
in  the  one  to  two  year  age  group  seems  to  be  due  to  impact  in¬ 
juries  or  falls.  A  twelve  to  eighteen  month  old  child  is  begin¬ 
ning  to  develop  motor  skills  and  the  tendency  to  run  into 
household  items,  such  as  furniture,  is  greater  than  at  a  later 
age  when  these  skills  are  more  highly  developed. 

Poisoning  represents  the  next  major  developmental  haz¬ 
ard.  Drugs  have  been  named  as  a  major  source  of  intoxica¬ 
tion  in  the  two  to  four  year  age  group.  There  are,  however, 
other  more  readily  available  items  in  a  normal  household 
which  may  cause  accidental  poisoning,  such  as  solvents  or 
cleaners.  The  home,  a  child’s  principle  environment, 
provides  more  sources  of  potential  poisoning  than  any  other 
area.  A  recent  paper  in  a  pediatric  journal  reported  on  the 
hazards  of  lead  poisoning  from  colored  printing  ink  to 
children  who  supplement  their  diets  with  magazines.  Ac¬ 
cidental  poisoning,  in  most  cases,  has  not  been  the  result  of 


poor  or  unsafe  packaging.  Rather,  the  causative  agent  was  in 
the  proper  container  but  in  an  improper  or  unusual  location. 
This  is  not  to  say  that  all  products  that  are  dangerous  or  inju¬ 
rious  should  not  be  labeled  as  such  or  that  improvements  can 
not  be  made  on  containers.  Child-proof  caps  are  a  recent  in¬ 
novation  in  the  packaging  of  drugs  and  other  caustic  house¬ 
hold  items.  Many  cases  of  accidental  intoxication  may  be 
avoided  simply  by  replacing  the  cap  securely  and  putting  the 
product  in  its  proper  storage  area. 

Burns  or  thermal  injuries  are  another  hazard  to  the 
preschool  child.  Most  burn  incidents  are  caused  by  normal 
everyday  items.  A  major  home  burn  injury  is  scalding  by  hot 
liquids.  The  FDA  controls  toys  and  other  children’s  products 
which  present  electrical  or  thermal  hazards.  Flammable  fab¬ 
rics  are  controlled  to  some  extent  in  that,  since  July  1973, 
children's  sleepwear  up  to  size  6X  must  be  flameproofed. 

The  best  method  of  prevention  of  accidental  injury  to 
children  of  the  preschool  age  is  protection.  As  the  child 
grows  and  develops,  education  will  replace  the  need  for  pro¬ 
tection.  Accidents  will  never  be  completely  eliminated,  but 
watchfulness  and  the  old  adage  "A  place  for  everything  and 
everything  in  its  place”  could  reduce  childhood  injury  and 
death. 

David  A.  Smith.  M.D. 

Medical  Editor 
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Question  on  Cromolyn 

To  the  editor: 

I  refer  to  a  letter  to  the  editor  from  Dr.  Louis  Tuft  ap¬ 
pearing  in  the  December  ’73  issue. 

While  I  am  in  complete  agreement  with  the  contents  of  Dr. 
Tuft’s  letter,  one  of  his  statements  has  little  or  no  substantia¬ 
tion.  This  relates  to  the  reference  that  pneumonitis  will  result 
from  the  use  of  Cromolyn  Sodium.  After  reviewing  all  of  the 
literature,  to  my  knowledge  there  has  been  just  one  isolated 
case,  reported  from  Israel.  This  pertained  to  a  hyper-sensi¬ 
tivity  pneumonitis  following  the  use  of  this  drug  in  a  middle 
aged  female  patient. 

Harold  I.  Leeks,  M.D. 
Bala  Cynwyd 


Kudos  to  Leif  Beck 

Leif  C.  Beck,  L.L.B. 

Management  Consulting  for  Professionals,  Inc. 
Bala-Cynwyd,  Pa.  19004 
Dear  Mr.  Beck, 

I  would  like  to  express  my  appreciation  for  the  fascinating 
articles  that  you  are  writing  in  Pennsylvania  Medicine.  I  have 


just  incorporated  and  moved  my  office  and  your  articles  have 
been  a  great  help. 

This  is  certainly  an  area  where  all  doctors  need  help  and 
information.  I  hope  you  plan  to  continue  to  write  these  ar¬ 
ticles  for  quite  awhile. 

Richard  F.  Tignor,  M.D. 

Williamsport 
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Evaluating  lower  urinary  tract  injury 

EDGAR  J.  SANFORD,  M.D. 

Hershey 


i 


Intraperitoneal  or  extraperitoneal 
bladder  rupture  may  occur  following 
blunt  or  penetrating  trauma  to  the 
lower  abdomen  and  pelvis.  Pelvic  frac¬ 
ture  is  associated  with  a  10  percent  in¬ 
cidence  of  bladder  rupture.  “Straddle 
injuries”  usually  occur  from  a  fall  and 
are  associated  with  complete  or  partial 
tears  of  the  anterior  urethra.  Complete 
transection  of  the  urethra  occurs  in  the 
membranous  portion  and  is  almost 
always  associated  with  pelvic  fracture. 


Fig.  1.  Retrograde  urethrogram 
showing  intact  distal  urethra  with 
massive  extravasation  of  contrast  ma¬ 
terial  into  pelvis  in  patient  with 
complete  transection  of  the  mem¬ 
branous  urethra. 


Fig.  4.  Cystogram  exposure  in  the  an¬ 
terior-posterior  plane  showing  tear¬ 
drop  configuration  of  bladder  in¬ 
dicating  collection  of  fluid  in  pelvis. 
Extravasated  contrast  material  is  not 
readily  apparent  in  this  projection. 
The  upper  tracts  are  simultaneously 
seen  due  to  the  prior  injection  of  con¬ 
trast  material  for  the  intravenous 
urogram. 


Mortality  from  bladder  rupture  and 
urethral  injuries  can  be  eliminated  by 
prompt  recognition  and  surgical  inter¬ 
vention. 

After  the  initial  physical  examina¬ 
tion  and  the  institution  of  management 
for  any  associated  injury  requiring  im¬ 
mediate  attention,  the  patient  is  moved 
to  the  emergency  room  radiologic  unit 
and  a  plain  film  of  the  abdomen  is 
made.  An  infusion  urogram  with  300 
cc  of  25  percent  sodium  diatrizoate  is 
begun.  Simultaneously,  in  the  male,  a 
retrograde  urethrogram  is  obtained  by 
injecting  25-50  cc  of  water-soluble 
contrast  medium  (sodium  diatrizoate) 
with  an  asepto  bulb  syringe  directly 
into  the  external  urethral  meatus.  An 
oblique  film  is  made.  Extravasation  of 
dye  into  the  pelvis  (Fig.  1)  along  with 
the  inability  to  palpate  the  prostate 
gland  (Fig.  2)  indicates  urethral  tear  or 
transection.  If  the  urethrogram  dem¬ 
onstrates  an  intact  urethra  (Fig.  3),  or 
in  female  patients,  a  #18  French 
Foley  urethral  catheter  with  a  5  cc  bag 
may  be  passed  into  the  bladder.  Water- 
soluble  contrast  material  may  then  be 
instilled  into  the  bladder  and  exposures 
made  in  the  anterior-posterior  plane 
(Fig.  4)  and  both  right  and  left 
obliques  (Fig.  5).  At  least  300  cc  of 
contrast  material  should  be  used. 

It  is  imperative  that  another  ex¬ 
posure  in  the  anterior-posterior  plane 
be  made  following  the  drainage  of  all 
contrast  material  from  the  bladder. 
Most  frequently,  it  is  this  latter  film 
that  will  demonstrate  bladder  rupture. 
While  the  retrograde  urethrogram  and 
cystogram  are  being  performed,  ex¬ 
posures  completing  the  intravenous 
urogram  are  being  made  for  purposes 
of  evaluating  the  upper  urinary  tracts. 

Dr.  Sanford  is  assistant  professor  of 
surgery  in  the  division  of  urology  at 
the  Pennsylvania  State  University 
College  of  Medicine,  Milton  S. 
Hershey  Medical  Center.  The  Penn¬ 
sylvania  Division  of  the  American 
Trauma  Society  and  the  State  Soci¬ 
ety’s  Commission  on  Emergency 
Medical  Services  assist  in  the  dis¬ 
semination  of  information  on 
trauma. 


This  complete  radiologic  evaluation 
can  be  performed  in  1 5  to  30  minutes 
and  leaves  very  little  question  as  to  the 
presence  or  absence  of  significant 
urinary  tract  trauma. 


Fig.  2.  Complete  transection  of 
membranous  urethra  depicting  inabil¬ 
ity  to  palpate  the  displaced  prostate 
gland — the  pathognomonic  “floating 
prostate’’  of  this  injury. 


Fig.  3.  Normal  retrograde  urethro¬ 
gram. 


Fig.  5.  Oblique  cystogram  showing 
the  bladder  lying  posterior  to  anterior 
extravasation  of  contrast  material 
from  bladder  rupture. 
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Successful  surgical  treatment  of  false 
ventricular  aneurysm 

MONEIM  A.  FADALI,  M.D.  RENATE  L.  SOULEN,  M.D.  MILTON  J.  SANDS,  JR.,  M.D. 

GERALD  M.  LEMOLE,  M.D.  GERALD  F.  KAPLAN,  M.D. 


MYOCARDIAL  infarction  is  the 
most  common  cause  of  ven¬ 
tricular  aneurysms.  The  lesion  is  said 
to  occur  in  ten  to  fifteen  percent  of  pa¬ 
tients  following  acute  myocardial  in¬ 
farction.1  However,  with  the  use  of  the 
present  diagnostic  tools  which  include 
electrocardiography,  fluoroscopy,  and 


Figure  1  A.  PA  film  of  the  chest  shows 
marked  prominence  and  rounding  of 
the  left  heart  border  which  is  partially 
obscured  by  left  pleural  fluid  with 
normal  right  heart  border,  great 
vessels,  and  pulmonary  vasculature. 


Figure  IB.  Lateral  film  shows  consid¬ 
erable  abnormal  density  posteriorly 
which  cannot  be  separated  from  the 
cardiac  silhouette  and  which  has  a 
well-defined  convex  superior  border 
(arrows)  clearly  placing  the  density  in 
the  mediastinum. 


Philadelphia 

ventriculography,  an  incidence  of  25 
percent  is  probably  more  accurate.2 
The  lesion  frequently  affects  the  lateral 
and  anterior  walls  of  the  left  ventricle. 
Aneurysms  of  the  posterior  wall  are 
rare  because  the  papillary  muscles  sup¬ 
porting  the  mitral  valve  are  attached  to 
the  posterior  wall  and  a  massive  in¬ 
farction  in  this  area  is  likely  to  result 
in  lethal  acute  mitral  insufficiency. 
Pseudo-aneurysms  of  the  left  ventricle 
following  acute  myocardial  infarction 
are  exceedingly  rare  because  in  most 
instances  rupture  of  this  chamber  leads 
to  fatal  hemopericardium.  Our  experi¬ 
ence  with  and  successful  treatment  of  a 
giant  false  aneurysm  of  the  posterior 
left  ventricular  wall  are  the  subject  of 
this  report  and  literature  review. 

Case  Report 

W.  T.,  a  67-year-old  man,  was 
referred  to  Temple  University  Health 
Sciences  Center  with  a  diagnosis  of  in¬ 
tractable  congestive  heart  failure  sec¬ 
ondary  to  post-infarction  ventricular 
septal  defect.  He  was  hospitalized  else¬ 
where  seven  months  prior  to  admission 
with  acute  myocardial  infarction. 
During  that  admission,  left  thoracen¬ 
tesis  was  performed  twice  for  pleural  ef¬ 
fusion,  and  frank  blood  was  obtained 
on  both  occasions  arousing  suspicion  of 
a  traumatic  tap.  Following  discharge  he 
remained  in  intractable  heart  failure  in 
spite  of  rest  and  continued  medication 
with  digitalis,  diuretics,  and  salt  and 
water  restriction.  This  necessitated 
readmission  at  another  hospital  where 
cardiac  catheterization  was  undertaken 
and  a  thorough  search  made  for  an  oc¬ 
cult  malignancy  to  explain  his  recent 
fifty  to  sixty  pound  weight  loss.  During 
catheterization,  initial  injection  of  the 
left  ventricle  showed  what  was  thought 
to  be  a  large  ventricular  septal  defect. 
However,  a  second  injection  was  not 
done,  and  the  study  was  terminated  due 
to  an  episode  of  pulmonary  edema.  The 
search  for  malignancy  was  negative.  He 
was  then  transferred  to  Temple  Univer¬ 
sity  Health  Sciences  Center  for  further 
evaluation  and  treatment. 


Physical  examination  revealed  a 
thin,  chronically  ill  white  man  sitting  in 
bed  at  an  angle  of  30°  with  respiratory 
distress.  The  heart  rate  was  108  and 
regular;  blood  pressure  was  120/70. 
Neck  veins  were  distended  with  a 
prominent  A  wave  and  a  positive 
hepato-jugular  reflux.  Carotid  pulse 
had  a  normal  up-stroke  and  a  rapid 
run-off.  The  point  of  maximal  impulse 
was  in  the  sixth  interspace  at  the  an¬ 
terior  axillary  line  with  a  diffuse  im¬ 
pulse  and  a  peculiar  asynchronous 
rocky  motion.  There  was  a  palpable 
S4,  but  there  was  no  palpable  3  and  no 
evidence  of  right  ventricular  hyper¬ 
trophy.  The  pulmonary  component  of 
the  second  sound  was  accentuated  and 
an  early  diastolic  sound  audible  at  the 
apex.  There  was  a  short  ejection 
systolic  murmur,  and  the  aortic  com¬ 
ponent  of  the  second  sound  was 
followed  by  a  2/6  diastolic  blowing 
murmur.  Examination  of  the  lungs 
revealed  diminished  tactile  fremitus, 
dull  percussion  noted,  and  decreased 
breath  sounds  below  the  left  scapula  to 
the  base  of  the  lung.  Fine  rales  were 
heard  over  the  right  base.  The  liver 
was  tender  and  palpable  five  cm  below 
the  costal  margin.  Peripheral  pulses 
were  symmetrical  and  there  was  no  pe¬ 
ripheral  edema,  cyanosis,  or  clubbing. 
Neurologic  examination  revealed  a 
mild  organic  brain  syndrome  with  no 
evidence  of  focal  neurologic  deficit. 

Laboratory  studies  on  admission 
showed  a  hemoglobin  of  11.3  and  a 
hematocrit  of  34.7  percent,  a  normal 
white  blood  and  platelet  count.  The 
sodium,  potassium  chloride,  CO2, 
blood  urea  nitrogen,  creatinine, 
prothrombin,  partial  thromboplastin, 
lactate  dehydrogenase,  serum  glutamic 
oxaloacetic  transaminase,  and  creatine 
phosphokinase  were  within  normal 
limits.  The  electrocardiogram  showed 
low  QRS  voltage,  left  atrial  ab¬ 
normality  and  nonspecific  ST-T  ab¬ 
normalities.  Pulmonary  function  tests 
revealed  moderate  degree  of  lung  re¬ 
striction  with  no  airway  obstruction 
and  normal  arterial  gases.  Admission 
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Figures  2A  and  2B.  Selected  frames 
from  left  ventricular  cineangiogram  in 
left  anterior  oblique  projection. 


chest  x-ray  (Fig.  1)  demonstrated 
marked  left  ventricular  prominence 
suggestive  of  an  aneurysm  and  a  mod¬ 
erate  degree  of  left  pleural  effusion. 
The  pulmonary  vasculature  appeared 
normal.  However,  a  cardiac  series  a 
few  days  later  revealed  progression  to 


frank  congestive  heart  failure  with  sig¬ 
nificant  increase  in  the  left  pleural  ef¬ 
fusion  and  confirmed  the  absence  of 
other  cardiac  chamber  enlargement. 

Cardiac  catheterization  demon¬ 
strated  slightly  elevated  rightsided 
pressures  which  included  right  atrial 
pressure  of  seven  with  A  wave  of  10 
mm  Hg,  right  ventricle,  47/7,  pulmo¬ 
nary  artery,  38/10  (30)  and  a  wedge  of 
20.  The  left  ventricular  pressure  was 
104/27.  Cardiac  output  was  3.8  L/min 
with  a  cardiac  index  of  2.4  L/min/m2 
utilizing  the  Fick  method.  There  was 
no  abnormal  step-up  in  oxygen  satura¬ 
tion  between  the  right  cardiac 
chambers.  Left  ventricular  injection  in 
the  left  anterior  oblique  and  right  an¬ 
terior  oblique  projections  revealed  a 
large  aneurysmal  sac  originating  from 
the  posterior  left  ventricular  wall  and 
extending  to  the  posterolateral  chest 
wall  (Fig.  2).  Selective  coronary  ar¬ 
teriography  demonstrated  complete 
occlusion  of  the  right  coronary  artery, 
60  percent  proximal  stenosis  of  the  left 
anterior  descending,  and  diffuse  ir¬ 
regularity  of  the  circumflex. 

On  the  tenth  hospital  day  the  patient 
was  explored  through  a  median  sterno¬ 
tomy  incision.  After  heparinization, 
cardiopulmonary  bypass  was  instituted 
by  cannulation  of  the  superior  and  infe¬ 
rior  vena  cavae  and  the  right  femoral 
artery.  The  left  ventricular  chamber 
was  vented  via  a  catheter  introduced 
through  the  left  atrium.  Ventricular 


Figures  2C  and  2D.  Line  drawings  of  A  and  B.  Left  ventricle  (LV)  which  is  somewhat 
enlarged;  S — intact  interventricular  septum;  A — contrast  medium  within  the  false 
aneurysm;  Sp — thoracic  spine;  D — diaphragm.  A  pigtail  catheter  has  been  passed 
into  the  LV  from  a  femoral  artery;  an  NIH  catheter  courses  from  an  antecubital  vein 
into  the  pulmonary  artery.  Early  during  injection  (A)  contrast  begins  to  enter  the 
false  sac.  Note  the  small  size  of  the  mouth  (curved  arrows).  A  bit  later  this  contrast 
extends  over  the  spine;  later  still  the  sac  was  seen  to  extend  to  the  posterolateral 
chest  wall,  but  dilution  was  too  great  to  permit  satisfactory  reproduction  in  print. 


fibrillation  was  electrically  induced  and 
the  aorta  cross-clamped  before  dis¬ 
secting  the  aneurysm  in  order  to  avoid 
embolism  by  clots  that  might  detach 
from  the  sac.  The  aneurysm  occupied 
the  entire  lower  left  side  of  the  chest 
and  measured  22  by  12  cm.  The  sac  was 
opened  and  a  nonorganized  thrombus 
loosely  attached  to  the  inner  wall  was 
removed.  The  aneurysm  arose  from  the 
posterior  wall  of  the  left  ventricle  below 
the  mitral  valve  annulus  by  a  2.5  x  1.5 
cm  opening.  Three  additional  perfora¬ 
tions,  0.2  cm  in  diameter,  com¬ 
municated  the  false  sac  with  the  left 
ventricular  chamber.  The  sac  was  thin 
and  consisted  of  fibrous  tissue  and 
adherent  parietal  pericardium.  It  was 
dissected  from  the  left  ventricle,  left 
atrium,  diaphragm,  left  lung,  aorta,  and 
esophagus.  It  was  then  excised  and  the 
left  ventricular  defect  closed  with 
mattress  sutures  of  prolene  reinforced 
with  dacron  buttresses.  The  heart  was 
defibrillated;  and,  on  terminating 
bypass,  effective  cardiac  contractions 
were  achieved.  Due  to  the  patient's 
poor  general  condition,  it  was  elected 
not  to  add  coronary  artery  bypass 
grafting3-5  at  this  stage.  The  patient, 
who  was  in  intractable  heart  failure 
prior  to  surgery,  was  discharged  from 
the  hospital  in  satisfactory  condition 
and  is  doing  well  six  months  after  sur¬ 
gery. 

Microscopic  examination  revealed 
scarring  of  the  left  ventricular  myocar¬ 
dium  adjacent  to  the  mouth  of  the 
aneurysm,  consistent  with  the  diag¬ 
nosis  of  an  old  healed  infarct.  This 
scarring  was  continuou.s  with  the 
fibrous  tissue  layer  that  represented 
the  wall  of  the  pseudoaneurysm. 

Discussion 

Aneurysms  of  the  heart  may  be  ei¬ 
ther  congenital  or  acquired.  The  con¬ 
genital  variety  first  described  by 
O’Bryan  in  18346  has  been  subdivided 
into  diverticuloid  and  saccular.  Diver- 
ticuloid  aneurysms  are  much  common¬ 
er  and  originate  from  the  apex  of  the 
ventricle,  penetrate  through  a 
diaphragmatic  defect,  and  present  in 
the  epigastrium.  Roessler7  first  suc¬ 
cessfully  resected  this  lesion  in  1944, 
and  Davila8  performed  the  first  suc¬ 
cessful  excision  under  cardiopul¬ 
monary  bypass  in  1964.  The  saccular 
variety  is  generally  asymptomatic  and 
discovered  accidentally  on  radiograms 


FEBRUARY  1974 


33 


or  at  autopsy  as  pouches  arising  from 
the  nonapical  part  of  the  left  ventricle. 

The  subvalvular  left  ventricular 
aneurysms  described  in  young  African 
negroes9  probably  represent  herniation 
through  a  congenital  defect  in  the  wall 
of  the  left  ventricle. 

Trauma  can  cause  true  and  false 
aneurysms.10  Blunt  trauma  more  com¬ 
monly  leads  to  a  true  aneurysm  forma¬ 
tion,  while  aneurysms  following  pene¬ 
trating  wounds  are  almost  always  false. 
Successful  repair  of  these  aneurysms 
have  been  reported.  n<12 

Most  myocardial  infarction  left  ven¬ 
tricular  aneurysms  are  of  the  true  vari¬ 
ety  where  the  scarred  myocardium 
forms  the  aneurysmal  wall.  The  mouth 
of  the  aneurysm  is  as  wide  or  wider 
than  the  diameter  of  the  aneurysmal 
chamber.  False  aneurysms  resulting 
from  myocardial  infarction  are  exceed¬ 
ingly  rare  since  ventricular  rupture 
usually  leads  to  fatal  cardiac  tam¬ 
ponade.  However,  the  pathophysiology 
may  favor  false  aneurysmal  formation 
if  the  leak  resulting  from  rupture  of  a 
transmural  ventricular  infarct  is  con¬ 
tained  by  overlying  pericarditis.  In 
contrast  to  the  true  variety,  false 
aneurysms  may  reach  giant  sizes;  but 
the  mouth  of  the  aneurysm  is  always 
very  narrow.  Because  of  their  con¬ 
tinued  enlargement,  rupture  of  false 
aneurysms  is  an  eminent  threat  in  con¬ 
tradistinction  to  the  very  rare  rupture 
of  chronic  true  aneurysms.  lil:? 

An  interesting  feature  common  to 
both  varieties  of  aneurysm  is  the  occur¬ 
rence  of  thrombi  in  the  sac,  though 
these  thrombi  differ  in  nature.  Thrombi 
in  pseudoaneurysms  generally  remain 
fibrin  because  the  sac  is  essentially 
avascular,  while  in  true  aneurysms 
thrombi  usually  organize  and  adhere 
to  the  wall.  However,  the  small  ostea 
of  false  aneurysms  apparently  reduce 
the  incidence  of  systemic  embolism 
with  these  lesions.  At  operation,  the 
present  case  had  loose  nonorganized 
thrombi  within  the  aneurysmal  sac.  To 
avoid  systemic  and  coronary  emboli 
during  surgery,  these  aneurysms 
should  not  be  handled  before  total  car¬ 
diopulmonary  bypass  is  instituted,  the 
ascending  aorta  cross-clamped,  and  the 
heart  electrically  fibrillated.  The  in¬ 
cidence  of  emboli  in  pseudoaneurysms 
is  difficult  to  ascertain  due  to  lack  of 
detailed  reports  on  these  rare  lesions. 
So  also  is  the  incidence  of  arrythmias 


which  have  been  encountered  with  this 
lesion.  The  hemodynamics  of  false 
aneurysms  simulate  mitral  valve  regur¬ 
gitation  since  a  portion  of  the  stroke 
volume  will  be  sequestered  in  the  sac 
during  systole.  The  sac  being  big  in 
most  cases,  cardiac  output  is  therefore 
significantly  reduced  and  intractable 
heart  failure  frequently  results. 

The  indications  for  resection  are  the 
same  for  the  false  and  true  varieties, 
namely  intractable  congestive  heart 
failure,  recurrent  arrhythmias,  and  sys¬ 
temic  embolization.  The  threat  of  rup¬ 
ture  is  an  added  and  a  prime  indication 
for  surgical  resection  of  false  an¬ 
eurysms.  Aggressive  surgical  therapy 
for  these  lesions  is  therefore  war¬ 
ranted. 

Diagnosis  of  post-infarction,  left 
ventricular  aneurysms  can  be  sus¬ 
pected  from  the  clinical  picture,  chest 
roentgenogram,  and  electrocar¬ 
diogram.  But  a  ventriculogram  is  es¬ 
sential  to  confirm  the  presence  and  es¬ 
tablish  the  type  of  the  aneurysm. 

Our  literature  review  revealed 
reports  on  seventeen  patients  with 
post-infarction  false  aneurysm. 1:5-22 
Resection  under  cardiopulmonary 
bypass  was  reported  in  three  cases. 
One  case22  has  posterior  wall,  left  ven¬ 
tricular  aneurysm,  but  the  patient  suc¬ 
cumbed  during  thoracotomy  closure. 
In  the  other  two  cases1'1  the  aneurysm 
arose  from  the  anterior  ventricular 
wall,  but  no  follow-up  is  reported. 

Summary 

The  clinical  and  laboratory  findings 
in  a  67-year-old  white  man  who  had  a 
false  aneurysm  of  the  left  ventricle  diag¬ 
nosed  seven  months  after  acute 
myocardial  infarction  are  reported. 
Aneurysm  was  successfully  resected 
with  the  aid  of  cardiopulmonary 
bypass.  The  patient  who  was  in  intrac- 

The  authors  are  all  members  of  the 
staff  at  Temple  University  Health 
Sciences  Center,  Philadelphia.  Dr. 
Fadali  is  assistant  professor  of  sur¬ 
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diology.  Dr.  Lemole  is  associate 
professor  of  surgery  and  chief  of  the 
cardiothoracic  surgery  section.  Dr. 
Kaplan  is  a  surgical  resident. 


table  heart  failure  before  surgery  was 
discharged  from  the  hospital  in  satisfac¬ 
tory  condition  and  is  doing  well  six 
months  after  operation.  To  our  knowl¬ 
edge  this  represents  the  first  successful 
resection  of  a  post-infarction  left  ven¬ 
tricular  false  aneurysm.  □ 

REFERENCES 

1.  Abrams,  D.;  Edelist,  A.;  Luria,  M.;  Miller,  A. 

Ventricular  aneurysm.  Circ.  27:164,  1963. 

2.  Fadali,  M.  A.  et  al.  Data  to  be  published. 

3.  Fadali,  M.  A.;  Lemole,  G.  M.  Suture  tech¬ 
nique  for  internal  mammary-coronary  artery 
bypass  without  optical  magnification.  Chest 
63:610,  1973. 

4.  Fadali,  M.  A.  Surgery  of  the  Coronary  Ar¬ 
tery.  International  College  of  Surgeons  Fifth  West¬ 
ern  Hemisphere  Congress.  San  Diego,  California 
Nov.  12-16,  1972. 

5.  Fadali,  M.  A.  The  role  of  coronary  artery 
bypass  surgery  in  the  treatment  of  myocardial 
ischemia.  Penna.  Med.  76:59,  1973. 

6.  O’Bryan  in  T.  B.  Peacock  (Ed.)  On  Malfor¬ 
mations  of  the  Human  Heart.  (2nd  edition), 
London,  J.  Churchill  and  Sons,  1866. 

7.  Roessler,  W.  Erfolgreiche  operative  en- 
ternung  lines  ektopischen  Herzdivertikels  and 
einem  Neugeborenen.  Deutsch  Ztschr.  f.  Chir. 
258:561,  1944. 

8.  Davila,  J.;  Enriquez,  F.;  Bergoglio,  S.;  Voci, 
G.;  Wells,  C.  R.  Congenital  aneurysm  of  the  left 
ventricle.  Ann.  Thor.  Surg.  1:697,  1965. 

9.  Chester,  E.;  Tucker,  R.  B.  K. ;  Barlow,  J.  B. 

Subvalvular  and  apical  left  ventricular  aneurysms 
in  the  Bantu  as  a  source  of  systemic  emboli.  Circ. 
35:1156,  1967. 

10.  Killen,  D.;  Gobbel,  W.;  France,  R.;  Vix,  V. 

Post  traumatic  aneurysm  of  the  left  ventricle.  Circ. 
39:101,  1969. 

11.  Lyons,  C.;  Perkins,  R.  Resection  of  a  left 
ventricular  aneurysm  secondary  to  cardiac  stab 
wound.  Ann.  Surg.  147:256,  1958. 

12.  Aronstam,  E.  M.;  Strader,  L.  D.;  Geiger, 
J.  P.;  Gomez,  A.  C.  Traumatic  left  ventricular 
aneurysm.  J.  Thor,  and  Cardiovasc.  Surg.  59:239, 
1970. 

13.  Van  Tassel,  R.  A.;  Edwards,  J.  E.  Rupture  of 
heart  complicating  myocardial  infarction.  Chest 
61:104,  1972. 

14.  Legg,  L.  N.  Some  Accounts  of  Cardiac 

Aneurysms.  Bradshaw  Lecture  p.  75.  Read  before 
the  Royal  College  of  Physicians  of  London  on 
August  18,  1883,  London,  1884.  J.  and  A. 

Churchill. 

15.  Berlin,  R.;  Hallen,  L.  Ein  fall  von  Her- 
zaneurysms  mit  setteur  lokalisation.  Acta  Med. 
Scand.  95:34,  1938. 

16.  Bjornsson,  L.  Pseudoaneurysm  of  the  left 
ventricle  of  the  heart.  A  rare  complication  of 
myocardial  rupture  following  infarction:  Report  of 
a  case.  Am.  J.  Clin.  Path.  41:302,  1964. 

17.  Chesler,  E.;  Korns,  M.;  Semba,  T.;  Edwards, 
J.  False  aneurysms  of  the  left  ventricle  following 
myocardial  infarction.  Am.  J.  Card.  23:76,  1969. 

18.  Cone,  R.  B.;  Hawley,  R.  L.  Pseudoaneurysm 
of  the  heart  following  infarction.  Arch.  Path. 
77:166,  1964. 

19.  Hunter,  W.  C.;  Benson,  R.  L.  Rare  form  of 
saccular  cardiac  aneurysm  with  spontaneous  rup¬ 
ture.  Am.  J.  Path.  9:593,  1933. 

20.  Hurst,  C.  O.;  Fine,  G.;  Keyes,  J.  W. 
Pseudoaneurysm  of  the  heart.  Report  of  a  case 
and  review  of  the  literature.  Circ.  28:427,  1963. 

21.  Riederer,  J.;  Themel,  K.  G.  Zur  diagnose 
und  differential  diagnose  eimes  Herzwan- 
daneurysms  mit  rupture  und  pseudodivertikel- 
bidung  des  perikards.  Cardiologia  27:44,  1955. 

22.  Roberts,  W.  C.;  Morrow,  A.  G.  Pseu¬ 
doaneurysm  of  the  left  ventricle.  An  unusual  sequal 
of  myocardial  infarction  and  rupture  of  the  heart. 
Am.  J.  Med.  43:639,  1967. 


34 


PENNSYLVANIA  MEDICINE 


Multiple  agent  chemotherapy  recommended 

- - —  » 

Managing  the  acute  leukemias 


THE  introduction  of  aggressive, 
multiple  agent  chemotherapy  for 
the  treatment  of  the  acute  leukemias 
has  lengthened  survival  times  to  a 
point  at  which  some  observers  are  dis¬ 
cussing  possible  cures  of  the  disease. 
These  increased  survivals  have  also  led 
to  a  greater  awareness  of  the  problem 
of  leukemic  involvement  of  the  central 
nervous  system  and  the  relative  inabili¬ 
ty  of  the  present  chemotherapeutic 
agents  to  prevent  or  treat  this  serious 
complication. 

Several  studies  have  appeared  in  the 
literature  regarding  the  management 
of  acute  childhood  lymphocytic 
leukemia,  but  no  series  of  patients  with 
other  leukemic  cell  types  has  as  yet 
been  reported. 

It  is  the  purpose  of  this  paper  to 
review  the  clinical  entity  of  central 
nervous  system  leukemia  and  its  rela¬ 
tionship  to  the  systemic  disease  and  to 
discuss  a  new  approach  to  its  manage¬ 
ment. 
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The  clinical  entity  of  leukemia  was 
first  described  in  1845  by  Virchow, 
Cragie,  and  Bennett,  and  the  entity  of 
acute  leukemia  in  1857  by  Friedreich. 
Later  authors  subdivided  the  acute 
phase  of  the  disease  based  on  the  pre¬ 
dominant  cell  type,  with  acute 
lymphocytic  leukemia  representing 
about  70  percent  of  the  cases.12 

Between  1857  and  1948,  when  folic 
acid  antagonists  were  first  introduced 
by  Farber  and  associates,7  the  disease 
was  universally  fatal,  usually  within  a 
short  time  of  the  onset  of  symptoms. 

Throughout  those  years,  radiation 
was  used  primarily  as  a  method  of 
palliating  local  problems.  More  recent 
attempts  to  utilize  extracorporeal  ir¬ 
radiation  in  the  definitive  management 
of  the  disease  have  met  with  short¬ 
lived  success.18 

Since  1948,  the  introduction  of  sys¬ 
temic  agents  such  as  Prednisone, 
Vincristine,  Daunomycin,  6-mercap- 
topurine.  Methotrexate,  Cyclophos¬ 
phamide,  Cytosine  arabinoside,  and  1- 
asparaginase,  used  alone  or  in  combi¬ 
nation,  has  produced  marked  improve¬ 
ments  in  the  length  of  initial  remission 
and  survival  times. 


Discussion 

With  prolongation  of  survival  times, 
increasing  awareness  has  come  of  the 
problem  of  leukemic  involvement  of 
the  central  nervous  system  or  menin¬ 
geal  leukemia,  defined  as  infiltration 
of  the  leptomeninges  by  leukemic  cells. 

Wintrobe,20  in  a  study  of  334  cases 
of  acute  leukemia,  reports  sixty-nine 
(20.5  percent)  with  clinical  manifesta¬ 
tions  of  central  nervous  system  in¬ 
volvement.  According  to  Skeel,17  50 
percent  of  patients  with  acute 
lymphocytic  leukemia  will  have  evi¬ 
dence  of  central  nervous  system 
manifestations  during  the  course  of 
their  disease,  and  Hyman  et  al9  report 
an  incidence  of  thirty-four  (26  percent) 
in  132  children  studied. 

Intensive  studies  utilizing  Metho¬ 
trexate  and  6-mercaptopurine9  demon¬ 
strated  conclusively  that,  in  standard 
systemic  doses,  these  agents  failed  to 
cross  the  blood-brain  barrier  in  thera¬ 
peutic  concentrations.  In  general, 
there  appears  to  be  no  significant  rela¬ 
tionship  between  the  chemother¬ 
apeutic  agents  being  used  and  the  de¬ 
velopment  of  central  nervous  system 
leukemia  (see  Table  I). 


TABLE  1 

Leukemia  Therapy  and  the  Development  of  CNS  Involvement9 

Therapy 

Number  of  Patients 

Therapy  Prior 

Therapy 

to  Onset 

at  Onset 

Purine  antagonists 
(6-mercaptopurine, 
thioguanosine) 

53 

18 

Folic  acid  antagonists 
methotrexate 

40 

29 

Steroids 

prednisone 

39 

6 

Others 

4 

2 

None 

4 

4 
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TABLE  II 

Status  of  Systemic  Leukemia  at 
Onset  of  109  CNS  Episodes  in  59 

Patients9 

Status  of 

No. 

Systemic  Leukemia 

Episodes 

1. 

No  apparent 

disease 

32 

2. 

Mild  disease 

25 

3. 

Moderate  disease 

34 

4. 

Advanced  disease 

18 

TABLE  III 

Bone  Marrow  Findings  at  Onset  of 

109  CNS  Episodes  in  59  Patients9 

No. 

Marrow  Rating 

Episodes 

1. 

No  evidence  of 

leukemia 

58 

2. 

Moderate  leukemic 

involvement 

9 

3. 

Marked  leukemic 

involvement 

42 

TABLE  IV 

Signs  and  Symptoms  of  CNS  Involvement  Occurring  in  59  Patients9 

Secondary  to  Increased  CSF  Psychic  Disturbances  (12  Pts.) 

Pressure  (56  Pts.) 


What  is  becoming  more  apparent 
and  disturbing  is  the  frequency  of  ap¬ 
pearance  of  central  nervous  system  in¬ 
volvement  when  the  patient  is  in  pe¬ 
ripheral  remission  (see  Tables  II  and 
III). 

Farber4  in  a  review  of  974  children 
treated  at  the  Children's  Cancer 
Research  Foundation  reports  the  in¬ 
cidence  of  central  nervous  system 
leukemia  in  40  percent.  Patients  in 
complete  peripheral  remission  ac¬ 
counted  for  54  percent  of  these  epi¬ 
sodes. 

Pinkel15  has  reported  that  30  to  50 
percent  of  patients  in  peripheral  remis¬ 
sion  will  develop  meningeal  relapse 
prior  to  hemotologic  relapse  and  that 
the  meninges  may  represent  the  source 
of  peripheral  reseeding  of  the  disease. 

Clinically,  central  nervous  system 
involvement  can  take  the  form  of  infil¬ 
tration,  hemorrhage,  thrombosis,  or 
tumor-like  growths. 

The  signs  and  symptoms  in  order  of 
frequency  (see  Table  IV)  include 
emesis,  headache,  lethargy,  manifesta¬ 
tions  of  increased  cerebrospinal  fluid 
pressure,  ocular  disturbances,  cranial 
and  peripheral  nerve  dysfunction, 
psychic  disturbances,  Cushing’s  syn¬ 
drome,  auditory  disturbances,  au¬ 
tonomic  nervous  system  dysfunction, 
and  speech  disturbances. 

Electroencephalograms  are  ab¬ 
normal  in  approximately  75  percent, 
and  skull  x-rays  will  demonstrate  signs 
of  increased  cerebrospinal  fluid  pres¬ 
sure  in  5  1  percent.9 

In  review  of  101  cases,  Hyman  et  al9 
found  that  abnormalities  of  the 
cerebrospinal  fluid  occurred  in  ninety- 
five  (91  percent)  and  consistently 
preceded  the  onset  of  clinical  signs 


Emesis  46 

Headache  45 

Papilledema  34 

Lethargy  22 

Vertigo  9 

Nuchal  rigidity  7 

Convulsions  4 

Coma  3 

Proptosis  3 

Hydrocephalus  1 


Ocular  Disturbances  (21  Pts.) 


Diplopia  9 

Strabismus  9 

Blurred  vision  8 

Blindness  3 

Photophobia  3 

Nystagmus  2 

Other  visual  disturbances  2 


Cranial  and  Peripheral  Nerve 
Dysfunction  (13  Pts.) 


Facial  paralysis  6 

Hemiparesis  3 

Paraplegia  3 

Foot  drop  1 

Ptosis  of  eyelid  1 


Hyperirritability  8 

Hallucinations  3 

Catatonic  Depression  1 

Disorientation  1 

Cushing’s  Syndrome  (8  Pts.) 

Pathologic  weight  gain  8 

Hirsuitism  1 

Auditory  Disturbances  (5  Pts.) 

Hypoacusis  4 

Hyperacusis  2 


Autonomic  Nervous  System 
Dysfunction  (6  Pts.) 


Hyperpnea  3 

Cheyne-stokes  Respiration  2 

Fever  1 

Hiccough  1 

Tachycardia  1 

Speech  Disturbances  (3  Pts.) 

Slurred  Speech  2 

Hoarseness  1 

Asymptomatic  Episodes  (3  Pts.) 

Diagnosis  by  CSF  2 

Diagnosis  at  autopsy  1 


TABLE  V 


Initial  Lumbar  Punctures  - 101  Episodes9 


CSF  Values 

No.  Obs. 

No.  Obs. 

Number 

Range 

Below 

No.  Obs 

Above 

Observed 

(Median) 

Normal 

Normal 

Normal 

Opening  Pressure  mm.  H20 

75 

48- >600 

7 

68 

(N  =  <200  mm  HzO) 

(335  mm.  H20) 

9% 

91% 

White  Cell  Count/mm.3 

95 

0-64,700 

15 

80 

(N  =  0-10  cells/mm.3) 

(547/mm.3) 

16% 

84% 

Sugar  mg.  per  cent 

71 

2-130 

39 

25 

7 

(N  =  50-80  mg.  per  cent) 

(38  mg.  %) 

55% 

35% 

10% 

Protein  mg.  per  cent 

76 

7-1,060 

2 

58 

16 

(N  =  15-55  mg.  per  cent) 

(34  mg.  %) 

3% 

76% 

21% 

The  percentages  given  are  related  to  the  number  of  instances  in  which  the  individual  determinations  were  performed. 
Normal  values  are  from  Nelson,  W.  E.;  Normal  cerebrospinal  fluid  values.  In  Mitchell — Nelson  Textbook  of  Pediatrics,  5th  Edi¬ 
tion,  W.  B.  Saunders  Co.,  1950,  p.  1609. 
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and  symptoms  stressing  the  impor¬ 
tance  of  routine  lumbar  punctures  (see 
Table  V). 

Cerebrospinal  fluid  findings  in¬ 
cluded  increased  pressure,  pleocytosis, 
increased  protein,  and  decreased  sugar. 
Nies  et  al14  have  defined  meningeal 
leukemia  as  the  presence  of  greater 
than  10  lymphocytes  or  mononuclear 
cells  per  mm3  of  the  cerebrospinal 
fluid  in  the  absence  of  positive  bacteri- 
ologic  culture  or  gross  bloody  contam¬ 
ination  of  the  specimen.  Five  to  ten 
cells  were  considered  as  evidence  of 
possible  meningeal  leukemia. 

Intrathecal  aminopterin,  first  at¬ 
tempted  in  1 95  8 10  afforded  good 
palliation  in  all  patients  who  received 
a  complete  course,  but  the  duration  of 
remission  averaged  only  nine  weeks.14 
The  drug  was  well  tolerated  with 
minimal  systemic  toxicity  including 
nausea,  emesis,  abdominal  pain,  ane¬ 


mia,  and  thrombocytopenia. 

Administration  of  intrathecal  amin¬ 
opterin  prior  to  the  onset  of  leukemic 
cerebrospinal  fluid  involvement  ap¬ 
peared  to  have  little  success  in 
reducing  the  frequency  of  presenta¬ 
tion.2,12/14 

Intrathecal  drug  administration  is 
unsuccessful  for  several  reasons.  First, 
high  evenly  distributed  drug  concen¬ 
trations  are  mechanically  difficult  to 
obtain;  and  second,  leukemic  cells  are 
sequestered  in  areas  not  accessible  to 
circulating  cerebrospinal  fluid. 

In  1964,  Johnson11  injected  LI  210 
leukemia  intracranially  into  female 
CDFi  mice.  Three  days  after  inocula¬ 
tion  the  mice  were  randomized  into 
five  groups  and  on  the  fourth  day  after 
inoculation  therapy  was  begun. 

The  control  group,  which  received 
no  therapy,  demonstrated  a  median 
survival  of  ten  days.  Group  2  received 


cyclophosphamide  (Cytoxan®  Mead 
Johnson  Laboratories)  intraperi- 
toneally  (0.01  ml/gm  body  weight)  and 
had  a  median  survival  of  fourteen  days 
with  no  long  term  survivals.  Group  3 
received  intraperitoneal  cyclophospha¬ 
mide  plus  irradiation  to  the  cranium 
and  spine  (2  MeV  electron  beam). 
This  group  had  a  markedly  improved 
median  survival,  with  animals  living 
longer  than  sixty  days.  Groups  4  and 
5,  which  were  treated  by  irradiation 
alone  or  cyclophosphamide  plus  ir¬ 
radiation  to  the  pelvis,  demonstrated 
short  median  survivals  of  less  than 
fourteen  days  with  no  long  term  sur¬ 
vivors  (see  Figure  1). 

Johnson's  work  led  to  formulation 
of  the  "sanctuary”  theory — that 
leukemic  cells  sequestered  in  the  cen¬ 
tral  nervous  system  and  immune  to 
high  doses  of  systemic  chemother¬ 
apeutic  agents  because  of  the  blood- 
brain  barrier  could  act  as  a  nidus  for 
peripheral  and  marrow  relapse. 

Encouraged  by  Johnson’s  work, 
human  trials  were  instituted  to  deter¬ 
mine  the  efficacy  of  central  nervous 
system  irradiation  prior  to  the  labora¬ 
tory  or  clinical  diagnosis  of  central 
nervous  system  leukemia  as  a  means  of 
prolonging  the  period  free  of  disease. 

In  1965,  George  et  al6  reported  the 
first  series  of  clinical  studies  on  pa¬ 
tients  with  acute  lymphocytic  leu¬ 
kemia.  Using  a  Cobalt  60  teletherapy 
device  and  delivering  500  rads  to  the 
cerebrospinal  fluid  axis,  it  was  their 
finding  that  irradiation  had  no  effect 
on  the  subsequent  development  of  cen¬ 
tral  nervous  system  leukemia  or  the 
prevention  of  peripheral  relapse. 

In  1968,  George  et  al7  reported  a 
series  of  thirty-one  children  with  acute 
lymphocytic  leukemia  who  had  re¬ 
ceived  1 200  rads  (Cobalt  60)  over 
eleven  elapsed  days  to  the  cerebro¬ 
spinal  fluid  axis.  Of  the  twenty-one  pa¬ 
tients  no  longer  in  remission  at  the 
time  of  the  evaluation,  central  nervous 
system  relapse  had  preceded  hemato¬ 
logic  relapse  in  twelve. 

The  duration  from  occurrence  of 
central  nervous  system  leukemia  to 
hematologic  relapse  ranged  from  three 
to  eighty-two  weeks. 

All  patients  tolerated  the  radiation 
well,  with  mild  nausea  and  emesis, 
leukopenia,  and  alopecia  being  the 
only  significant  side  effects. 

Several  authors  have  suggested  the 
possibility  that  other  organs,  such  as 
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the  testicle,  acted  as  sanctuary  sites. 
However,  an  additional  review  of  the 
St.  Jude’s  Hospital  experience  between 
1962  and  1965  demonstrated  only  one 
case  of  leukemic  infiltration  of  the  tes¬ 
ticle  in  forty-nine  male  children  with 
acute  lymphocytic  leukemia. 

In  1971  and  1972,  Aur  et  al2 
reported  the  use  of  “total  therapy”  in 
the  treatment  of  acute  childhood 
lymphocytic  leukemia. 

Based  on  an  empirical  sequence  of 
goals,  their  aims  were  to  (1)  attain 
complete  peripheral  remission,  (2) 
reduce  the  inapparent  leukemic  cell 
population,  (3)  prevent  or  delay  cen¬ 
tral  nervous  system  involvement,  and 
(4)  continue  destruction  of  the 
subclinical  leukemic  cell  population 
(see  Table  VI). 

One  hundred  ten  patients  were  en¬ 
tered  into  the  study  and  received  an 
initial  course  of  systemic  chemother¬ 
apy2  (Prednisone  and  Vincristine) 
designed  to  attain  the  first  goal. 
Complete  peripheral  remission  was 
achieved  in  94  percent  within  twenty- 


seven  to  thirty-nine  days. 

This  was  followed  by  a  one  week 
course  of  intensive  chemotherapy  (in¬ 
travenous  6-mercaptopurine,  Metho¬ 
trexate,  and  Cyclophosphamide)  to 
achieve  the  second  goal  and  then  ran¬ 
domization  into  two  groups,  one  that 
received  cerebrospinal  fluid  irradiation 
and  one  that  did  not. 

Irradiation  consisted  of  2400  rads 
(Cobalt  60)  to  the  cerebrospinal  fluid 
axis  over  a  two  and  a  half  week  period. 
Children  one  to  two  years  of  age 
received  2000  rads  and  those  under 
one  year  received  1500  rads. 

Central  nervous  system  leukemia 
terminated  remission  in  only  4.4  per¬ 
cent  of  patients  who  received 
“prophylactic”  irradiation,  compared 
to  55  percent  of  those  who  did  not. 

Following  irradiation,  children  still 
in  remission  were  placed  on  continua¬ 
tion  therapy  consisting  of  6-mercap¬ 
topurine,  Methotrexate,  and  Cyclo¬ 
phosphamide.  At  ten-week  intervals, 
brief  courses  of  Prednisone  and 
Vincristine  were  added. 


Of  the  twenty-seven  patients  who 
developed  central  nervous  system 
leukemia,  hematologic  relapse  oc¬ 
curred  shortly  in  six.  All  twenty-seven 
underwent  subsequent  central  nervous 
system  irradiation  with  evidence  of 
response  in  twenty-five.  Within  five  to 
twelve  months,  five  patients  had  a  sec¬ 
ond  episode  of  central  nervous  system 
relapse. 

All  patients  who  remained  in  con¬ 
tinuous  initial  remission  for  longer 
than  twenty-eight  months  survived  five 
years. 

Mental,  psychological,  and  growth 
patterns  of  children  receiving  central 
nervous  system  irradiation  have  been 
studied  intensively. V2  The  children 
scored  average  or  better  in  school 
work.  Pretreatment  and  posttreatment 
psychological  studies  demonstrated  no 
impairment  in  intelligence,  perception, 
or  personality.  Linear  growth  patterns, 
which  slowed  at  first,  demonstrated  a 
subsequent  “catch-up”16  period  during 
which  the  children  reached  an  average 
pattern  for  their  age. 


TABLE  VI 

Outline  of  Therapeutic  Regimen  with  Dosage  Guidelines3 
Remission  Induction 

(4-6  Weeks) 

Pred  40  mg/M2  orally  daily 
VCR  1.5  mg/M2  IV  weekly 
Dauno  25  mg/M2  IV  weekly 

If  complete  remission  -  1st  randomization 


Group  A  Group  B 

Intensive  chemotherapy  -  7  days 
6-MP  1  g/M2  IV  daily  X3  followed  by  MTX  1  Omg/M2  daily  X 
3  followed  by  Cyclo  600  mg/M2  daily  X  1  day.  2  week  delay 
between  last  day  of  intensive  chemotherapy  and  continua¬ 
tion  therapy 

Continuation  Therapy 

(3  years) 

6-MP  50  mg/M2  orally  daily 
MTX  20  mg/M2  orally  weekly 
Cyclo  200  mg/M2  orally  weekly 
Every  70  days  of  continuation  therapy 
Pred  40  mg/M2  orally  daily  X  15 
VCR  1.5  mg/M2  IV  weekly  X3 

After  4  weeks  of  complete  remission  -  2nd  randomization 


No  Intensive  chemotherapy 
No  delay 


Group  A 

Group  B 

A-1 

A-2 

B-1 

B-2 

2400  Rads  Co60 

No  irradiation 

2400  Rads  Co60 

No  irradiation 

craniospinal 

until  demonstrable 

craniospinal 

until  demonstrable 

irradiation 

CNS  leukemia 

irradiation 

CNS  leukemia 

(4  weeks) 

(4  weeks) 

Pred  =  Prednisone;  VCR  =  Vincristine;  Dauno  =  Daunomycin;  6-MP  =  6  mercaptopurine;  MTX  =  Methotrexate;  Cyclo  = 
Cyclophosphamide. 
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Summary 

Following  the  achievement  of  initial 
peripheral  remission,  irradiation  to  the 
cerebrospinal  fluid  axis  in  doses  of  ap¬ 
proximately  2400  rads  are  well 


tolerated  and  provide  little  morbidity. 

Initial  studies  with  acute  lympho¬ 
cytic  leukemia  have  shown  a  signifi¬ 
cant  improvement  in  the  period  free  of 
disease  as  well  as  increased  over-all 


survival  times. 

No  large  series  has  as  yet  appeared 
in  the  literature  on  the  benefit  of  cen¬ 
tral  nervous  system  irradiation  in  the 
other  acute  leukemic  cell  types.  □ 
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Role  of  the  family  physician  - 

Changing  care  following  heart  surgery 


FOLLOWING  major  heart  surgery, 
the  burden  of  care  shifts  from  the 
surgical  team  at  a  large  medical  center 
to  the  physician  who  resumes  responsi¬ 
bility  for  his  patient's  care  in  his  or  her 
locale. 

Therefore,  the  local  family  physi¬ 
cian  should  be  acquainted  with  some 
of  the  difficulties  or  complications  that 
may  arise  as  a  result  of  the  rather 
sophisticated  surgery  that  has  become 
available  to  these  patients. 

It  is  important  that  the  family 
physician  be  cognizant  of  certain  basic 
facts  if  he  is  to  cope  with  any 
complications  that  may  follow  valvulo¬ 
tomies,  valve  replacements,  etc. 

(1)  He  should  be  acquainted  with 
the  original  indication  for  the  major 
cardiac  surgery. 

(2)  He  must  be  able  to  cope  with 
arrhythmias  which  may  arise  and 
know  which  medications  will  convert 
an  atrial  fibrillation  or  a  complete 
heart  block  back  to  regular  sinus 
rhythm. 

(3)  He  must  see  the  patient  at  regu¬ 
lar  intervals  so  that  medications  may 
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be  altered  if  necessary. 

(4)  Although  phonocardiogram  or 
echocardiogram  are  the  ideal  methods 
for  follow-up  and  evaluation,  facilities 
are  not  always  readily  available. 
Therefore,  reliance  should  be  placed 
on  auscultation  with  the  use  of  a 
stethoscope.  (The  case  report  to  follow 
shows  the  value  of  recognizing 
ausculatory  signs  that  signal  danger.) 

(5)  The  family  practitioner  should 
have  good  rapport  with  those  that  can 
use  noninvasive  diagnostic  procedures 
and  be  able  to  proceed  to  cardiac 
catheterization  and  surgery  if  in¬ 
dicated. 

Case  Report 

C.  S.,  a  35-year-old  white  female, 
had  rheumatic  fever  at  age  twelve.  She 
states  that  at  age  twenty  a  heart 

Dr.  Schantz  is  in  the  department  of 
family  practice  at  Sacred  Heart  Hos¬ 
pital,  Allentown.  He  is  a  diplomate 
of  the  American  Board  of  Family 
Practice. 


murmur  was  detected.  She  apparently 
had  no  symptoms  of  cardiac  failure 
until  age  twenty-five  following  a  third 
pregnancy.  She  then  developed  signs 
and  symptoms  of  a  classic  mitral 
stenosis  associated  with  congestive 
heart  failure.  At  age  twenty  seven,  in 
1964,  a  mitral  commissurotomy  was 
performed  with  apparent  good  results. 
She  was  maintained  on  digitalis  and 
diuretics  and  was  able  to  handle  her 
usual  household  duties. 

However,  in  1969,  she  started  to 
show  signs  of  progressive  congestive 
heart  failure;  and,  despite  the  use  of  dig¬ 
italis,  she  developed  atrial  fibrillation. 
In  spite  of  the  fact  that  she  had  already 
undergone  cardiac  surgery,  it  was  the 
opinion  of  the  attending  physician  that 
the  condition  was  deteriorating  and 
that  additional  corrective  measures 
should  be  considered. 

She  was  then  referred  to  a  medical 
center  with  facilities  to  reevaluate  her 
cardiac  status.  Her  preoperative  studies 
established  that  once  again  she  had  a 
tight  mitral  stenosis  and  a  very  signifi¬ 
cant  tricuspid  stenosis. 
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Figure  1.  Lateral  view  of  chest 
showing  malfunctioning  valve. 


Figure  3.  Original  tricuspid  valve 
prosthesis  indicating  malfunctioning 
disk  due  to  fibrin  formation. 


On  May  8,  1969,  open  heart  surgery 
was  performed.  A  revision  of  her  mitral 
commissurotomy  was  done  as  had 
been  indicated  by  preoperative  studies. 
Canal  catheters  were  inserted  through 
the  right  atrium  after  confirmation  of 
the  presence  of  tricuspid  stenosis  by 
digital  palpation  through  the  right 
atrial  appendage.  At  this  time,  a 
tricuspid  commissurotomy  was  per¬ 
formed  with  the  usual  result  of  gross 
tricuspid  insufficiency. 

A  Number  3  Starr  Edwards  Disk 
Valve  was  inserted  at  the  location  of 
the  tricuspid  valve.  The  patient  with¬ 
stood  the  surgery  well  and  had  a  non- 
complicated  recovery  from  the  combi¬ 
nation  of  a  mitral  commissurotomy 
and  the  insertion  of  a  tricuspid  valve. 


Subsequently,  she  was  referred  back 
to  her  family  physician  and  was  seen  at 
two  week  intervals,  being  maintained 
on  anticoagulant  and  digitalis  therapy. 
However,  it  was  noted  by  auscultation 
that  at  times  the  audible  click  of  the 
valve  was  not  heard.  This  artifact  was 
felt  to  be  due  to  the  collection  of  fibrin 
on  the  valve.  When  the  audible  click 
would  return,  the  patient  had  symptoms 
suggestive  of  small  pulmonary  infarc¬ 
tions  probably  due  to  the  dislodgement 
of  the  fibrin. 

However,  in  October  of  1972,  the 
tricuspid  valve  prosthesis  clicks  were 
not  heard  for  a  long  period  of  time  (ten 
days).  The  patient  was  admitted  to  the 
hospital  and  a  noninvasive  cardiac 
survey  indicated  that  the  tricuspid 
prosthesis  was  fixed  in  a  mid-open  posi¬ 
tion  (see  Fig.  1  and  Fig.  2). 

At  this  time,  a  decision  was  made  to 
replace  the  malfunctioning  valve.  It 
should  be  noted  that  this  decision  was 
prompted  first  by  ausculatory  findings 
by  the  primary  physician  which  were 
substantiated  by  noninvasive  cardiac 
evaluation  and  a  repeat  cardiac  cather- 
terization.  As  noted  above,  flouroscopy 
showed  the  disk  of  the  prosthetic  valve 
fixed  in  a  mid-open  position  and  the 
feeling  was  that  this  was  due  to  fibrin  or 
to  disk  variance  because  of  swelling. 
The  patient's  echocardiogram  indicated 
at  this  time  that  the  mitral  valve  was  not 
critically  stenotic. 

Therefore,  on  October  17,  1972, 
open  heart  surgery  was  performed  and 
the  original  Number  3  Starr  Edwards 
Disk  Valve  (Fig.  3)  was  replaced  with  a 
new  Tricuspid  Valve  Bell-Type 
Prosthesis  (Disk-type  prosthesis,  Fig. 
4). 

The  patient’s  postoperative  course 
was  uneventful.  At  the  present  time  she 
is  being  maintained  on  digitalis  and  an¬ 
ticoagulant  therapy.  She  is  able  to  per¬ 
form  her  usual  activities  and  is  exam¬ 
ined  at  regular  intervals  by  her  family 
physician. 

Conclusion 

In  view  of  the  fact  that  more  patients 
are  benefitting  from  cardiac  surgery, 
some  possible  guidelines  are  reviewed 
for  primary  or  family  physician  follow¬ 
up  care  to  detect  any  developing 
complications.  To  support  this  premise, 
a  rather  unique  case  of  the  replacement 
of  a  tricuspid  valve,  possibly  the  first  in 
the  field,  is  presented.  □ 
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PENNSYLVANIA  MEDICINE 


Sign  ofa  cold  sufferer 
Time  for  Omade 


Fast  relief  of 

upper  respiratory  congestion 

ana  hypersecretion 

with  convenient  b.i.d.  dosage. 


Each  capsule  contains  8  mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 
2.5  mg.  isopropamide,  as  the  iodide. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecretion  associated 
with:  the  common  cold;  acute  and  chronic  sinusitis;  vasomotor  rhinitis; 
allergic  rhinitis  (hay  fever,  “rose  fever,”  etc.). 

Contraindications:  Hypersensitivity  to  any  component:  concurrent 
MAO  inhibitor  therapy;  severe  hypertension;  bronchial  asthma;  coronary 
artery  disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck 
obstruction.  Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring  alertness  (e.g., 
operating  vehicles  or  machinery).  Warn  patients  of  possible  additive 
effects  with  alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards.  Inhibition 
of  lactation  may  occur. 

Effect  on  PBI  Determination  and  1 131  Uptake:  Isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
unaffected  by  exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or 
mouth:  nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric 
distress,  diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain, 
abdominal  pain,  irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia,  convul¬ 
sions,  hypertension,  hypotension,  anorexia,  constipation,  visual  distur¬ 
bances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 


SK&F 

Smith  Kline  &  French  Laboratories 

Division  of  SmithKlme  Corp.,  Philadelphia,  Pa.  19101 


In  congestive  heart  failure... 

secondary  aldosteronism 


i 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure !: 
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Aldosteronism 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


♦adapted  from  coodley,  e.1 


is  a  primary  factor 


To  "switch  off"  the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone 

brand  of 

spironolactone  25-mg.  tablets 

the  only  specific 
aldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

Three  ways  to  use  Aldactone  in 
congestive  heart  failure 

1.  As  the  only  diuretic 

H  Often  sufficient  alone. 

Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule, 
i  Avoids  potassium  loss. 

2.  As  the  basic  daily  diuretic  with  an  "add-on" 
alternate-day-diuretic  ("A.D.D."  schedule) 

s  Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

B Aldactone  plus  "A.D.D."  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  "add-on"  diuretic.2 
a  Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

3.  As  a  daily  diuretic  in  combination  with 
a  daily  dose  of  a  thiazide 

m  Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications— Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail¬ 
ure,  cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema.  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a  thiazide  diuretic. 

Contraindications— Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in¬ 
dicated  unless  a  glucijcorticoid  is  also  given.  Discontinue  potassium  supplemen¬ 
tation  if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry¬ 
ness  of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a  low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper¬ 
azotemia  exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper¬ 
tensive  drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro¬ 
intestinal  symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti¬ 
caria,  mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice.  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adjust  subsequent  dosage  according 
to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg.  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a  thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred.  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A  daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A  glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a  conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1  liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a  history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize"  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight. 

References:  1.  Coodley,  E.:  Consultant  12:106-107,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W.,  and  Lauler,  D.  P.:  Am.  J.  Med.  53:673-684  (Nov.)  1972. 


Searle  &  Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  &  Co. 

Medical  Department 

Box  5110,  Chicago,  Illinois  60680 


SEARLE 


UETDET  Muscles 

Iklmk  and  joints 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 

up  to  5  refills  in  6  months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3 V2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


WHEN  FLU  HITS  AND 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


Choloxin 

(sodium  dextrothyroxine) 

Once-a-day  dosage 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  60015 


See  reverse  side  for  full  prescribing 
information  and  dosage  schedule. 


Choloxin  (sodium  dextrothyroxine) 


The  Lipid-Lowering  Agent  with 
Once-A-Day  Dosage 

Four  strengths  ...  1 , 2, 4,  and  6  mg _ are  available  making 

the  scored  tablet  regimen  a  flexible  dosage  system.  And,  for 
most  patients,  CHOLOXIN  tablets  offer  once-a-day  dosage. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a  detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle¬ 
rosis  or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN®  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 

See  prescribing  information  in  package  insert  reproduced  below. 


Starting 

Increased  by 

Usual 

Maximal 

Dosage 

Increments  of 

Maintenance 

Recommended 

Adult  Hypercholesterolemic 

1. 0-2.0  mg. 

monthly  1. 0-2.0  mg. 

4.Q-8.0  mg. 

4. 0-8.0  mg. 

Pediatric  Hypercholesterolemic 

0.05  mg. /kg.  body  weight 

monthly  0.05  mg. /kg. 

0.1  mg./kg.  body  weight 

4.0  mg. 

Hypothyroid  Cardiac  Patients 

0.5-1 .0  mg. 

monthly  1.0  mg. 

4.0  mg. 

4.0  mg. 

I  Choloxin8 

(sodium  dextrothyroxine) 


Description 

CHOLOXIN  (sodium  dextrothyroxine)  is 
the  sodium  salt  of  the  dextrorotatory 
isomer  of  thyroxine.  It  is  chemically 
described  as  D-3,5,3',5'-tetraiodothyro- 
nine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  the  reduc¬ 
tion  of  serum  cholesterol  levels  in 
hyperlipidemic  patients.  Beta  lipopro¬ 
tein  and  triglyceride  fractions  may 
also  be  reduced  from  previously  ele¬ 
vated  levels. 

Most  of  the  available  evidence  indi¬ 
cates  that  CHOLOXIN  stimulates  the 
liver  to  increase  catabolism  and  excre¬ 
tion  of  cholesterol  and  its  degradation 
products  via  the  biliary  route  into  the 
feces.  Cholesterol  synthesis  is  not  in¬ 
hibited  and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the 
blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict 
attention  should  be  paid  to  the  indica¬ 
tions  and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is 
an  antilipidemic  agent  used  as  an  ad¬ 
junct  to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cho¬ 
lesterol  (low  density  lipoproteins)  in 
euthyroid  patients  with  no  known  evi¬ 
dence  of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treat¬ 
ment  of  hypothyroidism  in  patients 
with  cardiac  disease  who  cannot  toler¬ 
ate  other  types  of  thyroid  medication. 
Before  prescribing,  note  the  following: 
Results  from  a  randomized  clinical 
study  have  indicated  a  possible  adverse 
effect  when  CHOLOXIN  is  administered 
to  a  patient  receiving  a  digitalis  prep¬ 
aration.  There  may  be  an  additive 
effect.  This  additive  effect  may  possi¬ 
bly  stimulate  the  myocardium  exces¬ 
sively  in  patients  with  significant 
myocardial  impairment.  CHOLOXIN  dos¬ 
age  should  not  exceed  4  mg  per  day 
when  the  patient  is  receiving  a  digitalis 
preparation  concomitantly.  Careful 
monitoring  of  the  total  effect  of  both 
drugs  is  important. 

It  has  not  been  established  whether 
the  drug-induced  lowering  of  serum 
cholesterol  or  lipid  levels  has  a  detri¬ 
mental,  beneficial,  or  no  effect  on  the 
morbidity  or  mortality  due  to  athero¬ 
sclerosis  or  coronary  heart  disease. 
Several  years  will  be  required  before 
current  investigations  will  yield  an 
answer  to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (so- 

Idium  dextrothyroxine)  to  euthyroid 
patients  with  one  or  more  of  the  fol¬ 
lowing  conditions  is  contraindicated: 

1.  Known  organic  heart  disease,  in¬ 
cluding  angina  pectoris;  history  of 
myocardial  infarction;  cardiac  ar¬ 
rhythmia  or  tachycardia,  either 
active  or  in  patients  with  demon¬ 
strated  propensity  for  arrhyth-  i. 
mias;  rheumatic  heart  disease; 
history  of  congestive  heart  fail¬ 
ure;  and  decompensated  or  bor¬ 
derline  compensated  cardiac 
status. 

2.  Hypertensive  states  (other  than 
mild,  labile  systolic  hypertension). 


3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine) 
may  potentiate  the  effects  of  antico¬ 
agulants  on  prothrombin  time.  Reduc¬ 
tions  of  anticoagulant  dosage  by  as 
much  as  30%  have  been  required  in 
some  patients.  Consequently,  the  dos¬ 
age  of  anticoagulants  should  be  re¬ 
duced  by  one-third  upon  initiation  of 
CHOLOXIN  therapy  and  the  dosage  sub¬ 
sequently  readjusted  on  the  basis  of 
prothrombin  time.  The  prothrombin 
time  of  patients  receiving  anticoagu¬ 
lant  therapy  concomitantly  with  CHO¬ 
LOXIN  therapy  should  be  observed  as 
frequently  as  necessary,  but  at  least 
weekly,  during  the  first  few  weeks  of 
treatment. 

In  the  surgical  patient,  it  is  wise  to 
consider  withdrawal  of  the  drug  two 
weeks  prior  to  surgery  if  the  use  of 
anticoagulants  during  surgery  is  con¬ 
templated. 

When  CHOLOXIN  is  used  as  thyroid 
replacement  therapy  in  hypothyroid 
patients  with  concomitant  coronary 
artery  disease  (especially  those  with  a 
history  of  angina  pectoris  or  myocar¬ 
dial  infarction)  or  other  cardiac  dis¬ 
ease,  treatment  should  be  initiated 
with  care.  Special  consideration  of  the 
dosage  schedule  of  CHOLOXIN  is  re¬ 
quired.  This  drug  may  increase  the 
oxygen  requirements  of  the  myocar¬ 
dium,  especially  at  high  dosage  levels. 
Treated  subjects  with  coronary  artery 
disease  must  be  seen  at  frequent  in¬ 
tervals.  If  aggravation  of  angina  or 
increased  myocardial  ischemia,  cardiac 
failure,  or  clinically  significant  ar¬ 
rhythmia  develops  during  the  treatment 
of  hypothyroid  patients,  the  dosage 
should  be  reduced  or  the  drug  discon¬ 
tinued. 

Special  consideration  must  be  given  to 
the  dosage  of  other  thyroid  medications 
used  concomitantly  with  CHOLOXIN.  As 
with  all  thyroactive  drugs,  hypothyroid 
patients  are  more  sensitive  to  a  given 
dose  of  CHOLOXIN  than  euthyroid  pa¬ 
tients. 

Epinephrine  injection  in  patients  with 
coronary  artery  disease  may  precipi¬ 
tate  an  episode  of  coronary  insuffi¬ 
ciency.  This  condition  may  be  enhanced 
in  patients  receiving  thyroid  analogues. 
These  phenomena  should  be  kept  in 
mind  when  catecholamine  injections 
are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery 
disease. 

Since  the  possibility  of  precipitating 
cardiac  arrhythmias  during  surgery 
may  be  greater  in  patients  treated 
with  thyroid  hormones,  it  may  be 
wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks 
prior  to  an  elective  operation.  During 
emergency  surgery  in  euthyroid  pa¬ 
tients,  and  in  surgery  in  hypothyroid 
patients  in  whom  it  may  be  advisable 
to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextro¬ 
thyroxine  in  diabetic  patients  is  capa¬ 
ble  of  increasing  blood  sugar  levels 
with  a  resultant  increase  in  require¬ 
ments  of  insulin  or  oral  hypoglycemic 
agents.  Special  attention  should  be 
paid  to  parameters  necessary  for  good 
control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to 
dosage  requirements  of  insulin  or  other 


antidiabetic  drugs.  If  sodium  dextro¬ 
thyroxine  is  later  withdrawn  from 
patients  who  had  required  an  increase 
of  insulin  (or  oral  hypoglycemic  agents) 
dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be 
reduced  and  adjusted  to  maintain  good 
control  of  the  diabetic  state. 

When  either  or  both  impaired  liver  or 
kidney  function  are  present,  the  advan¬ 
tages  of  CHOLOXIN  therapy  must  be 
weighed  against  the  possibility  of  del¬ 
eterious  results. 

Usage  in  Women  of  Childbearing  Age 

i'i  Women  of  childbearing  age  with  famil¬ 
ial  hypercholesterolemia  or  hyperlipe¬ 
mia  should  not  be  deprived  of  the  use 
of  this  drug;  it  can  be  given  to  those 
patients  exercising  strict  birth  control 
procedures.  Since  pregnancy  may  occur 
despite  the  use  of  birth  control  pro¬ 
cedures,  administration  of  CHOLOXIN 
(sodium  dextrothyroxine)  to  women  of 
this  age  group  should  be  undertaken 
only  after  weighing  the  possible  risk 
to  the  fetus  against  the  possible  bene¬ 
fits  to  the  mother.  Teratogenic  studies 
in  two  animal  species  have  resulted  in 
no  abnormalities  in  the  offspring. 
Precautions 

It  is  expected  that  patients  on  dextro¬ 
thyroxine  therapy  will  show  greatly 
increased  serum  protein-bound-iodine 
levels.  These  increased  serum  PBI 
values  are  evidence  of  absorption  and 
transport  of  the  drug,  and  should  NOT 
be  interpreted  as  evidence  of  hyper¬ 
metabolism;  similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine). 
PBI  values  in  the  range  of  10  to  25 
mcg%  in  treated  patients  are  common. 
If  signs  or  symptoms  of  iodism  develop 
during  CHOLOXIN  therapy,  the  drug 
should  be  discontinued. 

SA  few  children  with  familial  hypercho¬ 
lesterolemia  have  been  treated  with 
CHOLOXIN  for  periods  of  one  year  or 
longer  with  no  adverse  effects  on 
growth.  However,  it  is  recommended 
that  the  drug  be  continued  in  patients 
in  this  age  group  only  if  a  significant 
serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextro¬ 
thyroxine  therapy  are,  for  the  most 
part,  due  to  increased  metabolism,  and 
may  be  minimized  by  following  the 
recommended  dosage  schedule.  Ad¬ 
verse  effects  are  least  commonly  seen 
in  euthyroid  patients  with  no  signs  or 
symptoms  of  organic  heart  disease;  the 
incidence  of  adverse  effects  is  in¬ 
creased  in  hypothyroid  patients,  and  is 
highest  in  those  patients  with  organic 
heart  disease  superimposed  on  the 
hypothyroid  state. 

In  the  absence  of  known  organic  heart 
disease,  some  cardiac  changes  may  be 
precipitated  during  sodium  dextrothy¬ 
roxine  therapy.  In  addition  to  angina 
pectoris,  arrhythmia  consisting  of 
extrasystoles,  ectopic  beats,  or  supra¬ 
ventricular  tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and 
increase  in  heart  size  have  been  ob¬ 
served.  Myocardial  infarctions,  both 
fatal  and  non-fatal,  have  occurred,  but 
these  are  not  unexpected  in  untreated 
patients  in  the  age  groups  studied.  It 
is  not  known  whether  any  of  these  in¬ 
farcts  were  drug  related. 

Changes  in  clinical  status  that  may  be 
related  to  the  metabolic  action  of  the 
drug  include  the  development  of  in¬ 
somnia,  nervousness,  palpitations, 


tremors,  loss  of  weight,  lid  lag,  sweat¬ 
ing,  flushing,  hyperthermia,  hair  loss, 
diuresis,  and  menstrual  irregularities. 
Gastrointestinal  complaints  during 
therapy  have  included  dyspepsia,  nau¬ 
sea  and  vomiting,  constipation,  diar¬ 
rhea,  and  decrease  in  appetite. 

Other  side  effects  reported  to  be 
associated  with  CHOLOXIN  (sodium 
dextrothyroxine)  therapy  include  the 
development  of  headache,  changes  in 
libido  (increase  or  decrease),  hoarse¬ 
ness,  tinnitus,  dizziness,  peripheral 
edema,  malaise,  tiredness,  visual  dis¬ 
turbances,  psychic  changes,  paresthe¬ 
sia,  muscle  pain,  and  various  bizarre 
subjective  complaints.  Skin  rashes,  in¬ 
cluding  a  few  which  appeared  to  be 
due  to  iodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some 
investigators.  Gallstones  have  been 
discovered  in  occasional  dextrothyrox- 
ine-treated  patients  and  cholestatic 
jaundice  has  occurred  in  one  patient, 
although  its  relationship  to  CHOLOXIN 
therapy  was  not  established. 

In  several  instances,  the  previously 
existing  conditions  of  the  patient  ap¬ 
peared  to  continue  or  progress  during 
the  administration  of  CHOLOXIN;  a 
worsening  of  peripheral  vascular  dis¬ 
ease,  sensorium,  exophthalmos,  and 
retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of 
anticoagulants,  such  as  warfarin  or 
Dicumarol,  on  prothrombin  time,  thus 
indicating  a  decrease  in  the  dosage 
requirements  of  the  anticoagulants.  On 
the  other  hand,  dosage  requirements 
of  antidiabetic  drugs  have  been  re¬ 
ported  to  be  increased  during  dextro¬ 
thyroxine  therapy  (see  WARNINGS 
section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterol- 
emic  patients,  the  recommended  main¬ 
tenance  dose  of  CHOLOXIN  (sodium 
dextrothyroxine)  is  4  to  8  mg  per  day. 
The  initial  daily  dose  should  be  1  to  2 
mg  to  be  increased  in  1  to  2  mg  incre¬ 
ments  at  intervals  of  not  less  than  one 
month  to  a  maximum  level  of  4  to  8 
mg  daily,  if  that  dosage  level  is  indi¬ 
cated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

When  used  as  partial  or  complete  sub¬ 
stitution  therapy  for  levothyroxine  in 
hypothyroid  patients  with  cardiac  dis¬ 
ease  who  cannot  tolerate  other  types 
of  thyroid  medication,  the  initial  daily 
dose  should  be  1  mg  to  be  increased 
in  1  mg  increments  at  intervals  of  not 
less  than  one  month  to  a  maximum 
level  of  4  to  8  mg  daily,  preferably  the 
lower  dosage.  The  maximum  in  patients 
receiving  digitalis  therapy  is  4  mg. 

For  pediatric  hypercholesterolemic  pa¬ 
tients,  the  recommended  maintenance 
dose  of  CHOLOXIN  is  approximately  0.1 
mg  per  kilogram.  The  initial  daily  dos¬ 
age  should  be  approximately  0.05  mg 
per  kilogram  to  be  increased  in  up  to 
0.05  mg  per  kilogram  increments  at 
monthly  intervals.  The  recommended 
maximal  dose  is  4  mg  daily,  if  that 
dosage  is  indicated  to  effect  the  de¬ 
sired  lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac 
disease  develop  during  the  treatment 
period,  the  drug  should  be  withdrawn. 
How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is 
supplied  in  prescription  packages  of 
scored  1,  2,  4,  and  6  mg  tablets. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


-  r8*!  — 

The  Philadelphia  G.  I.  Group 

presents 

“Common  G.  I.  Problems 
Emphasizing  Management” 

March  2, 1974 

Marriott  Motor  Hotel 


City  Line  Avenue  and  Monument  Road  Philadelphia,  Pennsylvania 

9:00  a.m.  -  5:00  p.m.  Registration:  8:30  a.m. 

PANELS 


ACUTE  and  CHRONIC  HEPATITIS 

Gordon  Benson,  M.D. 
Ralph  Myerson,  M.D. 

Moderator:  John  Senior,  M.D. 

Roger  Soloway,  M.D. 

Henry  Tumen,  M.D. 

HEART  BURN  and  DYSPHAGIA 

Donald  Castell,  M.D. 
Norman  N.  Cohen,  M.D. 

Moderator:  O.  D.  Kowlessar,  M.D. 

Sidney  Cohen,  M.D. 

Marvin  Derezin,  M.D. 

INFLAMMATORY  BOWEL  DISEASE 

Edwin  Cohn,  M.D. 

Franz  Goldstein,  M.D. 

Moderator:  Walter  Rubin,  M.D. 

Edward  Raffensperger,  M.D. 
Ernest  Rosato,  M.D. 

FUNCTIONAL  G.  1.  DISORDERS 

S.  Philip  Bralow,  M.D. 
Harris  Clearfield,  M.D. 

Moderator:  Frank  Brooks,  M.D. 

Stanley  Lorber,  M.D. 

James  L.  A.  Roth,  M.D. 

- CREDITS - 

American  Academy  of  Family  Physicians  6  hours 

Pennsylvania  Academy  of  Family  Physicians  6  hours 

AMA  Physicians’  Recognition  Award  -  Category  I  6  hours 
American  College  of  General  Practitioners 
in  Osteopathic  Medicine  and  Surgery  -  Uass  II  6  hours 


Mail  check  payable  to  PHILADELPHIA  G.  I.  GROUP  to: 
Norman  N.  Cohen,  M.D. 

Program  Chairman 

Mercy  Catholic  Medical  Center 

Darby,  Pennsylvania  19023 


Registration:  $25 

Physicians  in  Training  $10 
Luncheon  included 


FEBRUARY  1974 
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Current  Concepts  of  Lower  Limb 
and  Spinal  Orthotics  as  Related 
to  Patient  Evaluation  and 
Therapeutic  Training 
Friday,  April  19  and 
Saturday,  April  20,  1974 
Temple  University 
Health  Sciences  Center 
Department  of  Rehabilitation 
Medicine  and  Rehabilitation 
Research  and  Training  Center 


Location  of  course  and  accommodations:  Holi¬ 
day  Inn,  City  Line  Avenue,  Route  One  and  City 
Line  Avenue,  Route  One  and  1-76  (Schuylkill 
Expressway),  Philadelphia,  Pennsylvania,  19131. 

A  comprehensive  two-day  sym¬ 
posium  with  a  multidisciplinary 
approach  on  normal  and  patholog¬ 
ical  gait  and  spinal  dynamics,  cur¬ 
rent  and  advanced  techniques  of 
therapeutic  planning,  orthotic  pre¬ 
scriptions  and  components.  New 
development  demonstrations  and 
presentation  of  fabrications  of  spi¬ 
nal,  hip,  knee,  ankle,  foot  orthosis 
with  biomechanical  and  kinesiolo- 
gical  implications.  Guest  faculty 
consisting  of  nationally  recognized 
authorities. 


Course  Credits:  Applied  for:  Pennsylvania  Medi¬ 
cal  Society,  AMA,  and  American  Academy  of 
Family  Physicians  Registration  limited  to  200  - 
physicians:  $120.00;  registered  therapists,  ortho- 
tists,  counselors,  etc.:  $90.00;  residents,  interns, 
and  students:  $60.00 

Overnight  accommodations  available  -  Lunch¬ 
eons  included  in  registration  fee 

Double  Occupancy:  $23.50  (meals  not 
included) 

Single  Occupancy:  $18.50  (meals  not  in¬ 
cluded) 

Inquiries: 

Office  of  Continuing  Medical  Education 
Temple  University  Health  Sciences  Center 
3400  North  Broad  Street 
Philadelphia,  Pennsylvania,  19140 
Phone:  (215)  221-4787 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic-analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non- 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
131 1  resin  sponge  uptake,  T3  131 1  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  'A  grain;  Vi  grain;  scored  1 
grain;  '\V2  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY: 

jut  Minns 

SETTING  THE  PSTENCY 

YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Prolokf(thyro- 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


PENNSYLVANIA 

MEDICINE 


classifieds 


PHYSICIANS  WANTED 

Internist,  orthopedic  surgeon,  derma¬ 
tologist,  psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid¬ 
ly  growing  community  with  full  hospi¬ 
tal  privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In¬ 
diana,  Pennsylvania  15701. 

Emergency  Room  Physicians 

wanted — to  compliment  a  team  for  full 
time  coverage.  Positions  immediately 
available.  Pennsylvania  license  needed. 
Write:  D.  Weidner,  M.D.,  St.  Luke’s 
Hospital,  Bethlehem,  Pa.  18015  or 
telephone  (215)  691-4207. 

Camp  Physician — June  27 — August  22 
for  2,  4,  or  8  weeks  period.  Northeast 
Pennsylvania,  family  accommodations, 
recreational  facilities,  two  R.N.s.  Write: 
Camp  Wayne,  633  Barnard  Ave., 
Woodmere,  New  York  11598.  Tele¬ 
phone  (516)  295-5544. 

Family  Physician — Busy  solo  M.D., 
N.E.  Philadelphia,  Pa.  Good  hospital 
affiliations,  expanding  community. 
Practice  incorporated.  Fringe  benefits. 
Wishes  to  expand  to  three.  Write 
Department  631,  Pennsylvania  Med¬ 
icine,  20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 

Camp  Physicians — Brother-Sister 
Camp  on  beautiful  Pocono  lake.  July 
and/or  August.  Replies  to  Camp 
Swago,  1410  East  24th  St.,  Brooklyn, 
New  York  11210. 

Emergency  Room  Physician — Ex¬ 
cellent  opportunity  for  a  full  time 
physician  in  a  modern,  progressive 
community  hospital  located  in  a  beau¬ 
tiful  suburb  30  miles  north  of  Center 
City  Philadelphia.  This  is  a  modern, 
up-to-date,  completely  renovated  and 
expanded  emergency  room  preparing 
to  undertake  an  ever-increasing  popu¬ 
lation  trend  in  this  suburb.  Currently 
over  20,000  visits  per  year.  For  addi¬ 
tional  information  call  collect  or  write: 
T.  A.  Harrington,  Administrator,  Holy 
Redeemer  Hospital,  1648  Huntingdon 
Pike,  Meadowbrook,  Pa.  19046. 


Family  Physician — Outstanding  op¬ 
portunity  for  family  physician  in  cen¬ 
tral  Pennsylvania  Dutch  country.  Ac¬ 
tive  privileges  in  progressive  340  bed 
hospital  with  continuing  education 
programs.  Thirty  minutes  travel  time 
to  closest  medical  school.  Three  and 
one  half  hours  travel  time  to  New 
York  and  Baltimore.  Income  guaranty 
and  loan  endorsement.  Solo,  group,  or 
hospital  based  position  available.  Send 
resume  to:  Kenneth  M.  Carroll,  M.D., 
Medical  Director,  St.  Joseph  Hospital, 
250  College  Ave.,  Lancaster,  Pa. 
17604  or  call  (717)  397-2821. 

Board  certified  general  surgeon  needed 
in  family  oriented  community  in  East¬ 
ern  Pennsylvania.  Town  6,500;  rural 
drawing  area  25,000  population.  Good 
schools  and  recreational  facilities.  One- 
half  hour  to  urban  center  of  300,000.  In 
foothills  of  Pocono  Mountains  and  very 
near  state/federal  recreation  areas,  of¬ 
fering  camping,  hunting,  fishing, 
boating,  and  skiing.  Long-established 
accredited,  80  bed  open  staff  hospital  in 
three  year  new  building  housing  medi¬ 
cal,  surgical,  obstetrical,  gynecology, 
nursery,  pediatrics,  intensive  care,  and 
emergency  room.  Specialty  services 
directed  by  either  Board  certified  or 
Board  eligible  physicians.  Office  space 
in  hospital  if  desired.  Assurance  of  an 
income  during  establishment  of  prac¬ 
tice  will  be  considered.  Address  inqui¬ 
ries  to  Miss  Barbara  Spadt,  Adminis¬ 
trator,  The  Palmerton  Hospital,  135 
Lafayette  Ave.,  Palmerton,  Pa.  18071. 

Internist — Board  certified  or  eligible, 
to  join  a  university-sponsored  innova¬ 
tive  health  maintenance  program. 
Teams  of  health  care  providers.  Heter¬ 
ogeneous  patient  population.  Contact 
C.  G.  Hertz,  M.D.,  Medical  Coor¬ 
dinator,  Penn  Urban  Health  Mainte¬ 
nance  Program,  415  S.  19th  St., 
Philadelphia,  Pa.  19146.  Telephone 
(215)732-9001. 

Physician  Wanted — Physician  with 
Pennsylvania  license  for  either  part 
time  or  full  time  general  medical  clinic 
practice.  Daylight  hours  only.  For  fur¬ 
ther  information  call  (412)  433-6609. 
Ask  for  Miss  McFadden. 


FOR  SALE 

Manual — “Manual  of  Routine  Orders 
for  Medical  and  Surgical  Emergencies 
(A  New  Concept  Designed  to  Save 
Lives).”  Contact:  Warren  Green 
Publishing  Corp.,  10  South  Brentwood 
Ave.,  St.  Louis,  Missouri  63105. 

Modern,  air-conditioned  office  directly 
across  from  hospital  in  eastern  Pennsyl¬ 
vania  university  town.  Now  housing 
thriving,  established  private  orthopedic 
practice.  Three  examining  rooms,  large 
waiting  room,  private  consultation 
room,  wall  to  wall  carpeting,  fully 
equipped.  Available  immediately. 
Write  Department  634,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 

INVESTMENTS 

Dissatisfied  with  Stock  Market?  Try 

seashore  real  estate.  Example:  Duplex 
lot  on  bay  in  1971 — $7,500;  in 
1973 — $19,000.  Lot  in  beachblock  in 
197 1 — $8,000;  in  1973— $30,000.  In¬ 
terested?  Call  Roger  J.  Soens,  Esq. 
President,  Avalon  Land  Investment, 
Inc.  Telephone  (215)  665-0930  or 
'(609)967-4731. 

EQUIPMENT  NEEDED 

Centrifuge;  hematocrit;  blood  chemis¬ 
try  unit;  x-ray;  or  other  clinical  equip¬ 
ment  needed.  Contact:  James  Hyssong, 
R.D.  3,  Box  160,  Harrisburg,  Pa.  Or 
telephone  (717)  545-7161  between  8 
and  8:30  a.m. 

POSITIONS  WANTED 

Nephrologist,  29,  American  Board  of 
Internal  Medicine  certified.  University 
trained.  Interested  clinical  nephrology 
and/or  dialysis.  Seeking  academic 
and/or  practice.  Write  Department 
637,  Pennsylvania  Medicine,  20  Er¬ 
ford  Road,  Lemoyne,  Pa.  17043. 

Cardiologist,  29,  American  Board  of 
Internal  Medicine  certified.  Interest 
clinical  cardiology,  noninvasive  tech¬ 
niques,  catheterization.  Seeding  aca¬ 
demic  and/or  practice.  Write  Depart¬ 
ment  638,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 
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continuing  education 


This  issue  carries  no  education  course  listings.  New  listings  will  be  published  in  the 
March  issue.  If  you  would  like  to  have  a  copy  of  the  lists  that  were  published  in  the 
December  and  January  issues  together  with  typed  copy  of  new  listings  received 
since  then,  contact:  Council  on  Education  and  Science,  Pennsylvania  Medical  Soci¬ 
ety,  20  Erford  Road,  Lemoyne,  Pa.  17043. 


Register  Your  Medical  Assistant  Now! 


American  Association  of  Medical  Assist¬ 
ants  Educational  Seminar 


Name _ 


March  30,  31,  Penn  Harris  Motor  Inn,  Address - 

Lemoyne,  Pa. 

J  Physician  Employer 


See  January  Pennsylvania  Medicine  for 

program  details 


Amount  Enclosed _ 

Return  to:  Jane  Ireland 

4032  Watters  Lane 


$15.00  members  $20.00  nonmembers. 


Gibsonia,  Pa.  15044 


For  t 


Android-25 

Android-10  Tablets  Android-5  Buccal 

Methy (testosterone  N.F.  — 25rt0^5mg. 


Tablets 


treatment  of  impotence  due  to  androgenic  deficiencylnTft^  male 


DESCRIPTION:  Methyl!«sfosterone/is  1 7/?-Hydroxy-1 7- 
MathylandrosM-jpj-i-one.  ACTIONS:  Methyltestosterone 
is  an  oil  soluble  androgenic  hp'rmone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunichism.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro¬ 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficien¬ 
cy.  4.  Postpuberal  cryptorchidism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  Jaundice  and  altered 
-4**e»4u«M^M»d-4ests.  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyttes- 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a  problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  for  symptoms  of  cli¬ 


macteric,  avoid  stimulation  to  the  point  of  Increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient's  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car¬ 
cinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  It  priapism  or  other  signs  of  exces¬ 
sive  sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
caufioosly  In  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis¬ 


continued.  ADVERSE  REACTIONS:  Cholestatic  Jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  *  Hyper¬ 
calcemia  particularly  in  patients  with  metastatic  breast 
carcinoma.  This  usually  indicates  progression  of  bone 
metastases  •  Sodium  and  water  retention  *  Priapism  • 
Virilization  In  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia.  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  individualized,  as  patients  vary  widely  in  re¬ 
quirements.  Daily  requirements  are  best  administered  in 
divided  doses.  The  following  isf  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism,  10  to  40  mg,;  Male  climacteric  symptoms  and 
Impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg.  in  bottles  of  60,  250. 
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•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


John  V.  Allen  III,  Rockwood; 
Hahnemann  Medical  College  and  Hos¬ 
pital,  1949;  age  49;  died  October  9, 

1 973.  He  was  director  of  clinics  for  the 
Bedford-Somerset  County  Mental 
Health-Mental  Retardation  office. 
There  is  no  information  regarding  sur¬ 
vivors. 

•  Louis  H.  Averbach,  Philadelphia; 
Hahnemann  Medical  College,  1950; 
age  51;  died  December  5,  1973.  He 
had  been  director  of  obstetrical  and 
gynecological  services  at  Frankford 
Hospital.  He  was  a  fellow  of  the 
Philadelphia  Obstetric  Society,  the 
American  College  of  Obstetricians  and 
Gynecologists,  and  the  American 
College  of  Surgeons.  He  is  survived  by 
his  wife,  a  daughter,  two  sons,  a 
brother,  and  his  mother  and  father. 

•  Francis  F.  Borzell,  Browns  Mills, 
New  Jersey;  Jefferson  Medical  Col¬ 
lege,  1906;  age  91;  died  December  12, 
1973.  Dr.  Borzell  was  a  former  head  of 
the  radiology  department  at  Frankford 
Hospital,  Philadelphia.  He  was  a  past 
president  of  the  Philadelphia  County 
Medical  Society  and  of  the  Pennsyl¬ 
vania  Medical  Society.  He  served  as 
Speaker  of  the  House  of  Delegates  of 
the  American  Medical  Association  for 
a  number  of  years.  He  was  a  member 
of  the  American  Roentgen  Ray  Soci¬ 
ety,  the  Radiological  Society  of  North 
America,  and  the  American  College  of 
Radiology.  He  is  survived  by  a  daugh¬ 
ter,  a  sister,  and  a  brother. 

•  Alexander  H.  Colwell,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1914;  age  86;  died  No¬ 
vember  18,  1973.  Dr.  Colwell  was 
President  of  the  Pennsylvania  Medical 
Society  in  1935-1936.  He  had  also 
served  as  president  of  the  Allegheny 
County  Medical  Society.  He  had  been 
professor  of  medicine  at  the  University 
of  Pittsburgh  School  of  Medicine  for 
more  than  fifty  years.  A  son  and  a 
daughter  survive  him. 

•  William  F.  Delaney,  Philadelphia; 
Hahnemann  Medical  College,  1934; 
age  69;  died  during  1973.  No  further 
information  is  available. 

•  Robert  L.  Feldmann,  York;  Yale 
University  School  of  Medicine,  1933; 
age  67;  died  November  30,  1973.  He 


was  former  chairman  of  the  ear,  nose, 
and  throat  department  at  York  Hospi¬ 
tal  and  was  active  in  the  Cleft  Palate 
Clinic  there.  He  was  a  fellow  of  the 
American  College  of  Surgeons.  He  is 
survived  by  his  wife,  three  daughters,  a 
son,  and  two  brothers. 

•  Richard  L.  Goyne,  Wyomissing; 
Temple  University  School  of  Medi¬ 
cine,  1939;  age  60;  died  November  5, 
1973.  He  had  been  assistant  state 
regional  medical  director  for  the  Penn¬ 
sylvania  Department  of  Health  at  the 
West  Reading  office.  He  had  been  in 
private  practice  in  obstetrics  for  four¬ 
teen  years  in  Harrisburg  prior  to  1958. 
His  wife,  two  sons,  and  a  daughter  sur¬ 
vive  him. 

•  Frances  J.  Heath-Hughson,  Lou- 
donville.  New  York;  Woman’s  Medi¬ 
cal  College  (Medical  College  of  Penn¬ 
sylvania),  1912;  age  87;  died  during 
1973.  No  further  information  is  avail¬ 
able. 

•  William  J.  Hinkson,  New  Castle; 
Jefferson  Medical  College,  1932;  age 
67;  died  September  1 1,  1973.  He  was  a 
fellow  of  the  American  College  of  Sur¬ 
geons.  He  is  survived  by  his  wife. 

•  Martin  D.  Kishner,  Bala  Cynwyd; 
Temple  University  School  of  Medi¬ 
cine,  1930;  age  79;  died  October  18, 
1973.  He  had  practiced  medicine  in 
Philadelphia  for  forty-three  years.  His 
wife,  two  daughters,  and  two  sons  sur¬ 
vive  him. 

•  Carl  J.  Konecke,  Wilkes-Barre; 
Hahnemann  Medical  College  and  Hos¬ 
pital,  1943;  age  59;  died  October  22, 
1973.  He  was  a  fellow  of  the  American 
Academy  of  Family  Physicians.  Sur¬ 
vivors  include  his  wife;  three  daugh¬ 
ters;  two  sons;  a  sister;  and  a  brother, 
M.  L.  Konecke,  M.D.,  Wilkes-Barre. 

•  Alexander  A.  Krieger,  Pittsburgh; 
University  of  Maryland  School  of 
Medicine,  1932;  age  68;  died  October 
24,  1973.  He  is  a  fellow  of  the  Ameri¬ 
can  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  College 
of  Surgeons,  the  Panamerican 
Congress  of  Ophthalmology  and  was  a 
past  president  of  the  Pittsburgh 
Ophthalmological  Society.  His  wife 
survives  him. 


•  George  H.  Ledger,  Flagler  Beach, 
Florida;  Temple  University  School  of 
Medicine,  1934;  age  65;  died  No¬ 
vember  28,  1973.  He  had  been  a 
physician  in  the  Union  City  area  for 
many  years.  Information  regarding 
survivors  is  not  available. 

•  Edwin  P.  Longaker,  Ardmore; 
University  of  Pennsylvania  School  of 
Medicine,  1913;  age  84;  died  De¬ 
cember  10,  1973.  He  had  been  chief  of 
the  Bryn  Mawr  Hospital's  department 
of  otolaryngology.  He  is  survived  by 
his  wife  and  three  sons,  Drs.  Edwin  D., 
William  D.,  and  Richard  P.  Longaker. 

•  Pascal  F.  Lucchesi,  Philadelphia; 
Jefferson  Medical  College,  1926;  age 
69;  died  November  16,  1973.  He  was 
former  vice  president  and  medical 
director  of  Albert  Einstein  Medical 
Center  and  former  medical  director  of 
Philadelphia  General  Hospital.  He  was 
a  past  president  of  the  Philadelphia 
Medical  Society,  the  Pennsylvania 
Public  Health  Association,  and  the 
Philadelphia  Pediatric  Society.  He  was 
a  diplomate  of  the  American  Board  of 
Pediatrics  and  of  the  American  Board 
of  Public  Health  and  Preventive  Medi¬ 
cine.  Dr.  Lucchesi  had  been  professor 
of  public  health  and  preventive  medi¬ 
cine  at  Hahnemann  Medical  College 
and  Hospital.  He  was  also  a  fellow  of 
the  American  College  of  Physicians. 
He  is  survived  by  his  wife  and  four 
daughters. 

•  Kochuthundyil  T.  Mathew,  Erie; 
Christian  Medical  College,  Vellore,. 
India,  1951;  age  54;  died  October  20, 
1973.  He  was  a  staff  physician  at 
Hamot  Medical  Center.  He  is  survived 
by  his  wife,  his  mother,  three  sons,  and 
a  sister. 

•  Isaac  L.  Messmore,  Danville;  Jef¬ 
ferson  Medical  College,  1940;  age  59; 
died  October  29,  1973.  He  was  an  as¬ 
sociate  in  the  department  of  obstetrics 
and  gynecology  at  Geisinger  Medical 
Center.  He  was  a  diplomate  of  the 
American  Board  of  Obstetrics  and  Gy¬ 
necology,  a  fellow  of  the  American 
College  of  Obstetrics  and  Gynecology, 
and  a  fellow  in  the  American  College 
of  Surgery.  Survivors  include  his  wife, 
a  daughter,  two  sons,  and  a  sister. 
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•  John  H.  Moore,  Lock  Haven; 
Hahnemann  Medical  College,  1958; 
age  43;  died  November  14,  1973.  Dr. 
Moore  was  a  member  of  the  staff  and 
of  the  board  of  directors  of  Lock 
Haven  Hospital  and  was  clinician  for 
the  Lock  Haven  Tuberculosis  and 
Health  Clinic.  He  was  a  fellow  of  the 
American  Thoracic  Society  and  the 
American  Academy  of  Family  Physi¬ 
cians.  Survivors  include  his  wife,  two 
daughters,  four  sons,  his  mother,  two 
stepsons,  two  sisters,  and  four 
brothers. 

•  Domer  S.  Newill,  Connellsville; 
Eclectic  Medical  College,  Cincinnati, 
Ohio,  1915;  age  82;  died  November  5, 
1973.  He  was  a  surgeon  in  the  Con¬ 
nellsville  area.  Survivors  include  his 
wife;  three  sons,  two  of  whom  are 
physicians,  William  K.  Newill,  M.D., 
Connellsville,  and  Domer  S.  Jr.,  M.D., 
Pittsburgh;  a  sister;  and  two  brothers. 

•  Thomas  J.  O’Meara,  Pittsburgh; 
Marquette  University  School  of  Medi¬ 
cine,  Milwaukee,  Wisconsin,  1941;  age 
57;  died  November  13,  1973.  He  was 
medical  director  for  the  Westinghouse 
Air  Brake  Company.  He  is  survived  by 
his  wife. 


•  Arthur  E.  Roose,  Green  Valley, 
Arizona;  University  of  Pittsburgh 
School  of  Medicine,  1929;  age  72; 
died  October  12,  1973.  He  was  a 
fellow  of  the  American  College  of  Ob¬ 
stetricians  and  Gynecologists,  the 
Pittsburgh  Obstetrical  and  Gynecolog¬ 
ical  Society,  and  the  American  Society 
of  Abdominal  Surgeons.  His  wife  and 
two  sons  survive  him. 

•  James  C.  Schornick,  Clearfield; 
Indiana  University  School  of  Medi¬ 
cine,  1940;  age  60;  died  November  1, 
1973.  He  was  chief  radiologist  at 
Miners  Hospital,  Spangler,  and  Nason 
Hospital,  Roaring  Spring.  He  was  a 
fellow  of  the  Radiological  Society  of 
North  America.  He  is  survived  by  his 
wife;  three  sons,  one  of  whom  is  James 
C.  Schornick,  Jr.,  M.D.,  Spangler;  and 
two  sisters. 

•  George  H.  Seaks,  New  Oxford; 
University  of  Maryland  College  of 
Physicians  and  Surgeons,  Baltimore, 
Maryland,  1904;  age  96;  died 
December  12,  1973.  He  had  practiced 
in  Harrisburg  for  many  years.  He  was 
a  fellow  of  the  American  College  of 
Surgeons,  the  Pennsylvania  Academy 


of  Ophthalmology  and  Otolaryngo¬ 
logy,  and  the  American  Board  of 
Otolaryngology.  He  is  survived  by  his 
wife,  two  sons,  and  a  daughter. 

•  Norman  E.  Snyder,  Lancaster; 
University  of  Pennsylvania  School  of 
Medicine,  1921;  age  76;  died  October 
13,  1 973.  He  is  survived  by  his  widow. 

•  Rodney  L.  Stedge,  Sayre;  Jef¬ 
ferson  Medical  College,  1925;  age  80; 
died  October  13,  1973.  He  had  been 
chief  of  the  department  of  obstetrics  at 
the  Robert  Packer  Hospital  until  1957 
when  he  went  into  general  practice. 
Survivors  include  his  wife,  two  sons, 
and  two  stepdaughters. 

Ruth  S.  K.  Calehuff,  Williamsport; 
Women’s  Medical  College  (Medical 
College  of  Pennsylvania),  1925;  age 
74;  died  July  29,  1973.  No  further  in¬ 
formation  is  available. 

Andrew  Harvey,  Morgantown;  Uni¬ 
versity  of  Pennsylvania  School  of 
Medicine,  1925;  age  79;  died  July  3, 
1973.  His  wife  survives  him. 

Norman  H.  Taylor,  Hamilton,  Ber¬ 
muda;  Harvard  University  Medical 
School,  1918;  age  80;  died  July  19, 
1973.  His  wife  survives  him. 
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BEAVER  COUNTY: 

Tae  Cheol  Min,  M.D.,  900  Third  Ave.,  Beaver  Falls  15010. 

BERKS  COUNTY: 

Thomas  B.  Moll,  M.D.,  424  Walnut  St.,  Reading  1 9601 . 

Harnish  K.  V.  Shah,  M.D.,  202  S.  Mansion  Dr.,  Shi II ington 
19607. 

CHESTER  COUNTY: 

Joseph  A.  DeColli,  M.D.,  Paoli  Memorial  Hospital,  Paoli  19301. 
Carl  E.  Denizard,  M.D.,  Ash  Park  East  A-13,  Coatesville  19320. 

CRAWFORD  COUNTY: 

Peter  W.  Hebert,  M.D.,  764  Kennedy  St.,  Meadville  16335. 

Thong  Dae  Park,  M.D.,  841  Park  Ave.,  Meadville  16335. 

John  O.  Taylor,  Jr.,  M.D.,  843  Park  Ave.,  Meadville  16335. 

John  B.  Zinnamosca,  D.  O.,  312  Chestnut  St.,  Meadville  16335. 

ERIE  COUNTY: 

Rogelio  M.  Allanique,  M.D.,  20  W.  High  St.,  Union  City  16438. 
Demosthenes  C.  Esporas,  M.D.,  3944  Liberty  St.,  Erie  16509. 
James  G.  Moore,  M.D.,  1370  W.  Canterbury  Lane,  Fairview 
16415. 

FRANKLIN  COUNTY: 

James  M.  Chicklo,  M.D.,  518  Cleveland  Ave.,  Chambersburg 
17201. 

Romeo  C.  Rosel,  M.D.,  310  Lortz  Ave.,  Chambersburg  17201. 

LANCASTER  COUNTY: 

Stanley  M.  Godshall,  M.D.,  Norlanco  Medical  Association, 
Elizabethtown  17022. 

Joseph  P.  Zaepfel,  M.D.,  822  Marietta  Ave.,  Lancaster  1  7603. 

LEBANON  COUNTY: 

Jay  R.  Hess,  M.D.,  650  E.  Main  St.,  Annville  17003. 


LEHIGH  COUNTY: 

Jay  H.  Apfelbaum,  M.D.,  421  Chew  St.,  Allentown  18102. 

Pricha  Boonswang,  M.D.,  Allentown  Hospital,  Allentown  18102. 
David  R.  Campbell,  M.D.,  1223  Washington  St.,  No.  9,  Whitehall 
18052. 

Mario  A.  Candal,  M.D.,  421  Chew  St.,  Allentown  18102. 

Richard  J.  Cusick,  M.D.,  639  E.  Emmaus  Ave.,  Allentown 
18103. 

Edgardo  C.  Custodio,  M.D.,  1331  Church  St.,  Bethlehem  18015. 
Leroy  B.  Gerchman,  M.D.,  3710  Hamilton  St.,  Allentown  18104. 
Charles  A.  Gordon,  M.D.,  3148  C.  Linda  Lane,  Allentown  18103. 
Michael  J.  Gordon,  M.D.,  2200  Hamilton  St.,  Allentown  18104. 
Virgil  M.  Hardin,  M.D.,  930  N.  Cedar  Crest  Blvd.,  Allentown 
18104. 

Ellis  H.  Levy,  M.D.,  2200  Hamilton  St.,  Allentown  18104. 

George  W.  McGinley,  M.D.,  501  N.  17th  St.,  Allentown  18104. 
Larry  N.  Merkle,  M.D.,  Olympic  Gardens  1580,  Whitehall  18052. 
Tawachai  Onsanit,  M.D.,  123  W.  Hazard  St.,  Summit  Hill  18250. 
Ponnampalam  Sabanayagam,  M.D.,  Allentown  Hospital,  Allen¬ 
town  18102. 

M.  Khubaib  Saeed,  M.D.,  2916  Lindberg  Ave.,  Allentown  18103. 
Gerald  P.  Sherwin,  M.D.,  3710  Hamilton  St.,  Allentown  18104. 
Arthur  C.  Sosis,  M.D.,  131  7  Hamilton  St.,  Allentown  18102. 

Harry  W.  Stephens,  Jr.,  M.D.,  1746  Allen  St.,  Allentown  18104. 
Richard  C.  Wilson,  M.D.,  4384  Clearview  Circle,  Allentown 
18103. 

LUZERNE  COUNTY: 

James  P.  D’lorio,  M.D.,  165  River  St.,  Forty  Fort  18704. 

Thomas  F.  Kozlek,  M.D.,  214  Hughes  St.,  Swoyersville  18704. 
Richard  F.  O’Brien,  M.D.,  149  Dana  St.,  Wilkes-Barre  18702. 
David  E.  Owens,  M.D.,  245  E.  South  St.,  Wilkes-Barre  18072. 
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LYCOMING  COUNTY: 

Florentino  P.  Famorca,  M.D.,  1724  Four  Mile  Dr.,  Williamsport 
17701. 

Soo  Wung  Hong,  M.D.,  699  Rural  Ave.,  Williamsport  17701. 

Ralph  H.  Kaiser,  M.D.,  2326  Blair  St.,  Williamsport  1 7701 . 

Mary  R.  Schweikle,  M.D.,  1298  Hepburn  St.,  Williamsport 
17701. 

Carmen  E.  Spinney,  M.D.,  Box  370,  R.D.  1,  Lock  Haven  17745. 

MONTGOMERY  COUNTY: 

Jack  Haberman,  M.D.,  Meadowbrook  Apts.,  Gilbertsville  19525. 

Michael  J.  Jochnowitz,  M.D.,  6060  Marlbrook  Lane,  Lansdale 
19446. 

Peter  C.  Mangonon,  M.D.,  1432  Arch  St.,  Apt.  A104,  Norristown 
19401. 

Carl  Ray  Goodman,  M.D.,  Montgomery  Hospital,  Norristown 
19404. 

Renato  G.  Ocampo,  M.D.,  1537  Bancroft  Dr.,  West  Chester 
19380. 

Barry  A.  Silver,  M.D.,  635  N.  Broad  St.,  Lansdale  19446. 

NORTHUMBERLAND  COUNTY: 

Joseph  M.  Sienkiewicz,  M.D.,  50  N.  Maple  St.,  Mt.  Carmel 
17851. 

Choong  Y.  Wee,  M.D.,  Box  370,  R.D.  1 ,  Lock  Haven  1 7745. 

PHILADELPHIA  COUNTY: 

Arnold  H.  Berger,  M.D.,  237  Stacey  Rd.,  Narberth  19072. 

Michael  D.  Birnbaum,  M.D.,  1000  Arboretum  Rd.,  Wyncote 
19095. 

Julie  G.  Botwin,  M.D.,  131  Henfield  Ave.,  Cherry  Hill,  New 
Jersey  08003. 

Kirti  K.  Doshi,  M.D.,  135  Westover  Dr.,  Cherry  Hill,  New  Jersey 
08034. 

Lawrence  B.  Erlich,  M.D.,  111  N.  49th  St.,  Philadelphia  19139. 

M.  Hossein  Etezady,  M.D.,  451  Gypsy  Lane,  Gulph  Mills  19406. 

Stephen  A.  Feig,  M.D.,  220  Locust  St.,  Philadelphia  19106. 

Murray  Goldberg,  D.O.,  405  Newbold  Rd.,  Jenkintown  19046. 

Ronald  S.  Gottlieb,  M.D.,  1025  Walnut  St.,  Philadelphia  19107. 

Daniel  D.  Harrer,  M.D.,  Lankenau  Medical  Bldg.,  Philadelphia 
19151. 

Barry  H.  Hendler,  M.D.,  7625  Algon  Ave.,  Philadelphia  19111. 

John  E.  Hunt,  Jr.,  M.D.,  47-7  Revere  Rd.,  Drexel  Hill  19026. 

Javad  Jamshidi,  M.D.,  3910  Powelton  Ave.,  No.  303, 
Philadelphia  191 04. 

Maximo  A.  Icasiano,  M.D.,  1900  S.  Broad  St.,  Philadelphia 
19145. 

Michael  J.  Katin,  M.D.,  Lankenau  Hospital,  Philadelphia  19151. 

Narong  Keosathit,  M.D.,  1611  S.  Broad  St.,  Philadelphia  19148. 

Moon  Y.  Kim,  M.D.,  250  Beverly  Blvd.,  No.  J-20,  Upper  Darby 
19082. 

Lorraine  C.  King,  M.D.,  5312  Rutland  St.,  Philadelphia  19124. 

Allan  E.  Koff,  D.O.,  7760  Bennett  Rd.,  Wyncote  19095. 

Robert  E.  Leibowitz,  M.D.,  8941  Fairfield  St.,  Philadelphia 
19152. 

Joseph  Leighton,  M.D.,  3300  Henry  Ave.,  Philadelphia  19129. 

David  Levenberg,  M.D.,  Friend’s  Hospital,  Philadelphia  19124. 

Dee  Beng  Lim,  M.D.,  Germantown  Hospital  and  Dispensary, 
Philadelphia  19144. 

Maurice  Linden,  M.D.,  1700  Germantown  Ave.,  Philadelphia 
19119. 

Henry  H.  Lindsay,  M.D.,  1212  W.  Oxford  St.,  Philadelphia 
19122. 

Santo  Longo,  M.D.,  Box  14,  Penns  Park  18943. 

Mounir  H.  Louka,  M.D.,  2200  Ben  Franklin  Parkway,  S514, 
Philadelphia  191 30. 

Sudhir  K.  Marfatia,  M.D.,  3701  Chestnut  St.,  Philadelphia 
19104. 

Stephen  H.  Margolis,  M.D.,  7  Wynnewood  Court,  Narberth 
19072. 

Harry  F.  Markow,  M.D.,  48  Tanglewood  Dr.,  Holland  18966. 


Mohammed  A.  Malik,  M.D.,  123  W.  High  St.,  Newquehoning 
18240. 

Sanat  K.  Mandal,  M.D.,  141  Covered  Bridge  Rd.,  Cherry  Hill, 
New  Jersey  08034. 

Muriel  E.  McGlamery,  M.D.,  Albert  Einstein  Medical  Center, 
Northern  Division,  Philadelphia  19141. 

Elliott  Menkowitz,  M.D.,  2052  Spring  Mill  Rd.,  Lafayette  Hill, 
19444. 

Herminio  Muniz,  M.D.,  Pennsylvania  Hospital,  8th  and  Spruce 
St.,  Philadelphia  19107. 

E.  Michael  Okin,  M.D.,  10101  Academy  Rd.,  Philadelphia 
19114. 

Andrew  S.  Olearczyk,  M.D.,  5205  N.  Broad  St.,  Philadelphia 
19141. 

Howard  J.  Osofsky,  M.D.,  3401  N.  Broad  St.,  Philadelphia 
19140. 

David  S.  Pao,  M.D.,  269  S.  9th  St.,  No.  1610,  Philadelphia 
19107. 

Rouzbeh  K.  Parsi,  M.D.,  2991  School  House  Lane,  Philadelphia 
19144. 

David  R.  Pashman,  M.D.,  7720  A.  Stenton  Ave.,  No.  302, 
Philadelphia  19118. 

Francis  L.  Richardson,  M.D.,  9637  Bustleton  Ave.,  Philadelphia 
19115. 

Jay  W.  Ripka,  M.D.,  3300  Henry  Ave.,  Philadelphia  19129. 

Michael  S.  Roth,  M.D.,  9845  Wisteria  St.,  Philadelphia  19115. 

K.  R.  Sampathachar,  M.D.,  4000  Gypsy  Lane,  Apt.  61 7F2, 
Philadelphia  191 44. 

Andrew  R.  Schwartz,  M.D.,  Hahnemann  Medical  College,  230 
N.  Broad  St.,  Philadelphia  19102. 

James  P.  Shinnick,  D.O.,  Hahnemann  Medical  College,  230  N. 
Broad  St.,  Philadelphia  19102. 

Janet  N.  Siler,  M.D.,  3400  Spruce  St.,  Philadelphia  19104. 

Philip  Slipyan,  M.D.,  829  Spruce  St.,  Philadelphia  19107. 

Louise  A.  Sonnenberg,  M.D.,  261  S.  Third  St.,  Philadelphia 
19106. 

Rudolph  N.  Staroscik,  M.D.,  17  Cypress  Lane,  Berwyn  19312. 

Joseph  J.  Steingard,  M.D.,  2135  N.  58th  St.,  Philadelphia 
19131. 

Parker  M.  Syemour,  M.D.,  905  Manning  St.,  Philadelphia 
19107. 

Carolina  M.  Torres,  M.D.,  Albert  Einstein  Medical  Center, 
Northern  Division,  Philadelphia  19141. 

Raymond  Tronzo,  M.D.,  133  S.  36th  St.,  Philadelphia  19104. 

Robert  J.  Wallner,  D.O.,  909  Park  Towne  Place,  Philadelphia 
19130. 

Danilo  D.  Zamora,  M.D.,  155  E.  Godfrey  Ave.,  B205, 
Philadelphia  19120. 

SOMERSET  COUNTY: 

Emiliano  D.  Limcuando,  M.D.,  363  Market  St.,  Rockwood 
15557. 

UNION  COUNTY: 

John  H.  Persing,  M.D.,  Stein  Lane,  Lewisburg  17837. 

Dante  P.  Velayo,  M.D.,  47  N.  Third  St.,  Lewisburg  17837. 

WARREN  COUNTY: 

In  Woo  Lee,  M.D.,  Warren  State  Hospital,  Warren  16365. 

WASHINGTON  COUNTY: 

Dino  R.  Boni,  M.D.,  47  Stella  St.,  Burgettstown  15021. 

WESTMORELAND  COUNTY: 

Charles  H.  Chang,  M.D.,  599  N.  Church  St.,  Mt.  Pleasant  15666. 

Michael  B.  Greenfield,  M.D.,  Box  181,  R.D.  8,  Greensburg 
15601. 

Young  Ae  Kwon  Jun,  M.D.,  3005  Acacia  Circle,  Greensburg 
15601. 

Blima  K.  Mitre,  M.D.,  Citizen’s  General  Hospital,  New  Kens¬ 
ington  15068. 

Emilio  Villegas,  M.D.,  128  Fifth  St.,  Irwin  15642. 
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PENNSYLVANIA  MEDICINE 


Each  tablet  contains  80  mg  trimethoprim  ^  3 

and  400  mg  sulfamethoxazole. 

A  high  assurance  of  clinical  efficacy 

■  in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■  against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli ,  Klebsiella-Enterobacter ,  Proteus  mirabilis,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 


Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli ,  Klebsiella-Enterobacter , 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe¬ 
rience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBCs 
are  recommended;  therapy  should  be  discontinued 
if  a  significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he¬ 
molysis  may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona¬ 
mides  and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy¬ 
tosis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
johnson  syndrome,  generalized  skin  eruptions,  epider¬ 
mal  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri¬ 
orbital  edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan¬ 
creatitis.  CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  facetazolamide,  thiazides)  and  oral  hypogly¬ 
cemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro¬ 
duced  thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine, 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2  tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho¬ 
prim  and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


A  high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a  summary  of  which  appears  on  preceding  page. 
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AMA  SUES  TO  END  PHASE  IV  CONTROLS  The  AMA  on  February  19  filed  suit 

in  U.S.  District  Court  in  the 
District  of  Columbia  to  seek  an  end  to  economic  controls  on  medical 
care.  Announcement  of  the  action  was  made  by  AMA  President  Russell  B. 
Roth,  M.D.,  and  Board  Chairman  James  K.  Sammons,  M.D.  It  followed  a 
request  to  Congress  from  President  Nixon  that  all  strict  wage-price 
controls  be  ended  by  April  30--except  on  petroleum  (covered  by 
separate  legislation)  and  health  care.  Dr.  Roth  said  the  controls  "are 
so  arbitrary  as  to  be  vindictive."  He  said  the  Phase  IV  regulations 
applied  to  physicians  and  hospitals  are  "confiscatory,  arbitrary, 
capricious,  and  discriminatory.  .  .and  violate  the  very  law  on  which 
they  are  based  in  that  they  do  not  conform  to  the  'generally  fair  and 
equitable'  standard  written  into  the  law  by  the  Congress."  Cost  of 
Living  Council  Director  John  T.  Dunlop  testified  earlier  before  a 
Senate  subcommittee  and  recommended  that  mandatory  controls  on  the 
health  care  industry  be  continued  until  Congress  passes  a  national 
health  insurance  bill.  Drs .  Sammons  and  Roth  also  appeared  before  the 
subcommittee  to  call  for  an  end  to  controls,  testifying  that  they  "are 
unfounded  in  the  law"  and  that  they  "pose  a  grave  threat  to  the  quality 
and  availability  of  medical  care  in  this  country." 

PEER  REVIEW  PROTECTION  MOVING  *H.B.  1729,  the  bill  drafted  by  the 

State  Society  to  protect  physicians 
participating  in  peer  review  activities,  has  been  reported  out  of 
committee  and  is  on  second  reading  on  the  House  of  Representatives 
calendar.  The  House  is  in  recess  until  March  4,  but  efforts  to  have 
an  early  vote  when  legislators  return  are  being  made.  Peer  review,  as 
redefined  by  amendments  to  the  bill  "means  the  procedure  for  evaluation 
by  professionals  of  the  quality  and  efficiency  of  services  ordered  or 
performed  by  other  professionals,  including  practical  analysis,  in¬ 
patient  hospital  and  extended  care  facility  utilization  review,  medical 
audit,  ambulatory  care  review,  and  claims  review."  The  Council  on 
Governmental  Relations  has  issued  a  call  to  all  Society  members  to  ask 
their  representatives  to  support  H.B.  1729  and  to  encourage  quick 
action. 

LEGISLATURE  PASSES  BILL  AFFECTING  EYE  CARE  S.B.  570,  which  would 

permit  optometrists  with 
special  training  to  use  certain  topical  diagnostic  drugs  "designated  by 
the  Secretary  of  Health,"  has  passed  both  houses  of  the  Legislature  by 
large  margins  and  been  sent  to  Governor  Milton  J.  Shapp.  Efforts  of 
the  State  Society  to  have  the  bill  recommitted  so  that  legislators 
might  have  an  opportunity  to  study  it  further  were  unsuccessful.  The 
1973  House  of  Delegates  directed  that  the  bill  be  defeated,  not  amended. 

COUNCIL  TO  PURSUE  MEDICAID  FEE  ISSUE  The  Council  on  Medical  Service 

intends  to  pursue  the  medicaid 

fee  increase  issue  despite  a  refusal  for  a  blanket  exemption  from 
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Phase  IV  rules  from  the  Cost  of  Living  Council.  Meanwhile,  physicians 
are  encouraged  to  move  individually  to  seek  exemptions  for  the  $2.00 
increase  for  home  and  office  visits.  Read  the  article  on  page  30  of 
this  issue  for  instructions. 

DENENBERG  RESIGNS:  SEEKS  SENATE  NOMINATION  Insurance  Commissioner 

Herbert  S.  Denenberg  has 
submitted  his  resignation  as  insurance  commissioner  effective  March  29. 
He  will  seek  the  Democratic  nomination  for  the  U.S.  Senate  seat  now 
held  by  Senator  Richard  SQ  Schweiker. 

PaMPAC  BOARD  ELECTS  R.  William  Alexander,  M.D.,-of  Reading,  was 

elected  chairman  of  the  PaMPAC  Board  of  Direc¬ 
tors  when  it  met  in  February.  Serving  with  him  as  officers  will  be: 
Robert  J.  Carroll,  M.D0 ,  Pittsburgh,  vice  chairman;  R.  Edward  Steele, 
M.D.,  Harrisburg,  treasurer;  and  Mrs .  Robert  S.  Christman  (Woman's 
Auxiliary  representative),  Harrisburg,  secretary.  These  officers  will 
form  the  board's  Executive  Committee  along  with  William  B.  West,  M.D., 
Huntingdon,  immediate  past  president;  and  Paul  S.  Friedman,  M.D.,  Phila¬ 
delphia.  Also  elected  were  Mrs.  Donald  E.  Harrop  (Woman's  Auxiliary), 
Phoenixville ,  assistant  secretary;  and  Jerry  L.  Rothenberger ,  PaMPAC 
executive  director,  assistant  treasurer. 

STATE  SOCIETY  MONITORS  FUEL  SHORTAGE  The  Executive  Committee  of  the 

Board  of  Trustees  was  instru¬ 
mental  in  having  physicians  exempted  from  alternate  day  purchase  of 
gasoline  so  that  requirements  may  be  filled  without  reference  to  inspec¬ 
tion  sticker  numbers.  In  a  letter  to  Leonard  Bachman,  M.D.,  Governor 
Shapp's  health  services  director,  the  Society  further  stated  that 
physicians  should  be  exempted  from  any  mandatory  rationing  plan  which 
might  be  imposed. 

FURTHER  PLAN  C  STUDY  OFFERED  The  Blue  Shield  Board  of  Directors  at 

its  February  meeting  found  that  the 
proposed  Plan  C.  Fee  Schedule  did  not  contain  the  proper  degree  of 
relativity  and  ordered  further  study  at  a  March  14  meeting. 

MANAGEMENT  SEMINAR  SET  The  Council  on  Education  and  Science  will 

sponsor  a  two -day  practice  management  seminar 
May  10  and  11  at  the  Hershey  Motor  Lodge.  Leif  C.  Beck,  Ll.B.,  presiden 
of  Management  Consulting  for  Professionals,  Inc.,  of  Bala  Cynwyd,  will 
participate  in  and  is  assisting  in  developing  the  program  which  will 
carry  Category  I  credit  toward  the  Physician's  Recognition  Award  and  the 
education  requirement  for  continued  PMS  membership. 

ACUPUNCTURE  SYMPOSIUM  OFFERED  A  symposium  on  acupuncture  open  to 

interested  physicians  and  paramedical 
personnel  has  been  scheduled  by  the  Division  of  Continuing  Education  of 
Hahnemann  Medical  College  for  April  1-3,  1974,  in  Philadelphia.  Teruo 
Matsumoto,  M.D. ,  professor  of  surgery,  who  is  conducting  clinical  resear 
in  acupuncture,  will  direct  the  symposium 0  For  details  contact  the 
Division  of  Continuing  Education,  Hahnemann,  230  No  Broad  St.,  Phila¬ 
delphia  19102,  or  telephone  (215)  448-8263. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  &  COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A  long-term,  physician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  &  Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier _ 


Name  _ 

Office  Address  _ 

City  _ 

Telephone  _ 

Medical  Specialty  _ 

Date  your  professional  liability 
insurance  expires  _ 


This  psychaneurotic 

often  responds 


Before  prescribing,  please  con¬ 
sult  complete  product  information, 
a  summary  of  which  follows: 

Indications:  Tension  and  anx¬ 
iety  states ;  somatic  complaints 
which  are  concomitants  of  emo¬ 
tional  factors ;  psychoneurotic  states 
manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive 
symptoms  or  agitation ;  symptomatic 
relief  of  acute  agitation,  tremor,  de¬ 
lirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ;  ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff -man  syndrome,  convulsive  dis¬ 


orders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper¬ 
sensitivity  to  the  drug.  Children 
under  6  months  of  age.  Acute  narrow 
angle  glaucoma ;  may  be  used  in  pa¬ 
tients  with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy¬ 
chotic  patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis¬ 
orders,  possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ;  abrupt  withdrawal  may 
be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity 
of  seizures.  Advise  against  simul¬ 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon¬ 
tinuance  (convulsions,  tremor,  ab¬ 
dominal  andmusclecramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveil¬ 
lance  because  of  their  predisposition 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


I  V  V  hen  you  determine  that  the 
depressive  symptoms  are  associated 
J  with  or  secondary  to  predominant 
*  anxiety  in  the  psychoneurotic 
I  patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
j  counseling,  for  the  psychotherapeutic 
i  support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 

^  Improvement  generally  becomes 
evident  within  a  few  days,  although 


some  patients  may  require  a  longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a  more  restful 
night’s  sleep. 


symptom  complex 

to  Valium  (diazepam) 


Tell  your  medical  assistant  to 


for  your 
1974  PMS 


MEMBERSHIP  CARD. 


A  new 
pocket-type 
record  will  be  enclosed! 


YOU  should  be  RECORDING  time  spent  in  continuing  medical  education  ac¬ 
tivities  so  that  the  information  is  readily  available  when  you  are  ready  to 
complete  one  of  the  application  forms  for  the  AM  A  Physician’s  Recognition 
Award. 

Keep  this  new  card  in  your  wallet! 

When  you  attend  educational  activities  this  spring  and  summer,  record  your 
attendance  on  the  card. 

It  will  take  the  guesswork  out  of  transferring  information  to  your  file  folder  or  to 
the  PR  A  application  form. 

Time  accumulated  this  spring  cannot  be  reported  on  the  1973  PR  A  application 
form  that  you  have  now.  It  can  be  reported  on  the  1974, 1975,  or  1976  applica¬ 
tion  form  which  will  be  mailed  directly  to  you  from  the  AM  A  in  the  early  summer 
of  those  respective  years. 


For  additional  cards  for  your  wallet  or  for  another  folder  for  your  file,  contact: 
Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  Pennsylvania  17043. 


Lontmumi] 
Medical  Education 

iAAWARD  ■ 


Continuing  education. . . 

now  a  PMS  membership  requirement 
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newsfronts 


Education  requirement  conference  highlight 


Continuing  Education  has  become  a 
high  priority  item  at  the  Pennsylvania 
Medical  Society.  To  highlight  this,  the 
Officers’  Conference  Committee  has  as¬ 
sembled  an  expert  panel  on  continuing 
education  for  the  Thursday  morning 
session,  April  25,  at  the  Host  Inn  in 
Harrisburg. 

Reporting  on  forthcoming  changes 
on  the  free-standing  internship  and 
foreign  medical  graduate  situation  will 
be  William  A.  Sodeman,  M.D.,  former 
dean  and  vice  president  of  medical  af¬ 
fairs  for  Jefferson  Medical  College,  and 
more  recently  retired  executive  director 
of  the  Commission  on  Foreign  Medical 
Graduates.  Dr.  Sodeman,  of  Medford 
Lakes,  N.J.,  serves  as  chairman  of  the 
AMA  Council  on  Medical  Education. 

Speaking  on  the  State  Society’s 
accreditation  program  will  be  Fred  D. 
Fister,  M.D.,  a  former  general  practi¬ 
tioner  from  Trexlertown,  who  for  the 
past  thirteen  years  has  been  director  of 
medical  education  at  Allentown  Hospi¬ 
tal.  According  to  Dr.  Fister,  a  member 
of  the  Society's  Commission  on 
Accreditation,  since  the  Society  ini¬ 
tiated  its  accreditation  program 
granting  authorization  to  give  Category 
One  credit  a  year  and  a  half  ago,  the 
commission  has  been  processing  an 
average  of  two  applications  a  month. 
To  date  a  total  of  twenty-one  hospitals 
and  organizations  in  Pennsylvania  have 
been  so  authorized  by  the  State  Society. 
The  objective  is  to  provide  convenient 
sources  to  earn  Category  One  credit. 

PRA  to  be  Explained 

C.  H.  William  Ruhe,  M.D.,  director 
of  the  AMA’s  division  of  medical  edu¬ 
cation,  will  speak  on  the  subject  of  con¬ 
tinuing  education.  Dr.  Ruhe,  a  Pennsyl¬ 
vanian  by  birth  (Wilkinsburg),  and  a 
graduate  and  former  associate  dean  of 
the  University  of  Pittsburgh  School  of 
Medicine,  has  held  the  AMA’s  top  med¬ 
ical  education  post  since  1967.  Editor 
of  JAMA’s  annual  issue  on  medical  ed¬ 
ucation  and  listings  of  continuing  edu¬ 
cation  courses,  he  is  eminently  quali¬ 
fied  to  report  the  AMA's  plans  for  con¬ 
tinuing  education  and  to  discuss  the 
Physician's  Recognition  Award. 


Of  immediate  concern  is  the  Penn¬ 
sylvania  State  Board  of  Medical  Educa¬ 
tion  and  Licensure  and  its  policy  on 
continuing  education.  Speaking  for  the 
board  will  be  its  chairman,  John  W. 
Robertson,  Jr.,  M.D.,  of  Philadelphia. 
Dr.  Robertson,  a  board  certified  sur¬ 
geon,  is  on  the  staffs  of  Albert  Einstein 
Medical  Center  and  the  John  F.  Ken-, 
nedy  Memorial  Hospital. 

According  to  Officers'  Conference 
chairman,  R.  William  Alexander, 
M.D.,  of  Reading,  the  panel  on  con¬ 
tinuing  education  is  just  one  example  of 
the  quality  speakers  lined  up  for  this 
year's  meeting. 

Other  Highlights  Listed 

The  1 974  Officers’ Conference  opens 
Wednesday,  April  24,  at  2:00  p.m.  at 
the  Host  Inn,  Harrisburg,  with  a 
“Report  to  the  ‘Stockholders’  ”  by  Ex¬ 
ecutive  Vice  President  John  F. 
Rineman.  Other  highlights  include  an 
hour  devoted  to  medical  political  ac¬ 
tion  (PaMPAC)  and  a  presentation  on 
medical  staff  law  and  bylaws  by  Charles 
Jacobs,  Esq.,  of  the  Joint  Commission 
on  Accreditation  of  Hospitals.  The 
dinner  speaker  is  the  well-known  Wash¬ 
ington  political  satirist,  Mark  Russell. 

To  be  certain  of  room  reservations, 
county  society  officers  should  contact 
Robert  L.  Lamb  at  Society  head¬ 
quarters  now. 


DR.  FISTER 


DR.  SODEMAN 


-  ■  ,  WV 


■ 


DR.  RUHE 
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Comments ,  pressure  pay  off 


HEW  pulls  back  on  preadmission  certification 


Pre-admission  certification  as  part  of  the  HEW  proposed 
medicarelmedicaid  utilization  review  regulations  is  dead  —  at 
least  for  the  time  being. 

With  the  thirty-day  comment  period  on  the  proposed  regulations 
coming  to  a  close  last  month,  a  top  level  AMA  delegation  paid  a 
visit  to  President  Nixon.  After  expressing  to  the  President  or¬ 
ganized  medicine’s  strong  opposition  to  the  regulations’  pre-ad¬ 
mission  certification  requirement,  the  delegation  then  went  to  see 
HEW  Secretary  Caspar  Weinberger.  Weinberger  announced  to  the 
group  that  he  had  heard  from  the  President  and  had  decided  to  kill 
the  pre-admission  certification  portions  of  the  regulations. 

At  the  same  time  Weinberger  announced  a  thirty-day  extension  to 
the  comment  period  for  the  surviving  portions  of  the  regulations. 


Proposed  rules  published  in  the  Fed¬ 
eral  Register  by  the  Department  of 
Health,  Education,  and  Welfare  on 
review  of  utilization  of  care  and  serv¬ 
ices  in  hospitals  for  medicare  and 
medicaid  patients  have  provoked  com¬ 
ment  and  criticism  from  a  number  of 
sources,  including  the  Pennsylvania 
Medical  Care  Foundation. 

The  regulations  caused  HEW’s  own 
Professional  Standards  Review  Organi¬ 
zation  Advisory  Council  to  adopt  a 
resolution  in  opposition  to  the  manda¬ 
tory  pre-admission  certification  for 
elective  admissions  called  for  in  the 
proposal.  This  action  was  taken  even 
though  in  the  introduction,  the 
proposed  rules  state  that  the  standards 
proposed  "have  been  so  developed  that 
they  are  aligned  and  supportive  of  the 
implementation  of  Professional  Stand¬ 
ards  Review  Organizations  (PSROs), 
in  order  to  assure  effective  administra¬ 
tion  of  health  care  services.” 

Dr.  Roth  Speaks  for  AMA 

Opposition  of  the  AMA  was  voiced 
by  Russell  B.  Roth,  M.D.,  president, 
who  said,  "We  are  here  today  to  serve 
notice  on  Secretary  Weinberger  [of 
HEW]  that  if  he  proceeds  with  the  two 
proposed  actions*  we  are  going  to  take 
him  to  court.” 

The  two  proposals  referred  to  are 
for  the  utilization  review  of  services 
provided  under  medical  assistance  pro¬ 
grams  administered  by  the  Social  and 
Rehabilitation  Service,  and  for  utiliza¬ 
tion  review  of  services  for  the  aged  and 
disabled  administered  by  the  Social  Se¬ 
curity  Administration. 

At  his  press  conference,  Dr.  Roth 
called  the  proposed  regulations  “a 
direct  threat  to  the  35  million  or  so  pa¬ 
tients  who  are  served  by  medicare  and 
medicaid.” 

Violates  Law’s  Letter,  Spirit 

He  added,  "Any  such  denial  of  med¬ 
ical  care  represents  a  clear  violation  of 
both  the  spirit  and  the  letter  of  the 
medicare-medicaid  law.  .  .  The  Secre¬ 
tary  has  no  authority  under  the  guise 
of  regulations  to  amend  the,  law  and 
reduce  benefits  [by  utilization  com¬ 
mittee  pre-certification  of  admis¬ 


sion]  .  .  .  The  medicare-medicaid  law 
provides  for  pre-admission  certifi¬ 
cation  by  the  patient's  physician  and 
for  post-admission  review  by  hospital¬ 
ization  utilization  review  committees. 
The  Congress  did  not  intend  that  a 
committee  substitute  a  paper  decision 
for  the  judgment  of  the  patient’s 
physician. 

"We  are  here  to  serve  notice  on  the 
Secretary  that  if  he  persists  in  putting 
the  regulations  into  effect,  the  AMA 
will  seek  an  injunction  on  that  very 
same  day  to  stop  him.  We  would  wel- 


Four  professional  health  organiza¬ 
tions,  the  American  Society  of  Internal 
Medicine,  the  American  Association  of 
Foundations  for  Medical  Care,  the 
American  College  of  Physicians,  and 
the  American  Hospital  Association  are 
participants  in  a  project  to  incorporate 
a  greater  emphasis  on  quality  assurance 
into  Professional  Standards  Review  Or¬ 
ganizations  (PSROs).  The  project  has 
been  funded  by  a  million  dollar  grant 
from  the  W.  K.  Kellogg  Foundation  to 
the  Institute  of  Professional  Standards 
for  a  two-year  demonstration  and  oper¬ 
ational  study  of  PSROs. 

These  four  major  organizations 
believe  that  there  is  an  urgent  need  to 
build  on  existing  experience  and  capa¬ 
bilities  with  utilization  review  and  qual¬ 
ity  care  assessment  to  establish  usable 
guidelines  for  peer  review. 

A  priority  item  is  establishing  an  ef¬ 
fective  relationship  with  the  public  in 
assessing  the  quality  of  care.  They  will 
define  existing  needed  capabilities  for 


come  support  from  all  interested 
parties,  such  as  senior  citizen  organiza¬ 
tions  and  consumer  groups.” 

Foundation  Comments 

Comments  filed  by  the  Pennsylvania 
Medical  Care  Foundation  point  out  a 
number  of  discrepencies  between  the 
proposed  regulations  and  the  PSRO 
law,  particularly  in  the  areas  of  con¬ 
ducting  review  and  cost.  An  analysis 
of  the  Foundation’s  comments  appears 
in  this  issue  on  page  1  1 . 


data-processing,  establish  agreements 
with  fiscal  intermediaries,  and  integrate 
these  requirements  into  blueprints  for 
the  future  guidance  of  PSROs,  while 
evaluating  the  relative  costs  of  quality 
and  utilization  review  as  they  will  affect 
the  total  cost  to  the  patient. 

The  study  of  the  Institute  of  Profes¬ 
sional  Standards  has  received  the  en¬ 
dorsement  of  several  other  specialty 
societies. 

Course  date  changed 

The  date  of  the  acupuncture  sym¬ 
posium  to  be  presented  at  the  Universi¬ 
ty  of  Pittsburgh  has  been  changed  to 
April  20,  1974 — rather  than  the  date 
published  in  the  February  issue  of  Penn¬ 
sylvania  Medicine. 

For  further  information,  contact 
William  M.  Cooper,  M.D.,  Director  of 
Continuing  Education,  University  of 
Pittsburgh  School  of  Medicine,  1022H 
Scaife  Hall,  Pittsburgh,  Pa.  15261. 


Quality  assurance  is  PSRO  study  goal 
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PSRO-CHAMP-PDUR  confusion  dissipates! 


Dr.  Marshall  answers  questions  on  review  mechanisms 

This  issue  of  Pennsylvania  Medicine  contains  several  articles  on  methods  of 
utilization  review  and  federal  government  proposals  to  enforce  such  review. 
Questions  rose  even  as  members  of  the  Communications  Division  and  the 
staff  of  the  Pennsylvania  Medical  Care  Foundation  worked  on  the  material. 

We  posed  some  of  these  to  Matthew  Marshall,  Jr.  M.D.,  of  Pittsburgh,  Foun¬ 
dation  president.  The  answers  appear  below.  If  you  have  questions  or  com¬ 
ments,  let  us  hear  from  you.  Read  the  related  articles  on  pages  8,  11,  &  28. 


Dr.  Marshall,  why  should  State  Society  members  and 
members  of  the  Pennsylvania  Osteopathic  Medical  Associa¬ 
tion  become  involved  through  their  organizations  in  es¬ 
tablishing  Professional  Standards  Review  Organizations 
(PSROs)? 

In  the  absence  of  PSRO,  authorized  under  Section  249F  of 
Public  Law  92-603,  certain  other  utilization  and  quality  con¬ 
trol  provisions  apply.  Section  250  of  the  same  law  places  re¬ 
sponsibility  in  the  hands  of  a  single  state  agency.  Our  objec¬ 
tions  and  those  of  the  AM  A  and  other  organizations  to  the 
regulations  published  in  the  January  9,  1974  Federal  Regis¬ 
ter  are  publicized  in  this  issue  of  Pennsylvania  Medicine 
and  have  appeared  elsewhere.  Further  than  that,  however, 
Section  207  reduces  or  denies  financial  assistance  to  states 
unless  they  have  established  certain  review  procedures.  Sec¬ 
tion  215  describes  conditions  under  which  physicians  and 
hospitals  may  or  may  not  bill  medicare  beneficiaries  and 
gives  responsibility  of  administrative  decisions  to  fiscal  in¬ 
termediaries.  If  this  isn’t  enough,  program  review  teams  are 
authorized  under  Section  229. 

So  what  is  the  difference? 

If  we  default  in  organizing  PSROs,  these  little  publicized 
sections  of  the  law  provide  a  basis  by  which  medical  care 
will  be  monitored  without  any  mandate  for  local  physician 
involvement.  This  would  once  again  prove  the  theory  of  the 
uncanny  ability  of  humans  to  find  a  way,  if  there  is  one,  to 
make  things  go  wrong. 

What  advantage  is  there  to  proceding  as  soon  as  possible? 

The  sooner  the  process  is  begun,  the  sooner  the  responsi¬ 
bility  for  quality  and  cost  controls  of  medical  care  provided 
under  government  programs  will  be  delegated  to  local 
physicians. 

Are  there  any  sources  of  information  available  to  assist 
local  physicians  in  organizing  PSROs? 

The  Department  of  Health,  Education,  and  Welfare 
(HEW)  is  developing  guidelines  which  should  be  available 
in  March.  The  AMA  is  working  on  a  manual  on  the  subject. 
County  medical  societies  and  the  Pennsylvania  Osteopathic 
Medical  Association  will  be  kept  informed  of  developments 
by  the  Foundation  as  soon  as  possible. 

What  can  be  done  now  to  prepare  an  application  to  become 
a  PSRO? 

One  qualification  for  a  PSRO  applicant  is  clear.  It  must 


demonstrate  the  support  of  local  physicians  or  their  organi¬ 
zations.  Except  for  Allegheny  and  Philadelphia  Counties, 
local  PSRO  boundaries  in  Pennsylvania  include  more  than 
one  county  and  do  not  conform  to  any  unit  of  organized 
medicine.  The  Foundation  suggests  that  county  medical 
societies  and  osteopathic  medical  societies  meet  and  elect  in 
each  designated  area  a  PSRO  steering  committee  to  consid¬ 
er  geographic  areas,  physician  concentration,  and  available 
knowledgeable  physicians  in  its  composition.  This  already 
has  been  done  in  PSRO  Area  IX  (South  Central  Area). 

What  assistance  is  available  from  the  Foundation? 

The  Foundation  staff  and  officers  have  written  to  all 
societies  offering  assistance  in  arranging  such  meetings.  I 
further  suggest  that  members  of  the  Board  of  Directors  of 
the  Foundation  be  called  on  for  assistance.  Limited  funding 
has  restricted  us  in  expanding  the  Foundation  staff  to  the 
necessary  level,  but  I  am  hopeful  that  an  agreement  with 
HEW  will  make  possible  an  expansion  of  professional  and 
administrative  services  to  county  societies  and  hospital 
medical  staffs. 

Should  steering  committees  proceed  to  develop  articles  of 
incorporation  and  bylaws? 

In  my  opinion,  not  at  this  time.  PSROs  must  either  be  in¬ 
corporated  or  be  a  component  of  an  incorporated  organiza¬ 
tion.  They  must  also  meet  other  conditions  not  yet  finalized 
by  HEW.  At  this  time  the  advantages  or  disadvantages  to  a 
PSRO  in  being  a  component  organization  are  not  clear.  It  is 
possible  that  the  organization  which  forms  the  PSRO  may 
continue  as  a  component  of  the  Pennsylvania  Medical  Care 
Foundation  or  may  remain  an  independent  medical  care 
foundation  to  perform  functions  other  than  those  of  a 
PSRO  and,  therefore,  would  not  want  bylaws  governing 
such  functions  based  exclusively  on  federal  guidelines.  The 
Foundation  is  incorporated,  and  I  suggest  that  the  steering 
committee  organize  as  an  ad  hoc  regional  steering  com¬ 
mittee  until  there  is  a  better  basis  for  and  more  time  to  con¬ 
sider  organizational  details. 

Some  people  believe  that  the  PSRO  law  will  be  repealed, 
making  all  this  activity  a  waste  of  time.  What  is  your  assess¬ 
ment? 

The  AMA  has  stated  that  there  is  no  current  political 
viability  in  an  effort  to  repeal  the  law.  I  agree  with  that,  but 
(Continued  on  page  31) 
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Cooperative  membership  campaign  starts  this  month 


The  Society’s  recruitment  campaign 
for  members  in  the  Physicians’  Cooper¬ 
ative  for  mass  purchasing  will  be  ini¬ 
tiated  this  month  with  a  special  mailing 
to  the  State  Society  membership,  Rob¬ 
ert  N.  Moyers,  M.D.,  of  Meadville, 
chairman  of  the  Council  on  Public  Ser¬ 
vice,  has  announced. 

The  House  based  its  decision  to 
proceed  with  plans  for  a  cooperative  for 
mass  purchasing  of  supplies  after 
receiving  the  results  of  an  independent 
survey  of  Society  members  which 
showed  that  “supplies  are  often 
purchased  in  an  impromptu,  inattentive 
manner,  and  with  almost  complete  in¬ 
difference  to  price.” 

The  cooperative  is  scheduled  to 
begin  operations  in  1974  with  a  limited 
line  of  high  volume  items  used  daily  in 
physicians’  offices. 

In  order  to  be  activated,  however,  the 
cooperative  must  have  a  minimum 
membership  of  2,000,  L.  Riegel  Haas, 
acting  director  of  professional  relations 
for  the  Society,  said.  The  Board  of 
Trustees  authorized  an  expenditure  of 
up  to  $25,000  for  membership  recruit¬ 
ment  and  start-up  funds  in  keeping  with 
the  House  action  on  the  issue. 

The  Council  on  Public  Service  has 
had  the  plan  under  study  for  over  two 
years  and  made  a  preliminary  report  to 
the  House  of  Delegates  in  1972 
regarding  the  cost  of  office  practice  and 
the  possibility  of  saving  through  mass 
purchasing.  A  random  sampling  of  12 
percent  of  the  Society’s  membership 
conducted  by  the  council  showed  that 
nearly  70  percent  favored  a  form  of 
mass  purchasing  to  cut  costs. 

H.  Robert  Davis,  M.D.,  of  Boiling 
Springs,  chairman  of  the  Cooperative 
Advisory  Committee  of  the  council 
said,  “If  the  cooperative  is  to  be  born 


with  a  reasonable  expectation  of  suc¬ 
cess,  we  must  have  a  minimum  mem¬ 
bership  of  2,000  physicians  who  have 
purchased  a  share  of  stock.  One  share,  a 
lifetime  membership  in  the  coopera¬ 
tive,  will  cost  $  100.” 

Dr.  Davis  added  that  if  the  minimum 
2,000  members  fail  to  join,  all  funds 
will  be  returned  to  those  who  have 
purchased  a  share.  “Even  after  the  co¬ 
operative  is  formed,”  he  added, 
“doctors  may  drop  out  by  selling  their 
membership  certificate  back  to  the  co¬ 
operative  for  all,  or  a  significant  por¬ 


tion,  of  their  initial  invest¬ 
ment  .  .  .  there  is  everything  to  gain  and 
nothing  to  lose  by  becoming  a  charter 
member  now.” 

The  Council  on  Public  Service  ex¬ 
pects  that  the  membership  response  will 
be  such  that  by  its  June  15  meeting  it 
will  be  in  a  position  to  determine 
whether  or  not  to  proceed  with  the 
plan. 

The  Physicians’  Cooperative,  as  a 
non-profit  corporation,  will  turn  back 
any  profits  to  the  members.  Only  State 
Society  members  will  be  able  to  join. 


Society  testifies  at  hearing  on  PA  bill 


SAMUEL  G.  WATTERSON,  M.D.,  of  Boswell,  member  of  the  Society’s  Council  on 
Education  and  Science,  came  to  Harrisburg  last  month  to  testify  to  the  Society’s 
agreement  with  the  intent  of  H.  B.  1469,  “that  the  State  Board  of  Medical  Educa¬ 
tion  and  Licensure  begin  to  organize  the  many  identifiable  paramedical  dis¬ 
ciplines."  He  appeared  before  the  House  Committee  on  Health  and  Welfare  when 
a  hearing  on  the  physician’s  assistants  bill  was  held.  Dr.  Watterson  is  shown 
above,  second  from  left,  with  Representatives  Jay  R.  Wells,  III  (Allegheny)  and 
Charlotte  D.  Fawcett  (Montgomery).  On  the  far  right  is  Robert  H.  Craig,  Jr.,  the 
Society's  director  of  governmental  relations.  Shown  below  at  the  hearing  are 
Craig,  Dr.  Watterson,  and  Kenneth  B.  Jones  of  the  Society’s  staff.  Representative 
Patricia  A.  Crawford  (Chester)  who  chaired  the  hearing,  is  shown  below  in  the 
photo  on  the  right  with  Michael  Rosenstein,  executive  director  of  the  Committee 
on  Health  and  Welfare. 
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Foundation  comments  on  HEW  proposed  review  rules 


The  majority  of  the  January  9 
Health,  Education,  and  Welfare 
(HEW)  proposed  medicare/medicaid 
utilization  review  regulations  are  still 
alive  and  dangerous  according  to  the 
Pennsylvania  Medical  Care  Foun¬ 
dation — despite  the  death  of  manda¬ 
tory  pre-admission  certification  con¬ 
tained  in  the  proposed  rules. 

Shortly  after  the  draft  regulations 
made  their  appearance  in  the  Federal 
Register,  the  Foundation,  acting  as  So¬ 
ciety  spokesman,  sent  HEW  a  five-page 
statement  chastising  the  federal  agency 
for  wasting  time  on  regulations  “which 
will  interfere  with  Professional  Stand¬ 
ards  Review  Organizations  ( PSROs)  de¬ 
velopment.” 

At  the  same  time,  both  the  Allegheny 
and  Philadelphia  County  Medical 
Societies  asked  their  members  to 
launch  a  letter-writing  campaign 
against  the  proposed  regulations.  In  its 
Executive  Report,  the  Society  also 
called  on  physicians  across  the  state  to 
write  HEW,  opposing  the  rules. 

Copies  of  the  Foundation’s  com¬ 
ments  on  the  HEW  proposals  were  also 
provided  to  presidents  of  medical  staffs 
in  all  of  Pennsylvania’s  hospitals.  Ac¬ 
companying  the  comments  was  an 
outline  and  explanation  of  the  Foun¬ 
dation-developed  Certified  Hospital 
Admissions  Monitoring  Project 
(CHAMP),  which  the  Foundation 
explained  was  a  much  more  appropri¬ 
ate  means  for  conducting  utilization 
review  (For  details  on  CHAMP,  see 
page 28 ). 

Matthew  Marshall,  Jr.,  M.D.,  presi¬ 
dent  of  the  Foundation,  said  that 
CHAMP  allows  the  hospital  flexibility 
to  adapt  the  system  to  meet  its  individu¬ 
al  needs.  He  noted  that  CHAMP  meets 
present  medicare  and  medicaid  review 
requirements  and  is  also  in  line  with 
PSRO  implementation. 

The  opening  paragraphs  of  the  HEW 
proposal  claim  that  the  regulations’ 
standards  were  developed  to  be 
“Aligned  and  supportive  of  the 
implementation  of  Professional  Stand¬ 
ards  Review  Organizations  (PSROs).” 
Despite  this  statement,  the  Foundation 
analysis  noted  no  less  than  six  major 


conflicts  in  the  would-be  rules  with  ex¬ 
isting  PSRO  law. 

But  even  more  alarming,  the  Foun¬ 
dation  said,  was  the  fact  that  “the 
proposed  regulations  suggest  that  the 
state  medicaid  agency  will  make  a  judg¬ 
ment  as  to  the  effectiveness  of  the  indi¬ 
vidual  utilization  review  committee, 
rather  than  the  local  PSRO.”  However, 
the  Foundation  said  that  neither 
guidelines  for  determining  the  effec¬ 
tiveness  of  the  state’s  review  nor  the 
method  for  conducting  that  review  are 
contained  anywhere  in  the  proposed 
rules. 

Other  sections  of  the  regulations 
would  “preclude  hospital  personnel 
such  as  a  director  of  utilization  or  a 
utilization  coordinator  from  partici¬ 
pating  in  the  hospital’s  utilization 
system,”  the  comments  noted,  adding 
that  this  was  also  in  conflict  with  PSRO 
law. 

The  Foundation  statement  attacked 
the  proposed  regulations  for  empha¬ 
sizing  a  desire  to  reduce  costs  without 
indicating  any  concern  for  assuring  the 
quality  of  care. 

“The  proposed  regulations  are  silent 
as  to  how  consumers  or  taxpayers  may 
be  assured  that  all  review  is  in  the  inter¬ 
est  of  encouraging  the  proper  provision 
of  high  quality  medical  care  to  recipi¬ 
ents  and  that  such  review  will  not  dis¬ 
criminate  against  the  poor  and  the 
aged,”  the  Foundation  said. 

Pittsburgh  M.D.  installed 

At  the  annual  meeting  of  the  Ameri¬ 
can  Academy  of  Orthopaedic  Surgeons, 
William  F.  Donaldson,  M.D.,  of  Pitts¬ 
burgh,  was  installed  as  first  vice  presi¬ 
dent.  He  will  accede  to  the  presidency 
in  1974. 

Dr.  Donaldson  is  clinical  professor 
of  orthopaedic  surgery  at  the  Universi¬ 
ty  of  Pittsburgh  School  of  Medicine.  He 
is  a  past  president  of  the  Pennsylvania 
Orthopaedic  Society,  a  member  of  the 
American  Orthopaedic  Association, 
the  International  Society  of  Ortho¬ 
paedics  and  Traumatology,  the  Ameri¬ 
can  Association  for  the  Surgery  of 
Trauma,  and  the  American  College  of 
Surgery. 


The  Foundation  also  pointed  to  sev¬ 
eral  sections  of  the  proposed  rules  that 
were  not  only  vague,  but  apparently  in 
conflict  with  themselves. 

“It  would  seem  far  more  appropriate 
for  HEW  to  direct  all  efforts  to  the 
implementation  of  PSROs  rather  than 
to  implement  these  regulations  which 
will  interfere  with  PSRO  development. 
Furthermore,  these  regulations  are 
medically  inappropriate,  regardless  of 
their  interference  with  PSRO  imple¬ 
mentation,”  the  Foundation  concluded. 

Society  honors  two  students 

The  State  Society  has  honored  two 
students  in  the  Essay  on  Aging  Award 
sponsored  by  the  Council  on  Educa¬ 
tion  and  Science.  The  Board  of  Trus¬ 
tees  approved  a  recommendation  from 
the  council  to  award  $100  to  Gary  Lee 
Grove  of  Pennsylvania  State  Universi¬ 
ty;  and  to  honor  with  a  plaque  of  hon¬ 
orable  mention  Bonnie  O’Rourke,  a 
graduate  of  Drexel  University. 

The  winning  essay  was  entitled 
“Variations  in  cytochemical  properties 
of  the  human  diploid  cell  nuclei  as  a 
function  of  in  vitro  age.”  The  plaque 
of  honorable  mention  was  awarded  for 
a  paper  entitled,  “The  Future  of  Aging 
in  America.” 

Nutrition  survey  scheduled 

Martin  E.  Kodish,  M.D.,  medical  of¬ 
ficer  of  the  U.S.  Public  Health  Service, 
has  informed  the  Pennsylvania  Medical 
Society  that  a  health  and  nutrition  ex¬ 
amination  survey  will  be  made  in 
Philadelphia  County  and  in  several  ad¬ 
joining  New  Jersey  areas  beginning 
March  25. 

U.S.  Bureau  of  Census  interviewers 
will  make  household  surveys  from 
which  about  365  persons  between  the 
ages  of  one  and  seventy-four  years  will 
be  selected  to  participate  in  examina¬ 
tions  at  a  mobile  center.  Statistics  on 
the  nutritional  status  of  the  age  group 
from  one  to  seventy-four  and  the  health 
status  and  medical  needs  of  the  age 
group  from  twenty-five  to  seventy-four 
years  of  age  are  the  objectives  of  the 
study. 


MARCH  1974 


1 1 


Special  packaging  for  oral  prescriptions  begins  in  April 


Oral  prescription  drugs  are  being 
added  to  the  list  of  hazardous  sub¬ 
stances  which  must  be  packaged  in 
child-proof  containers  beginning  in 
April  1974. 

In  addition  to  safety  caps,  the 
approved  packaging  may  include  any 
container  which  is  sufficiently  difficult 
for  a  child  to  open,  according  to  the 
Food  and  Drug  Administration 
(FDA).  The  action  is  being  taken 
under  a  law  enacted  in  1970  which 
calls  for  the  packaging  in  child-proof 
containers  of  hazardous  substances 
which  may  cause  serious  illness  to 
children. 

Already  excepted  from  the  regula¬ 
tion  are  nitroglycerin,  because  it  must 
be  readily  available  for  emergency  use 
by  the  elderly,  but  which  must  be 
dispensed  in  its  original  sealed  packet; 
and  oral  contraceptives,  because  of  the 
importance  of  retaining  the  present 
packaging  which  is  an  aid  in 
complying  with  dosage  regimen.  Other 

Trust  aids  students 

The  Educational  and  Scientific  Trust 
of  the  State  Society  provided  scholar¬ 
ships  and  loans  of  $178,400  to  180 
medical  students  in  1973— $30,000 
more  than  in  1972.  An  action  by  the 
House  of  Delegates  in  1973  called  on 
members  to  begin  to  contribute  or  to 
increase  contributions  to  the  trust  to 
support  the  loan  program  and  the  loan 
forgiveness  program  which  would  place 
new  physicians  in  areas  of  need  (See 
Pennsylvania  Medicine.  November 
1973).  Contributions  are  tax  deduc¬ 
tible. 

Fifty-year  awards  presented 

Fourteen  Allegheny  County  Society 
Members  were  presented  with  Pennsyl¬ 
vania  Medical  Society  Fifty-Year 
Awards  at  the  recent  annual  dinner 
dance  of  the  society.  They  are:  Drs. 
Hyman  E.  Cantor,  Catherine  M.  Clare, 
Irene  D.  Ferguson,  Thomas  G.  Fer¬ 
guson,  John  E.  Holt,  Joseph  Loughrey, 
William  M.  McNaugher,  Peter  G. 
Motta,  Isadore  Pachtman,  Hugit  B. 
Robins,  Samuel  J.  Rosen,  Joseph  A. 
Soffel,  Clarence  W.  Waring,  and 
George  A.  Zuck. 


exceptions  are  being  considered,  ac¬ 
cording  to  the  FDA. 

Aspirin  was  the  first  drug  to  require 
safety  containers,  but  the  FDA  says 
other  over-the-counter  preparations 


A  workshop  entitled  “Establishing 
Yourself  in  Medical  Practice”  is  being 
planned  March  18  and  19  at  the  Host 
Inn,  Harrisburg.  The  Pennsylvania 
Medical  Society  and  the  American 
Medical  Association  are  cosponsoring 
the  program  which  is  especially 
designed  for  senior  residents  who  plan 
to  set  up  private  practices  in  solo, 
group,  or  institutional  settings. 

Instructors  are  professional  manage¬ 
ment  consultants.  Materials  covered 
are  recruiting,  interviewing,  and 
utilization  of  personnel;  patient  flow 
techniques;  medical  records  and  billing 
systems  and  controls;  office  setup  and 
equipment;  and  legal,  tax,  and  insur¬ 
ance  problems. 

The  workshop  is  limited  to  twenty- 
five.  The  registration  fee  of  $35  for 

Chiropractic  theory 
erroneous,  study  finds 

According  to  the  first  experimental 
study  of  "subluxation”  of  the  spine,  chi¬ 
ropractic  theory  is  erroneous.  The 
study  was  conducted  by  Edmund  S. 
Crelin,  Ph.D.,  professor  of  anatomy  at 
Yale  University  School  of  Medicine, 
and  was  published  in  the  September- 
October  issue  of  American  Scientist. 
Dr.  Crelin  studied  the  effects  of  pres¬ 
sure  applied  to  the  vertebral  columns  of 
six  individuals  within  six  hours  after 
death.  He  observed  that  "the  nerves  did 
not  become  unduly  stretched  when  the 
column  was  maximally  twisted.” 

The  AM  A  has  assumed  all  costs  of 
obtaining  reproduction  and  distribu¬ 
tion  rights  of  the  paper.  There  is  a 
minimum  cost  for  shipping  and  han¬ 
dling  costs  for  bulk  orders  as  follows: 
For  up  to  100  copies,  the  charge  will  be 
$2.00;  with  an  additional  50  cents 
charged  for  each  additional  100  copies. 
Contact  AMA  Committee  on 
Quackery,  535  N.  Dearborn  St., 
Chicago,  III.,  60610. 


are  being  studied  with  regard  to  the 
need  for  safety  containers. 

Either  the  physician  or  the  patient 
may  request  conventional  packaging 
for  prescription  drugs. 


AMA  and  PMS  members  and  $60  for 
nonmembers,  includes  a  workbook 
manual  which  can  later  be  used  as  an 
office  manual. 

Similar  programs  will  be  offered  at 
later  dates  for  practicing  physicians, 
the  first  of  which  is  scheduled  for  May 
10-11  at  a  location  not  yet  chosen. 

Further  information  may  be  ob¬ 
tained  from  LeRoy  Erickson,  Director 
of  Educational  Activities,  PMS  Head¬ 
quarters,  20  Erford  Rd.,  Lemoyne,  Pa. 
17043.  Telephone  (717)  238-1635. 

Meet  on  government 

Physicians  of  the  various  medical 
specialty  groups  in  Pennsylvania  have 
been  invited  to  attend  a  two  and  a  half¬ 
day  institute  on  government  planned  by 
the  Pennsylvania  Psychiatric  Society.  It 
opens  Friday  evening,  March  29,  and 
concludes  at  noon  on  Sunday,  March 
31,  at  the  Host  Farm  in  Lancaster. 

With  an  ever-increasing  amount  of 
legislation  which  directly  affects  the 
private  practice  of  medicine,  the  Penn¬ 
sylvania  Psychiatric  Society  and  the 
Pennsylvania  Medical  Society  (spon¬ 
sors  of  the  program)  feel  that  it  is  im¬ 
perative  for  physicians  to  learn  more 
about  how  the  legislative  and  executive 
branches  of  the  government  operate. 

Developing  communication  and  un¬ 
derstanding  how  legislation  is  shaped 
are  conference  goals.  Discussion  of  sub¬ 
stantive  issues  and  particular  interests 
will  be  avoided  in  order  to  concentrate 
on  establishing  general  avenues  of  com¬ 
munication  and  to  explain  methods  of 
working  with  the  legislators  in  whose 
hands  the  future  practice  of  private 
medicine  largely  rests. 

For  registration  forms,  contact 
Donald  N.  McCoy,  20  Erford  Rd., 
Lemoyne,  Pa.  17043.  A  grant  from 
Smith,  Kline  and  French  Laboratories 
is  underwriting  a  portion  of  the  confer¬ 
ence  expenses. 


Practice  management  workshop  scheduled 
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The  case  for  the  indian  fruit-eating  bat 


Drug  advertisements  are  an  integral  part  of  almost  every 
medical  journal.  Many  of  them  are  eyecatching  and  imagina¬ 
tive.  Others  consist  of  several  consecutive  pages  of  fine  print, 
similar  to  book  club  membership  contracts,  imparting  prod¬ 
uct  information.  Unless  you  were  especially  interested  in  a 
particular  drug,  you  would  certainly  be  more  likely  to  pause 
and  read  an  advertisement  presented  by  an  intriguing  picture 
than  one  that  is  not.  Be  that  as  it  may,  drug  advertisements 
have  recently  come  under  fire  (allegedly  for  sexism) 
primarily  because  of  illustrations. 

What,  exactly,  is  meant  by  this  accusation?  Sexism  may  be 
defined  as  emphasis  upon  sex — in  this  case,  one  sex,  the 
female.  It  has  been  charged  that  drug  advertisements  pre¬ 
dominantly  feature  women  as  patients  and  less  commonly 
males  as  patients.  Further,  it  has  been  argued  that  women  are 
prominently  depicted  as  patients  in  advertisements  dealing 
with  drugs  used  in  the  treatment  of  anxiety  and  depression.  If 
this  premise  is  followed  to  its  rational  conclusion,  it  tends  to 
indicate  psychological  inferiority.  Women  need  drugs  to 
keep  their  spirits  up;  men  do  not.  Conversely,  then,  it  perpet¬ 
uates  the  myth  of  male  superiority. 

Based  upon  the  foregoing,  women’s  liberationists  would 
indeed  have  proof  of  male  chauvinism.  The  fortunate  or  un¬ 
fortunate  fact,  depending  on  the  point  of  view,  is  that  the  pre¬ 


liminary  assumption  is  false.  Women  do  not  appear  more 
commonly  in  drug  illustrations.  A  random  survey  of  current 
medical  periodicals  reveals  no  ground  for  the  accusation. 
The  closest  possible  substantiation  of  the  claim  is  in  drug  ad¬ 
vertising  in  a  nationally  circulated  psychiatry  journal  which 
features  about  50  percent  female  illustration.  Pennsylvania 
Medicine  and  JAMA,  two  journals  that  most  physicians  in 
the  state  receive,  carry  nothing  that  could  be  judged  offen¬ 
sive. 

Moreover,  it  is  interesting  to  speculate  upon  the  effect 
the  picture  accompanying  a  drug  advertisement  has  on  the 
physician’s  prescribing  habits.  It  is  very  likely  that  it  has  no 
effect  at  all.  Physicians  treat  each  patient — man,  woman,  or 
child — as  an  individual  with  basic  human  and  personal 
needs.  It  is  unlikely  that  a  physician’s  judgement  of  what  he 
feels  is  in  the  best  interest  of  his  patient  will  be  influenced, 
either  consciously  or  unconsciously,  by  any  outside  factor, 
least  of  all  by  something  so  far  removed  from  the  case  as  a 
picture  in  a  drug  advertisement'. 

Drug  illustrations  serve  a  purpose.  They  attract  attention. 
How  else  could  the  Indian  fruit-eating  bat  depicted  in  the 
vitamin  C  advertisement  be  explained? 

David  A.  Smith,  M.D. 

Medical  Editor 
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Judging  professional  competence 

To  the  editor: 

I  just  read  your  article,  “Ways  to  Judge  Competence,’’  in 
the  January  issue  of  Pennsylvania  Medicine. 

After  ten  years  of  employment  with  the  Welfare  Depart¬ 
ment  in  what  amounts  to  a  group  practice,  I’m  really  not 
enchanted  much  by  the  concept  of  the  medical  audit  as  a 
way  to  assure  professional  competence.  I  think  the  concept 
presupposes  incompetence,  rather  than  the  reverse,  and 
clearly  reflects  the  authoritarian  notions  that  physicians 
have  toward  patients  and  which  some  now  wish  to  impose 
on  one  another. 

I’m  much  more  interested  in  your  thought  that  perhaps 
the  methods  of  medical  practice,  in  a  group  for  instance, 
have  certain  implications  for  competent  professional  care. 
Don’t  you  think  that  the  eventual  gathering  of  physicians 
into  forms  of  shared  practice  is  going  to  resolve  this  issue 
substantially  without  inviting  the  imposition  of  a  premature 
bureaucratic  policing  system? 

William  C.  Ryan,  M.D.,  Trustee,  Eleventh  District 
Somerset 


Case  for  examiner  system 

Director  of  Governmental  Relations 
Pennsylvania  Medical  Society 

As  you  probably  know,  nearly  100  cities  and  counties  in 
Pennsylvania  have  jumped  into  action  to  take  advantage  of 
the  new  era  of  local  home  rule,  and  have  created  Charter 
Commissions  which  are  at  work  preparing  new  charters  for 
submission  to  referendum  in  their  respective  bailiwicks 
within  the  next  year  or  two.  In  our  model  medicolegal 
system  pamphlet,  we  proposed  creation  of  a  state  commis¬ 
sion  of  appropriate  existing  officers  who  would  combine  to 
select  a  state  medical  examiner  of  appropriate  medical  qual¬ 
ifications  who  would,  in  turn,  appoint  medical  examiners 
in  each  of  the  counties,  arrange  laboratory  services,  and 
provide  technical  supervision. 

In  Pennsylvania,  the  opportunities  for  modernization  of 
this  service  come  from  the  opposite  end.  Individual  counties 
in  the  course  of  adopting  county  charters  will  meet  the 
question  of  what  to  do  with  the  elective  county  coroners;  of 
course  some  of  them  will  leave  the  office  on  the  elective  list 
to  be  selected  on  party  tickets,  and  without  medical  qualifi¬ 
cations.  It  would  be  inappropriate  for  us  to  try  to  reach  all 
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those  County  Charter  Commissions  from  New  York,  but  we 
have  some  information  to  put  at  your  disposal  so  that  you 
can  undertake  it  if  you  will.  The  first  step  in  modernizing 
the  function  is  to  get  it  out  of  politics  and  into  medical 
hands  selected  by  appointment,  and  in  many  of  the  states 
this  has  been  done,  county  by  county,  without  any  technical 
organization  at  the  state  capitol.  After  the  function  falls 
into  the  hands  of  medical  men,  they  find  that  they  need  the 
rest  of  the  model  system.  They  then  get  aid  on  an  informal 
basis  from  the  coroners  of  the  larger  counties  and  from  ap¬ 
propriate  state  authorities. 

There  is  now  at  work  a  County  Government  Study  Com¬ 
mission  in  the  following  counties:  Allegheny,  Bucks, 


Chester,  Delaware,  Lackawanna,  Luzerne,  Mercer,  Mont¬ 
gomery,  York,  and  Union. 

In  our  ever  changing  manuscript  entitled  “Best  States  For 
a  Murder”,  we  estimate  Pennsylvania  as  reposing  the 
coroner  function  in  elective  county  coroners  covering  85 
percent  of  the  population,  giving  credit  for  a  modern  serv¬ 
ice  to  Philadelphia  and  Allegheny  Counties.  In  some  states 
the  switch  by  a  few  counties  to  medical  examiners  has  been 
followed  swiftly  by  others,  until  coverage  has  become 
complete  within  a  few  years. 

Richard  S.  Childs 

Honorary  Chairman,  Executive  Committee 

National  Municipal  League 


PENNSYLVANIA 

MEDICINE 


practice  management 


Phase  IV  with  us  in  final  form 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


The  proposed  new  (Phase  IV)  regulations  involving  medi¬ 
cal  and  dental  fees  referred  to  in  my  January  article  in  Penn¬ 
sylvania  Medicine  have  finally  been  adopted  by  the  Cost  of 
Living  Council.  These  rules  give  a  little  more  leeway  to  the 
doctors  than  did  the  old  rules  regarding  fee  increases,  but 
they  continue  to  be  complex  and  often  rather  confusing. 

An  important  item  to  stress  with  regard  to  these  new  reg¬ 
ulations  is  that  no  fees  should  be  increased  until  and  unless 
a  doctor  has  discussed  them  with  an  appropriate  advisor.  I 
urge  this  in  recognition  of  the  fact  that  a  number  of 
physicians  have  been  reviewed  as  to  fee  increases,  and  I  do 
not  believe  any  doctor  would  want  the  problems,  bad  pub¬ 
licity,  or  possible  violation  that  would  arise  if  he  were  found 
to  have  raised  his  fees  illegally. 

The  new  regulations  require  the  preparation  of  a  some¬ 
what  different  type  of  fee  schedule  than  in  the  past.  This  fee 
schedule  should  contain  the  following  four  columns: 

1.  Fee  Schedule  of  December  28,  1973 

2.  Any  fee  changes  after  that  date 

3.  The  date  of  any  such  changes 

4.  The  “aggregate  weight”  of  any  fee  change 

Perhaps  the  following  sample  fee  schedule  would  be  of 
some  help  as  an  illustration: 

Doctors  X,  Y  and  Z 
Schedule  of  Fees 


Service 

Dec.  28, 

Fee 

Date  of 

Aggregate 

Provided 

1973  Fee 

Adjust¬ 

Adjust¬ 

Weight 

ments 

ments 

Initial  Office 

Visit 

$25 

Electrocar¬ 

diograms 

15 

$16 

1/10/74 

8  percent 

Office  Visit 

(Routine) 

10 

The  regulations  further  state  that  a  copy  of  your  fee 
schedule  should  promptly  be  furnished  or  mailed  to  any 
third  party  payor  or  Cost  of  Living  Council  representative 
upon  request.  This  will  be  an  extremely  annoying 
requirement  to  any  doctor,  but  you  should  be  aware  of  the 
regulation’s  existence  and  have  handy  a  fee  schedule  that 
may  be  duplicated  and  furnished  to  anyone  upon  request. 

Finally,  the  rules  also  require  posting  of  a  sign  indicating 


Write  or  call  for 
your  sign  now. 

Reprints  are  still 
available. 

The  Editors 


that  your  fee  schedule  is  available  at  your  office.  The  Penn¬ 
sylvania  Medical  Society  has  printed  a  sign  that  could  be 
used  (see  the  January  issue  of  Pennsylvania  Medicine).  The 
sign,  posted  at  some  spot  in  or  around  your  reception  area, 
should  read: 

"In  compliance  with  the  Cost  of  Living  Council 
Regulations  a  schedule  of  fees  is  available  upon 
request”. 

This  sign  could  be  a  small  card,  perhaps  4"  x  7",  and  the 
wording  could  be  typed  on  it. 

If  this  information  either  frustrates  or  annoys  you,  let  me 
assure  you  that  I  feel  the  same  way.  Nevertheless,  the  Cost 
of  Living  Council  does  have  legal  authority.  Doctors  should 
be  aware  of  these  rules. 

Mr.  Beck  is  President  of  Management  Consulting  for  Pro¬ 
fessionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 
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PENNSYLVANIA  MEDICINE 


The  Rx  that  says 
V  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 

cumulative  action  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  “roller-coaster”  nor  a  “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Butisolo. 

(SODIUM  BUTABARBITAL) 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  1 5  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5  cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  ©  Mcn  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


acute  _ 
gonorrhea 


This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 

It  took  just  one  short  visit. . . 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly1;  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


..  andlrobicin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
—  For  Intramuscular  Inlection: 

2  gm  vials  containing  5  ml  when  reconstituted 
with  diluent. 

4  gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safely  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


t  For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  Is 

Vasodiuut 

(I9KUPRINEHQ) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  *5.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 

Nicin 

A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  .  .  . 

brqIMJb  thf  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

•AVAILABLE  ON  REQUEST:  Ronald  I.  Goldberg,  M.D.  &  Franklin  I.  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
am  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964 
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EASTERN  PENNSYLVANIA  OFFICE: 

D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  S.  8.  Elston,  Jr.,  R.  J.  Nolen,  Jr.,  and  G.  A.  Baack,  Representatives 
Suite  101,  The  Benson  Manor,  Jenkintown  19046  Telephone:  (215)  887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  S.  T.  Ingram,  and  D.  C.  Hoffman,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone  (412)  531-4226 
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Synthroid 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy 

I 

Synthroid  is  T4. 

It  provides  your  patients  with 
what  is  needed  for  complete 
thyroid  replacement  therapy. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri¬ 
mary  or  secondary  atrophy  of  the  gland,  con¬ 
genital  defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe¬ 
dema,  hypothyroidism  without  myxedema,  hypo¬ 
thyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis¬ 
orders  associated  with  hypothyroidism.  SYN¬ 
THROID  (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a  rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy¬ 
roxine)  may  cause  diarrhea  or  cramps,  nervous¬ 
ness,  tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar¬ 
ent  for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap¬ 
pear,  discontinue  medication  for  2-6  days,  then 
resume  at  a  lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia¬ 
betic  drug  dosage  requirements.  If  hypothyroid¬ 
ism  is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor¬ 
tical  insufficiency),  Simmonds’s  Disease  (pan¬ 
hypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so¬ 
dium  levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of 
chest  pains  or  other  aggravations  of  cardiovas¬ 
cular  disease  requires  a  reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myocar¬ 
dial  infarction.  Side  effects:  The  effects  of  SYN¬ 
THROID  (sodium  levothyroxine)  therapy  are  slow 
in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with 
or  without  pain,  leg  cramps,  and  weight  loss,  f 
Diarrhea,  vomiting,  and  nervousness  have  also  I 
been  observed.  Myxedematous  patients  with  I 
heart  disease  have  died  from  abrupt  increases) 
in  dosage  of  thyroid  drugs.  Careful  observation  i 
of  the  patient  during  the  beginning  of  any  thy- 1 
roid  therapy  will  alert  the  physician  to  any  un-| 
toward  effects. 


In  most  cases  with  side  effects,  a  reduction  of 
•sage  followed  by  a  more  gradual  adjustment 
ward  will  result  in  a  more  accurate  indication 
jthe  patient's  dosage  requirements  without  the 
ji pea  ranee  of  side  effects. 


>sage  and  Administration:  The  activity  of 
j 0. 1  mg.  SYNTHROID  (sodium  levothyroxine) 
hBLET  is  equivalent  to  approximately  one  grain 
yroid,  U.S.P.  Administer  SYNTHROID  tablets 
;  a  single  daily  dose.  In  hypothyroidism  with- 
'it  myxedema,  the  usual  initial  adult  dose  is 
1  mg.  daily,  and  may  be  increased  by  0.1  mg. 
ery  30  days  until  proper  metabolic  balance  is 
tained.  Clinical  evaluation  should  be  made 
onthly  and  PBI  measurements  about  every  90 
bys.  Final  maintenance  dosage  will  usually 
ngefrom  0.2-0.4  mg.  daily.  In  adult  myxedema, 
arting  dose  should  be  0.025  mg.  daily.  The 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs. l* 2 


1  Synthroid  is  T4. 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3t4  hormone  content  is  controlled 
by  chemical  assay. 

4  Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

“1  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a  daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy. 


SynHiroH 

(sodium  levothyroxine) 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.(  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro¬ 
nine  (T 3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A  New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a  second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti¬ 
mum  maintenance  dose  is  reached  (0.1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In¬ 
jection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single¬ 
dose  vial,  with  5  ml.  vial  of  Sodium  Chloride  In¬ 
jection,  U.S.P.,  as  a  diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad¬ 
ministered  intravenously  utilizing  200-400  meg. 
of  a  solution  containing  100  meg.  per  ml.  If  sig¬ 
nificant  improvement  is  not  shown  the  following 
day,  a  repeat  injection  of  100-200  meg.  may  be 
given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


T riaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

When  an  antitussive  is  also  desired,  the  same  formulation  plus  1 0  mg.  codeine  phosphate  is  available 

as  Triaminic  Expectorant  with  Codeine.  (A  Schedule  V  Controlled  Substance.) 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501  bo-sb 


Doctor. . . 

Give  yourself 
this  Quick 
Examination . . . 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 

This  Excess  Liability  Insurance  If?  »i  \  ™  ""  ™  ™  ™  ™  ™  ™ 


Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent /Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


THE  PERSONAL  ^ 

PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


Name. 


Office  Address. 


City. 


ADMINISTRATOR 


KLEXKNDER 

KGENCY  


State. 


Telephone. 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Zip 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


J 


Current  Concepts  of  Lower  Limb 
and  Spinal  Orthotics  as  Related 
to  Patient  Evaluation  and 
Therapeutic  Training 

Friday,  April  19  and 

Saturday,  April  20,  1974 

Temple  University 

Health  Sciences  Center 
Department  of  Rehabilitation 
Medicine  and  Rehabilitation 
Research  and  Training  Center 

Location  of  course  and  accommodations:  Holi¬ 
day  Inn,  City  Line  Avenue,  Route  One  and  City 
Line  Avenue,  Route  One  and  1-76  (Schuylkill 
Expressway),  Philadelphia,  Pennsylvania,  19131. 

A  comprehensive  two-day  sym¬ 
posium  with  a  multidisciplinary 
approach  on  normal  and  patholog¬ 
ical  gait  and  spinal  dynamics,  cur¬ 
rent  and  advanced  techniques  of 
therapeutic  planning,  orthotic  pre¬ 
scriptions  and  components.  New 
development  demonstrations  and 
presentation  of  fabrications  of  spi¬ 
nal,  hip,  knee,  ankle,  foot  orthosis 
with  biomechanical  and  kinesiolo- 
gical  implications.  Guest  faculty 
consisting  of  nationally  recognized 
authorities. 

Course  Credits:  Applied  for:  Pennsylvania  Medi¬ 
cal  Society,  AMA,  and  American  Academy  of 
Family  Physicians  Registration  limited  to  200  - 
physicians:  $120.00;  registered  therapists,  ortho- 
tists,  counselors,  etc.:  $90.00;  residents,  interns, 
and  students:  $60.00 

Overnight  accommodations  available  -  Lunch¬ 
eons  included  in  registration  fee 

Double  Occupancy:  $23.50  (meals  not 
included) 

Single  Occupancy:  $18.50  (meals  not  in¬ 
cluded) 

Inquiries: 

Office  of  Continuing  Medical  Education 
Temple  University  Health  Sciences  Center 
3400  North  Broad  Street 
Philadelphia,  Pennsylvania,  19140 
Phone:  (215)  221-4787 

PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature, 
indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  sirnple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non- 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
,31l  resin  sponge  uptake,  T3  ,3’l  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied,  y*  grain;  V2  grain;  scored  1 
grain;  IV2  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


IN  NATURALTHYROID  THERAPY: 

ARE  PATIENTS 
GETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.R 
desiccated  thyroid, 

Proloid  "(thyro- 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


PENNSYLVANIA 

MEDICINE 


M.D.s  in  the  news 


PAUL  M.  LEWIS,  M.D.,  Pitts¬ 
burgh,  has  been  elected  president  of  the 
American  Association  of  Health  Data 
Systems.  He  is  executive  director  of  the 
Hospital  Utilization  Project  of  Pennsyl¬ 
vania. 

MICHAEL  ISRAEL,  M.D.,  assist¬ 
ant  professor  of  pathology  at  Pennsyl¬ 
vania  State  University  School  of  Medi¬ 
cine,  Milton  S.  Hershey  Medical 
Center,  has  been  elected  treasurer  of 
the  Pennsylvania  Blood  Bank. 

The  National  Pituitary  Agency  has 
honored  MANUEL  A.  BERGNES, 
M.D.,  with  presentation  of  a  nine-year 
service  appreciation  certificate.  Dr. 
Bergnes  is  a  pathologist  at  Sacred  Heart 
Hospital,  Norristown. 

A  dinner  was  given  in  Weatherly 
recently  honoring  CHARLES  W. 
POTTER,  M.D.,  health  officer  and 
medical  advisor  to  the  Weatherly  Board 
of  Health,  in  recognition  of  his  twenty- 
five  years  of  service  to  his  community. 

HARVEY  LYONS,  M.D.,  assistant 
professor  of  medicine  at  Hahnemann 
Medical  College  and  Hospital,  Phila¬ 
delphia,  and  assistant  director  of 
nephrology  at  Philadelphia  General 
Hospital,  spoke  on  clinical  problems  of 
acid  base  metabolism  at  Harrisburg 
Hospital  recently. 

BENJAMIN  GOULEY,  M.D.,  of 
Jenkintown,  was  honored  by  the  Albert 
Einstein  Medical  Center’s  Northern 
Division  by  having  a  visiting  profes¬ 
sorship  instituted  in  his  name  on  the  oc¬ 
casion  of  his  seventy-fifth  birthday  cel¬ 
ebration.  Dr.  Gouley  was  chairman  of 
the  division  of  medicine  at  Einstein  for 
eleven  years. 

GEORGE  A.  HAHN,  M.D.,  past 
president  of  the  Philadelphia  Medical 
Society,  has  been  elected  vice  president 
of  the  American  Association  of  Obste¬ 
tricians  and  Gynecologists. 

Lancaster's  first  eye  specialist, 
HARRY  C.  FULTON,  M.D.,  has  re¬ 
tired  after  fifty-eight  years  of  medical 
service.  He  is  a  fellow  of  the  Pennsyl¬ 
vania  Academy  and  the  American 
College  of  Ophthalmology  and  Oto¬ 
laryngology,  the  American  College  of 
Surgeons,  and  a  diplomate  of  the 
American  Board  of  Ophthalmology. 
He  is  a  past  president  of  the  Lancaster 
County  and  City  Medical  Society. 


MARK  M.  RAVITCH,  M.D., 
surgeon-in-chief  at  Montefiore  Hospi¬ 
tal  and  professor  of  surgery  at  the  Uni¬ 
versity  of  Pittsburgh  School  of  Medi¬ 
cine,  has  been  appointed  to  the  Clinical 
Research  Advisory  Committee  of  the 
National  Foundation  of  the  March  of 
Dimes. 

DANIEL  LIEBERM AN,  M.D.,  has 
been  elected  president  of  the  Philadel¬ 
phia  Psychiatric  Society.  He  is 
professor  and  associate  chairman  of  the 
department  of  psychiatry  and  human 
behavior  at  Jefferson  Medical  College, 
Thomas  Jefferson  University,  and 
director  of  the  Jefferson  Community 
Mental  Health/Mental  Retardation 
Center. 


J.  WOODROW  SAVACOOL,  M.D., 
clinical  associate  professor  of  medicine 
at  Jefferson  Medical  College,  Thomas 
Jefferson  University,  has  been  ap¬ 
pointed  director  of  the  Student  Em¬ 
ployee  Health  Service  at  Thomas  Jef¬ 
ferson  Hospital.  He  is  a  representative 
of  the  Pennsylvania  Thoracic  Society  to 
the  /American  Thoracic  Society,  a 
fellow  of  the  American  College  of 
Physicians,  and  a  past  president  of  the 
Pennsylvania  Chapter  of  the  American 
College  of  Chest  Physicians. 

JOHN  R.  SPANNUTH,  M.D..  is  the 
first  recipient  of  the  “Service  Above 
Self'  award  presented  by  the  Reading 
Rotary  Club  for  community  service  and 
professional  excellence. 

A  twenty-seven-year-old  Mount 
Carmel  physician  believes  strongly  in 
the  benefits  of  exercise  in  preserving 
good  health.  JOSEPH  M.  SIENKIE- 
WICZ,  M.D.,  makes  his  house  calls  by 
bicycle  as  an  example  to  his  patients. 
Half  a  dozen  such  calls  a  day  are  about 
average,  although  he  does  limit  such 
calls  to  a  radius  of  four  miles  from  his 
office  in  the  interest  of  time. 


ROBERT  P.  MYERS,  M.D.. 
Bethlehem,  has  been  appointed  consult¬ 
ant  in  urological  surgery  at  the  Mayo 
Clinic,  Rochester,  Minnesota. 

ROBERT  R.  CONTE,  M.D.,  has 
been  installed  as  president  of  the  La- 
trobe  Academy  of  Medicine. 

RAYMOND  W.  BOROTA.  Pitts¬ 
burgh,  has  been  named  acting  chief  of 
otolaryngology  at  the  VA  Hospital  in 
Oakland.  He  was  recently  certified  as  a 
diplomate  by  the  American  Board  of 
Otolaryngology. 

R.  BRIAN  SMITH,  M.D.,  Pitts¬ 
burgh,  has  been  named  vice  chairman 
of  the  department  of  anesthesiology  for 
the  University  Health  Center  of  Pitts¬ 
burgh.  BRUCE  L.  JOHNSON,  M.D., 
has  been  appointed  associate  professor 
of  pathology  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine.  He  also 
heads  the  ophthalmic  pathology  labora¬ 
tory  there. 

The  Frederick  M.  Jacob  Physician 
Merit  Award  for  service  to  the 
Allegheny  County  Medical  Society  was 
presented  jointly  to  SAMUEL  P.  HAR- 
BISON,  M.D.,  and  C.  WILLIAM 
WEISSER,  M.D.,  both  of  Pittsburgh. 

GEORGE  L.  JACKSON,  M.D., 
director  of  nuclear  medicine  at  Harris¬ 
burg  Hospital,  has  been  appointed  gen¬ 
eral  chairman  for  the  Eastern  Pennsyl¬ 
vania  Regional  Meeting  of  the  Ameri¬ 
can  College  of  Physicians  which  will  be 
held  in  November  at  Hershey. 

DAVID  A.  SMITH.  M.D.,  medical 
director  of  Polyclinic  Hospital,  Harris¬ 
burg,  and  medical  editor  of  Pennsyl¬ 
vania  Medicine,  has  been  installed  as 
president  of  the  Central  Pennsylvania 
Academy  of  Medicine.  ERNEST  D. 
HELM  1CK,  M.D.,  New  Cumberland, 
is  the  new  treasurer. 

PAUL  S.  FRIEDMAN.  M.D., 
Philadelphia  radiologist,  has  been  ap¬ 
pointed  to  the  National  Advisory 
Health  Council  by  Secretary  of 
Health,  Education,  and  Welfare 
Caspar  W.  Weinberger. 

RALPH  A.  CAR  ABASI,  M.D., 
Bryn  Mawr,  is  chairman  of  the 
Philadelphia  Breast  Cancer  Task  Force 
of  the  American  Cancer  Society.  He  is 
associate  professor  of  clinical  medicine 
at  the  Jefferson  Medical  School  of 
Thomas  Jefferson  University. 


DR.  SAVACOOL 


DR.  LIEBERMAN 
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Three  members  of  the  department  of 
psychiatry  at  Medical  College  of  Penn¬ 
sylvania  have  been  selected  to  head  psy¬ 
chiatric  organizations.  ROBERT 
STEPPACHER,  M.D.,  assistant  pro¬ 
fessor  of  psychiatry,  has  been  installed 
as  president  of  the  Eastern  Pennsyl¬ 
vania  Psychiatric  Institute.  LOUIS  A. 
LEAFF,  M.D.,  also  assistant  professor 
of  psychiatry,  has  become  president  of 
the  Delaware  Valley  Association  of 
Directors  of  Psychiatric  Residency 
Training  Programs.  SIDNEY 


WENGER,  M.D.,  clinical  professor  of 
psychiatry,  is  the  new  medical  director 
of  the  Philadelphia  Psychiatric  Center. 

JOSEPH  B.  BITTENBENDER, 
M.D.,  Mechanicsburg,  was  awarded 
the  William  H.  Seibert  Fund  Award  for 
outstanding  teaching  in  neurology  by 
the  Central  Pennsylvania  Academy  of 
Medicine  recently. 

ROBERT  YANNACCONE,  M.D., 
Watsontown,  medical  director  of  White 
Deer  Run,  an  Allenwood  rehabilitation 
center,  has  been  presented  with  a 


special  plaque  in  recognition  of  his  suc¬ 
cess  with  drug  and  alcohol  abusers.  Dr. 
Yannaccone  is  particularly  active  in 
securing  employment  for  rehabilitated 
graduates  of  the  center. 

Two  Philadelphia  physicians  have 
been  elected  members  of  the  Board  of 
Governors  of  the  American  College  of 
Surgeons.  They  are  WILLIAM  C. 
FRAYER,  M.D.,  and  JOHN  TEM¬ 
PLETON,  M.D.  Dr.  Templeton  is  pres¬ 
ident  of  the  Philadelphia  County  Medi¬ 
cal  Society. 


New  Officers 


Jefferson  County  Medical  Society 
W.G.  Lundgren,  M.D.,  Du  Bois,  president 
Rodger  Haglund,  M.D.,  Du  Bois,  president  elect 
Clifford  Lull,  M.D.,  Du  Bois,  secretary-treasurer 


Delaware  County  Medical  Society 

John  L.  Kelly,  M.D.,  Media,  president 

Furman  T.  Kepler,  M.D.,  Havertown,  president  elect 

Hunter  S.  Neal,  M.D.,  Philadelphia,  vice  president 

F.  Peter  Kohler,  M.D.,  Bryn  Mawr,  secretary 

Samuel  D.  Allen,  M.D.,  Rosemont,  treasurer 

Lackawanna  County  Medical  Society 

Joseph  N.  Demko,  M.D.,  Dunmore,  president 

Edward  J.  Notari,  M.D.,  Dunmore,  president  elect 

Stanley  W.  Boland,  M.D.,  Clarks  Green,  vice  president 

Charles  J.  Bannon,  M.D.,  Scranton,  vice  president 

Dominick  A.  Crucianni,  Jr.,  M.D.,  Scranton,  secretary-treasurer 


Bradford  County  Medical  Society 
J.  Alan  Reid,  M.D.,  Athens,  president 
Paul  C.  Royce,  M.D.,  Sayre,  vice  president 
Richard  E.  Shelling,  M.D.,  Sayre,  treasurer 
William  A.  Steinbach,  M.D.,  Sayre,  secretary 

Dauphin  County  Medical  Society 
Claude  E.  Nichols,  Jr.,  M.D.,  Harrisburg,  president 
Milton  Friedlander,  M.D.,  Camp  Hill,  president  elect 
Paul  F.  Kase,  M.D.,  Harrisburg,  .first  vice  president 
Bernard  Margolis,  M.D.,  Harrisburg,  second  vice  president 
G.  Winfield  Yarnall,  M.D.,  Harrisburg,  secretary-treasurer 

Lancaster  City  and  County  Medical  Society 
William  G.  Ridgway,  M.D.,  Akron,  president 
Roland  A.  Loeb,  M.D.,  Lancaster,  president  elect 
James  F.  Young,  M.D.,  Lancaster,  vice  president 
F.  Barrie,  Moberg,  M.D.,  Lancaster,  secretary-treasurer 
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book  review 


Allergy  Management  in  Clinical  Practice,  by  Louis  Tuft.  St. 
Louis,  C.V.  Mosby,  Co.,  1973.  426  pages,  illustrated. 
$29.75. 

With  a  few  notable  exceptions,  most  available  books  on 
allergy  deal  with  the  pediatric  age  group  or  with  a  specific 
entity  such  as  insect  or  food  hypersensitivity.  Happily,  this 
book  provides  a  concise  compendium  of  allergic  phenome¬ 
non. 

The  author  assumes  nothing  and  the  initial  chapters  are 
introductory  in  nature,  covering  basic  terminology  and 
principles.  Considerable  space  is  given  to  diagnostic 
methods  which  are  of  prime  importance  in  dealing  with 
allergies.  The  author  devotes  several  pages  to  the  proper 
history  and  physical  examination  of  the  allergic  patient,  for 
clues  may  be  found  here  which  aid  in  detecting  the  causa¬ 
tive  agent.  Various  diagnostic  tests  are  reviewed  and  case 
reports  are  included  as  illustrative  material. 

Having  established  a  solid  foundation  and  vocabulary 
with  which  to  work,  the  author  devotes  the  remainder  of  the 
book  to  the  features  and  management  of  allergic  conditions. 


Material  covered  includes  such  diverse  topics  as  drug  reac¬ 
tions,  asthma,  neurologic  allergy,  allergy  to  fungi,  and 
allergic  dermatoses.  Each  of  these  chapters  contains  case 
reports  and  drugs  of  choice  (listed  by  trade  name)  for  the 
condition  described.  Drug  dosages  are  also  recommended. 

Most  medical  books  on  the  market  today  are  profusely 
illustrated.  References  usually  appear  either  at  the  end  of 
each  chapter  or  at  the  end  of  the  book.  This  manual  con¬ 
tains  the  necessary  illustrations  and  charts  to  clarify  the 
text.  It  is  footnoted,  thereby  eliminating  the  necessity  of 
searching  for  references.  General  references  are  included  at 
the  end  of  the  book,  but  less  than  one  page  is  required  to  list 
them.  Indexing  is  adequate. 

Most  physicians  see  some  type  of  allergic  phenomena  in 
everyday  practice,  thus  demonstrating  a  need  for  a  book 
dedicated  to  the  management  of  these  patients.  Allergy 
Management  in  Clinical  Practice  would  be  a  useful  refer¬ 
ence  work  for  any  practicing  physician. 

David  A.  Smith,  M.D. 

Medical  Editor 
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Foundation  introduces  review  program 


CHAMP  explained  ^ 


Hospital  officials  in  Pennsylvania 
received  early  in  February  an  outline  of 
a  utilization  review  program  for  hospi¬ 
talizations — the  result  of  two  years  of 
research  and  development  by  the  Penn¬ 
sylvania  Medical  Care  Foundation, 
Larry  R.  Fosselman,  executive  director, 
has  announced.  State  Society  and  hos¬ 
pital  medical  staff  officers  were 
included  in  the  mailing. 

The  Pennsylvania  Medical  Society 
mandated  the  Foundation  to  develop  a 
program  to  assure  effective  utilization 
of  hospital  facilities  consistent  with 
recognized  standards  of  quality  care  as 
an  alternative  to  the  impending  imposi¬ 
tion  of  government  controlled  review  of 
hospital  stays  paid  for  under  medicare 
and  medicaid.  The  result — the  Cer¬ 
tified  Hospital  Admissions  Monitoring 
Program  (CHAMP) — calls  for  locally 
made  decisions,  involves  physician 
judgment,  and  makes  possible  timely 
payments  for  hospital  stays. 

Building  on  existing  resources  within 
the  hospitals,  CHAMP  relies  on 
physician  committees  in  local  areas  to 
make  decisions  on  need  for  hospital¬ 
ization  and  length  of  stay,  including 
requests  for  extensions  if  such  are  made 
by  the  attending  physician. 

Review  Starts  on  Day  One 

CHAMP  functions  on  the  basis  of 
concurrent  review  from  the  first  day  of 
hospitalization,  but  also  offers  a 
method  for  pre-admission  certification 
if  hospitals  feel  a  need  to  implement 
such  a  system.  Fosselman  said: 

“The  advantage  offered  by  CHAMP 
is  that  decisions  on  length  of  stay  are 
made  at  the  local  hospital  rather  than  at 
a  central  location,  and  are  made  by 
physicians  rather  than  by  government 
or  third  party  carrier  employees. 
CHAMP  fits  into  the  design  for  the 
Professional  Standard  Review  Organi¬ 
zation  (PSRO)  plan  for  medicare  and 
medicaid  cases,  which  specifically  calls 
for  physician  involvement  on  the  local 
level  to  assure  proper  utilization  and 
quality  of  care — it  is,  in  effect,  concur¬ 
rent  review  of  utilization  and  of  length 
of  stay  based  on  recognized  standards. 
CHAMP  offers  Pennyslvania  hospitals 
and  physicians  a  viable  method  for 


MARY  L.  UEHLEIN 
Managing  Editor 

implementing  the  PSRO  law  because  it 
provides  an  objective  and  effective 
means  for  assuring  that  decisions 
regarding  the  quality  and  necessity  of 
medical  care  are  based  on  profes¬ 
sionally  recognized  standards,  and 
because  it  utilizes  review  committees 
already  functioning  in  hospitals  and  es¬ 
tablished  criteria  which  have  been 
tested  and  found  satisfactory.” 

Philosophy  Explained 

The  system,  Fosselman  explained,  is 
based  on  a  philosophy  developed  from 
the  answers  to  two  questions:  What  is 
the  best  action  to  take  in  the  interest  of 
the  patient? — and — What  is  the  most 
practical  method  to  accomplish  it? 

While  the  primary  reason  for  the 
mailing  to  hospital  administrators, 
medical  staff  presidents,  and  utilization 
review  chairmen  is  to  prepare  for  the 
implementation  of  PSRO,  a  second 
reason  is  to  present  an  alternative  to  the 
program  of  the  Department  of  Public 
Welfare  (DPW)  now  being  operated  in 
hospitals  in  Allegheny  and  Philadelphia 
Counties.  This  program,  Pre-Discharge 
Utilization  Review  (PDUR),  requires 
confirmation  of  length  of  stay  for  medi¬ 
cal  assistance  patients  within  forty- 
eight  hours  following  admission,  from 
DPW  employees  in  Harrisburg,  and  ap¬ 
proval  for  extension  of  stay,  also  from 
Harrisburg,  based  on  a  request  made 
during  the  final  forty-eight  hours  of  the 
originally  approved  length  of  stay. 

The  publication  of  proposed  federal 
rules  covering  hospitalization  of 
medicare  and  medicard  patients  by  the 
Department  of  Health,  Education,  and 
Welfare,  preempting,  it  would  seem, 
the  implementation  of  PSRO,  also 
prompted  the  Foundation  to  move 
quickly  to  Expose  its  proposal  to  hospi¬ 
tals,  as  well  as  to  comment  on  the 
proposed  rules.  The  Foundation’s  com¬ 
ments  on  the  proposed  rules  appear 
elsewhere  in  this  issue. 

How  CHAMP  Works 

CHAMP  works  simply.  It  adheres 
closely  to  admissions  procedures  now 
in  use. 

If,  after  evaluating  the  patient,  the 
physician  decides  hospitalization  is 


medically  indicated,  he  contacts  the 
hospital  admissions  office  in  the  usual 
fashion  to  reserve  a  bed  and  determine 
the  admission  date.  Urgent  and  emer¬ 
gency  admissions  are  handled  ac¬ 
cording  to  existing  procedures  at  each 
hospital. 

The  CHAMP  certification  form 
(shown  here  in  sample  form)  requires 
the  usual  information,  as  well  as  an  in¬ 
dication  of  any  outpatient  tests  per¬ 
formed.  If  the  utilization  coordinator 
finds  that  the  diagnosis  and  prospective 
treatment  are  consistent,  the  number  of 
days  for  hospitalization  will  be  certified 
for  reimbursement.  Keep  in  mind  that 
this  procedure  will  fill  the  requirements 
of  the  PSRO  law  and  does  what  the 
Department  of  Welfare’s  PDUR  pro¬ 
gram  does,  except  that  it  is  done  locally 
and  with  physician  involvement.  If  the 
utilization  coordinator  finds  that  the  in¬ 
dications  for  admission  do  not  conform 
to  established  criteria,  the  certification 
form  is  forwarded  to  the  chairman  of 
the  utilization  committee  or  his  repre¬ 
sentative  for  review.  If  the  chairman 
does  not  find  cause  for  approval  of  the 
admission  the  case  is  discussed  with  the 
attending  physician.  The  attending 
physician  may  appeal  the  case  to  the 
hospital’s  utilization  review  committee 
for  a  final  decision. 

As  in  the  case  of  approval  of  admis¬ 
sions,  the  utilization  coordinator  may 
approve  extensions  of  stay  requested  by 
the  physician,  but  may  not  disapprove. 
Here  again  the  request  for  extension 
must  be  forwarded  to  the  chairman  of 
the  utilization  review  committee  for 
action. 

What  the  Coordinator  Does 

The  utilization  coordinator  may  be 
a  registered  nurse,  medical  records  li¬ 
brarian,  or  other  individual  with 
special  training  in  medical  terminolo¬ 
gy  and  application  of  medical  care  cri¬ 
teria.  The  coordinator  acts  under  the 
direction  of  the  physician  chairman  of 
the  utilization  committee  and  handles 
day  to  day  administrative  responsi¬ 
bilities.  The  coordinator  also  is  respon¬ 
sible  for  assisting  the  hospital’s  social 
services  department  in  discharge  plan¬ 
ning  activities,  including  removal  to 
another  level  of  care  when  indicated. 
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Follow-Up  Activities 

The  hospital  utilization  committee 
not  only  reviews  appeals  on  admissions 
and  extensions  of  length  of  stay,  but  it 
also  evaluates  retrospectively  the  per¬ 
formance  of  the  coordinator  and  the 


information  tabulated  from  the  medi¬ 
cal  record  abstract  and  certification 
form  and  will  report  to  the  local 
PSRO  when  it  is  established. 

The  Pennsylvania  Medical  Care 
Foundation  has  available  a  guide  to 


hospitals,  “The  CHAMP  Procedural 
Manual,”  which  is  available  from: 
Larry  R.  Fosselman,  Executive 
Director,  Pennsylvania  Medical  Care 
Foundation,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 


CERTIFICATION  FORM  DRAFT  8/28/73 

PENNSYLVANIA  MEDICAL  CARE  FOUNDATION  Certified  Hospital  Admission  Monitoring  Project  (CHAMP) 


PATIENT  INFORMATION 

HOSPITAL  INFORMATION 

Last  First  M.l. 

NAME 

NAME 

SOCIAL  SECURITY  NO. 

NUMBER 

SEX 

MEDICAL 
RECORD  NUMBER 

UR  COORDINATOR  NUMBER 

DATE  OF 

REQUEST _ 

SCHEDULED 
ADMISSION  DATE 
SCHEDULED 
SURGERY  DATE 
ACTUAL  DATE 
OF  ADMISSIONS 


ADMITTING  Dl AGNOSIS(ES) 


Primary 

Secondary 


ADMISSION  INFORMATION 


TYPE  OF  ADMISSION 

REFERRING 

NUMBER 

Elective 

PHYSICIAN 

ADMITTING 

NUMBER 

Urgent 

PHYSICIAN 

Emergency  EH 

ATTENDING 

NUMBER 

PHYSICIAN 

Confirmed  EH  Provisional  El 


ICDA-8 

CODE 


NUMBER  OF  DAYS  CERTIFIED 


Provisional  Dx 


Confirmed  Dx 


PROPOSED  SURGICAL  PROCEDURE(S) 


PRINCIPAL 

PRE-ADMISSION  TEST(S) 

INDICATION(S)  FOR  ADMISSION 
(Reason  treatment  cannot  be  provided  as  out-patient) 

NO  □  YES  □ 

If  Yes: 

Office  □ 

Hospital  □ 

Other  □ 

EXTENSION  INFORMATION 


REASON(S)  FOR  EXTENSION 

REVIEW  DECISION 

Date  of 
Request 

Coord 

Phy. 

Advisor 

UR 

Com 

Date  of 
Decision 

Days 

Requested 

Day 

Certified 

Yes 

Yes 

No 

Yes 

No 

1  1 

1  1 

I  1 

1  1 

Physician 

Advisor  Signature  I.D.  Number 

TOTAL  CERTIFIED  DAYS 
(Admission  &  Extension) 

PHYSICIAN  Admission  □  Attending  Physician 

APPEAL  Extension  □  Signature  (if  appealing) 

Date  |  | 

DISCHARGE  INFORMATION 


FINAL  DIAGNOSIS(ES)-if  different  than  admitting 

ICDA-8 

CODE 

DATE  OF  DISCHARGE 

PRIMARY 

SECONDARY 

DISCHARGE  PLANS-PATIENT  DISPOSITION 

DATE  OF 
SURGERY 

SURGICAL  PROCEDURE(S) 

1  1 

PRINCIPAL 

1  1 
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Consultant  offers  possibility 


Try  this  for  COLC  approval  of  DPW  fee  increases 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 

Leif  Beck,  president  of  Management  Consulting  for  Professionals,  Bala 
Cynwyd,  who  writes  regularly  for  Pennsylvania  Medicine,  offers  these  possi¬ 
bilities  for  physicians  who  have  been  deprived  of  fee  increases  for  the  care  of 
medicaid  patients  by  discriminatory  Phase  IV  rules.  Individual  exemptions  are 
required,  and  physicians  should  apply  for  them.  But  the  author,  knowing  the 
situation,  says,  “ I  won’t  bet  on  it.” 

physician  apply  for  an  exception.”  It  also  suggested  that  the 
Society  assist  the  physician  in  those  cases. 

“Hardship”  Circumstances 

Although  each  physician  should  insert  into  his  request 
those  facts  which  would  establish  the  "hardship”  circum¬ 
stances  applying  to  his  individual  situation,  there  are  some 
arguments  which  might  be  common  to  all  such  requests.  Ac¬ 
cordingly,  the  form  of  letter  appearing  at  the  end  of  this  ar¬ 
ticle  might  be  helpful  to  Pennsylvania  Medical  Society 
members. 

The  new  Phase  IV  rules  specify  a  number  of  factors  the 
council  will  specifically  consider  in  reviewing  a  request  for 
an  exception.  They  include  the  following:  (1)  whether  the 
present  fees  are  substantially  unrepresentative  of  the 
[doctor’s  or  group’s]  current  practice;  (2)  whether  a  sign ifi- 


As  described  in  the  January  issue  of  Pennsylvania  Medi¬ 
cine,  the  Society’s  request  for  a  blanket  exemption  to  ac¬ 
cept  increased  fees  paid  for  by  the  Department  of  Public 
Welfare  (DPW)  for  office  and  home  visits  was  rejected  by 
the  Cost  of  Living  Council  (COLC).  Permission  had  been 
sought  to  increase  office  visit  fees  from  $4  to  $6  and  house 
call  fees  from  $5  to  $7.  In  denying  the  blanket  increase  for 
all  physicians,  however,  the  council’s  health  administrator 
left  open  the  opportunity  for  any  physician  to  seek  an  ex¬ 
emption  on  his  own. 

Many  Society  members  have  thus  asked  how  they  should 
go  about  seeking  permission  to  increase  their  medicaid  fees 
to  the  amounts  newly  authorized  by  the  Department  of 
Public  Welfare.  This  article  gives  my  suggestions  and  obser¬ 
vations  based  upon  the  Phase  IV  price  control  rules  adopted 
in  January. 

First  of  all,  any  physician  may  increase  his  fees  for  DPW 


‘In  denying  the  blanket  increase  for  all  physicians  . . .  the  council’s  health 
administrator  left  open  the  opportunity  for  any  physician  to  seek  such 
increases  on  his  own.’ 


work  by  $1  without  seeking  official  Cost  of  Living  Council 
approval  provided  the  increase  falls  within  the  Phase  IV 
requirements  allowing  certain  annual  increases.  These 
requirements  have  been  described  in  my  article  which  ap¬ 
peared  on  page  17  of  the  January  issue  of  Pennsylvania 
Medicine  (Phase  IV  Rules — Heaven  Help  Us),  and  any 
physician  should  refer  to  it  and  consult  with  his  advisers  to 
determine  if  a  $1  increase  is  justified. 

Since  no  fee  under  $10  may  be  increased  more  than  $1 


cant  imbalance  exists  between  the  costs  and  a  [specific  fee] ; 
and  (3)  whether  a  practitioner  is  contemplating  a  move  to 
an  underserved  area  where  medical  care  is  badly  needed. 
There  are  other  factors  which  individual  members  might 
also  find  appropriate,  but  the  three  cited  above  seem  most 
generally  applicable. 

If  a  member  has  not  received  COLC  approval  or  denial 
within  sixty  days  from  the  date  his  request  is  filed,  the  regu¬ 
lations  permit  the  requested  fee  increase  to  go  into  effect  as 


‘An  increase  of  the  second  dollar  may  not  legally  be  made  by  any  physician 
unless  he  has  requested  and  received  an  exception  from  the  Cost  of  Living 


Council.’ 


without  COLC  approval,  however,  the  opportunity  to  take 
full  advantage  of  DPW’s  new  payment  schedule  is  far  more 
difficult.  An  increase  of  the  second  dollar  may  not  legally 
be  made  by  any  physician  unless  he  has  requested  and 
received  an  exception  from  the  Cost  of  Living  Council. 

The  council’s  letter  denying  the  blanket  exemption 
specifically  suggested  that  "where  a  hardship  exists,  the 


“provisionally  approved.”  In  such  a  case,  the  new  fee  level 
may  be  charged  until  and  unless  the  council  thereafter  no¬ 
tifies  the  applicant  otherwise. 

Although  the  council’s  letter  invited  applications  for  ex¬ 
ception,  and  despite  the  regulations’  special  recital  of 
factors  to  be  considered,  I  am  very  skeptical.  The  Cost  of 
Living  Council  has  been  uniformly  unsympathetic  to  medi- 
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cal  practitioners’  requests  in  both  the  price  and  wage  con¬ 
trol  areas.  I  see  no  particular  likelihood  of  a  changed  atti¬ 
tude.  I  hope  some  members  will  prove  me  wrong  and  will 
be  granted  exceptions  for  “hardship”  situations,  for  l 
believe  the  DPW  increase  is  important  to  improving  medi¬ 
cal  care  for  the  needy,  but  I  won’t  bet  on  it. 


Suggested  Form  of  Exception  Request 

Office  of  Health 
Cost  of  Living  Council 
2000  M  Street,  N.W. 

Washington,  D.C.  20508 

Re:  Name,  address,  and  employer 
Identification  number  of  applicant 

Dear  Sir: 

The  applicant  is  engaged  in  the  practice  of  medicine. 
Pursuant  to  Section  150.739  of  the  Phase  IV  regulations 
governing  fees  charged  by  medical  practitioners,  an 
exception  to  those  regulations  is  hereby  requested. 

Specifically,  your  approval  is  requested  for  the  fol¬ 
lowing  fee  increases: 

(1)  Office  visit  fees  charged  to  and  paid  by  the  Penn¬ 
sylvania  Department  of  Public  Welfare  (DPW)  from  $5 
to  $6  (the  present  fee  has  been  $4,  but  an  increase  to 
$5  has  been  determined  under  the  regulations  without 
need  for  an  exemption).  [If  applicable.] 

(2)  House  call  fees  charged  to  and  paid  by  the 
Department  of  Public  Welfare  from  $6  to  $7  (the 
present  fee  has  been  $5,  but  an  increase  to  $6  has  been 
determined  proper  under  the  regulations  without  need 
for  an  exception).  [If  applicable.] 

[Then  recite  individual  facts  relating  to  your  practice, 
including:  (a)  the  fee  for  these  services  to  other  than 
DPW;  (b)  the  number  of  DPW  charges  during  a  repre¬ 
sentative  year,  whether  they  might  be  increased,  etc.; 
(c)  whether  the  increases  will  increase  the  practice’s 
“revenue  margin’’  and  whether  they  will  increase  the 
gross  income  more  than  4  percent — the  other  two 
Phase  IV  tests.] 

We  understand  that  the  Pennsylvania  Department  of 
Public  Welfare  has  obtained  federal  agency  approval  to 
increase  payments  to  the  requested  levels  under  the 
Medical  Assistance  Program.  Such  approval  has  ap¬ 
parently  been  granted  in  recognition  that  DPW 
payments  have  been  unrealistically  low  and  have  failed 
to  act  as  incentives  for  rendering  of  services  to  needy 
patients.  Without  reasonable  comparability  between 
fees  charged  to  paying  patients  and  those  charged  to 
welfare  recipients,  a  single  level  of  quality  care  for  all 
U.S.  citizens  (rich  or  poor)  will  be  difficult  to  achieve. 
While  the  applicant  strives  to  provide  equal  care  to  all, 
we  recognize  the  economic  disincentives  as  to  DPW 
patients. 

Your  regulations  permit  exceptions  to  be  granted 
“for  the  purpose  of  preventing  or  correcting  a  serious 
hardship  or  gross  inequity,’’  Section  150.739(a).  We 
submit  that  it  is  grossly  inequitable  for  our  regular  of¬ 


fice  visit  and  house  call  fees  to  be  so  severely  dis¬ 
counted  that  they  might  be  below  what  the  state  itself  is 
willing  to  pay — and  far  below  our  usual  fees.  We  further 
submit  that  the  inequity  would  apply  not  only  to  our 
own  practice,  but  to  the  welfare  recipients  themselves, 
for  whom  highest  quality  care  would  not  be  economi¬ 
cally  encouraged. 

The  exception  is  specifically  requested  under  your 
regulation,  Section  150.739  (a)(2)(i),  in  that  the  present 
fees  are  “substantially  unrepresentative  of  the  peti¬ 
tioner’s  practice.’’  Our  normal  fees  for  office  visits  and 
house  calls  are  $—  and  $  —  respectively,  in  which  case 
even  the  requested  fees  of  $6  and  $7  for  DPW  patients 
will  clearly  be  unrepresentative.  The  lesser  fees  for 
such  DPW  work  had  existed  only  because  of  the  Penn¬ 
sylvania  DPW  payment  restrictions  (which  are  now 
increased)  and  not  because  they  had  been  represent¬ 
ative  of  our  practice. 

Reference  is  also  made  to  your  regulation,  Section 
150.739  (a)(2)(iii),  reciting  as  a  factor  “whether  the 
medical  practitioner  is  contemplating  a  move  to  an  un¬ 
derserved  area  where  medical  care  is  badly  needed.’’ 
Although  not  contemplating  relocation,  the  economic 
incentive  to  seek  out  and  serve  more  than  the  present 
number  of  DPW  patients  (about —  percent  of  our  total) 
would  be  served  by  your  granting  this  exception. 

Respectfully  submitted, 


Dr.  Marshall  answers  questions 

(Continued  from  page  9) 

1  can  see  in  the  next  few  years  the  possibility  that  the  legis¬ 
lation  will  be  challenged.  In  my  opinion  the  major  thrust  for 
repeal  will  not  come  from  the  small  group  of  Congressmen 
who  are  pushing  for  repeal,  apparently  without  being  aware 
of  the  more  objectionable  sections  of  the  law  which  the 
PSRO  section  supercedes.  It  will  come  rather  from  groups 
of  people  who  feel  that  delegation  of  authority  to  local 
physicians  is  not  appropriate  and  that  more  control  should 
be  in  the  hands  of  the  Social  Security  Administration,  a 
single  state  agency,  a  federal  commission  on  quality  assur¬ 
ance,  or  the  Office  of  Management  and  Budget. 

Do  our  Congressmen  from  Pennsylvania  understand  the  sig¬ 
nificance  of  PSRO  legislation,  its  complexities,  and  the  op¬ 
portunity  for  either  success  or  failure? 

We  have  informed  them  of  our  point  of  view  and  expect 
to  continue  to  do  so. 

What  is  their  response? 

Very  supportive.  They  realize  we  have  taken  a  strong 
stand  for  PSRO  because  it  means  that  local  physicians  will 
be  monitoring  health  care  and  public  responsibility,  even 
though  this  position  is  controversial.  They  understand  that 
some  of  our  problems  with  the  federal  and  state  government 
have  been  frustrating  and  time  consuming.  I  hope  their 
willingness  to  become  more  familiar  with  the  specifics  of 
our  problems  in  implementing  PSRO  will  lead  to  a  more  re¬ 
alistic  assessment  of  the  limitations  of  bureaucracy  in 
solving  local  health  care  problems. 
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Voluntary  program  announced 


Internists  board  announces  recertification  test 


The  American  Board  of  Internal 
Medicine  (ABIM)  has  announced  an 
interim  methodology  for  evaluating  the 
continued  abilities  of  practicing  inter¬ 
nists  in  the  form  of  recertification  ex¬ 
aminations.  The  Board’s  long-range 
goal  is  assessment  by  performance,  but 
it  feels  that  until  effective  means  of 
measuring  clinical  competence  can  be 
identified,  individual  Board  certified 
internists  may  wish  to  enter  this  pro¬ 
gram  of  continuing  medical  education, 
self-assessment,  and  voluntary  reexami¬ 
nation. 

The  primary  purpose  of  the  recently 
announced  program  is  to  assure  im¬ 
provement  of  the  quality  of  care  by  cer¬ 
tifying  the  continued  competence  of  the 
internist  at  least  six  years  after  his  ini¬ 
tial  certification  and  thereafter  no  more 
often  than  every  subsequent  six  years. 

The  recertification  process  will  (1) 
Provide  a  syllabus  developed  by  the 
American  College  of  Physicians  cover¬ 
ing  significant  advances  during  the  past 
five  years  in  internal  medicine  and  its 
nine  subspecialties;  (2)  Offer  a  self-as¬ 
sessment  questionnaire  as  a  prerequisite 
to  taking  the  recertification  exam;  and 
(3)  Hold  recertification  examinations 

Seminar  on  death,  dying 
offered  by  foundation 

A  program  sponsored  by  the  Hospi¬ 
tal  Educational  and  Research  Founda¬ 
tion  on  coping  with  death  and  the  dying 
patient  is  slated  for  Monday,  April  8,  at 
the  Penn  Harris  Motor  Inn  in  Camp 
Hill. 

The  program’s  speaker,  Elizabeth  K. 
Ross,  M.D.,  Flossmoor,  Ill.,  identifies 
the  need  to  continue  support  of  the 
dying  patient  by  developing  concepts 
and  techniques  for  treatment  during  the 
last  stages  of  life. 

Physicians,  nurses,  social  workers, 
clergymen,  other  hospital  personnel, 
and  the  interested  public  may  register. 
Preregistration  is  required.  The  cost  is 
$10  including  luncheon  or  $6  without 
the  luncheon  ticket. 

Contact  Mary  Ellen  Mackert, 
Nursing  Consultant,  Hospital  Educa¬ 
tional  and  Research  Foundation,  P.O. 
Box  608,  Camp  Hill,  Pa.  1701 1,  for  fur¬ 
ther  information. 


of  a  multiple  choice  type  pertinent  to 
the  material  in  the  syllabus  and  the  self- 
assessment  program. 

The  recertification  program  is  volun¬ 
tary,  and  those  deciding  not  to  under¬ 
take  it  or  those  who  are  unsuccessful  in 
taking  it  will  not  lose  their  certification. 

The  Board  believes  that  ultimately 
assessment  leading  to  certification  of 
continued  competence  should  focus  on 
clinical  competence  rather  than  on  the 
recall  of  knowledge  in  diverse 
subspecialty  areas.  However,  an  avail¬ 
able  method  has  not  yet  been  perfected 
to  allow  a  standardized  adaptation  of 
this  approach.  Peer  Review  is  regarded 
as  consistent  with  the  concepts  of  ac¬ 
countability,  education,  and  the  im- 

Two  companies  withdraw 
malpractice  coverage 

The  St.  Paul  Insurance  Co.  is 
withdrawing  completely  from  Pennsyl¬ 
vania  with  respect  to  physicians  and 
surgeons  classified  for  rating  purposes 
in  Classes  Three,  Four,  and  Five — clas¬ 
sifications  which  include  general  prac¬ 
titioners  performing  major  surgery; 
general  surgeon  specialists,  including 
cardiac,  thoracic,  vascular,  neurolo¬ 
gical,  and  plastic  surgeons;  ophthalmo¬ 
logists,  proctologists;  urologists;  oto¬ 
laryngologists;  orthopedists,  obste¬ 
trician-gynecologists;  and  anesthesi¬ 
ologists. 

The  Professional  Liability  Insurance 
Company  of  New  York,  underwriter  of 
the  malpractice  insurance  program 
sponsored  by  the  Americal  Urological 
Association,  has  been  told  by  the 
Maryland  Insurance  Department  to 
cease  its  operations  in  that  state.  Since 
Maryland  is  the  home  state  of  the 
Urological  Association’s  program, 
members  nationwide  who  are  covered 
are  already  being  notified  that  their 
coverage  will  not  be  renewed  beyond 
the  regular  anniversary  date. 

State  Society  members  affected  by 
these  developments  are  eligible  for  the 
Society  sponsored  professional  liability 
insurance  program.  Write  to  the 
Council  on  Medical  Service,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Rd., 
Lemoyne  17043,  or  see  the  announce¬ 
ment  on  page  3  of  this  issue. 


provement  of  care  and  clinical  creden¬ 
tials. 

The  first  recertification  examination 
for  diplomates  certified  in  1968  and 
before  will  be  held  Saturday,  October 
26,  1974.  The  preparatory  syllabus  was 
mailed  in  January,  and  the  self-assess¬ 
ment  questionnaire  is  due  in  July. 
Requests  for  further  information 
regarding  the  program  should  be 
addressed  to:  The  American  College  of 
Physicians,  MKSAP  III,  P.O.  Box 
13646,  Philadelphia,  Pa.  19101. 

Writing  workshop  scheduled 

A  medical  writing  workshop  will  be 
presented  by  the  Delaware  Valley 
Chapter  of  the  American  Medical 
Writers  Association  at  the  Philadel¬ 
phia  County  Medical  Society  on 
March  23,  1974,  from  9  a.m.  to  5  p.m. 
Physicians,  editors,  medical  students, 
residents,  interns,  and  health  care  per¬ 
sonnel  are  eligible  to  attend. 

The  program  will  feature  physi¬ 
cians,  medical  editors,  and  hospital 
public  relations  executives. 

Applicants  may  register  by  con¬ 
tacting  Mrs.  Edith  Schwager,  the  as¬ 
sociation’s  president,  at  Hahnemann 
Medical  College  and  Hospital,  230  N. 
Broad  St.,  Philadelphia,  Pa.  19102. 
The  $35  fee  includes  a  box  lunch. 
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special  report 


Retirement  questions  answered —  relax  with  ease 


ROBERT  L.  LAMB 
Communications  Division 


When  that  day  finally  arrives  when  you  lock  the  front  door 
and  head  for  Florida,  you  want  to  be  sure  you've  taken  care 
of  all  the  little  details  which  might  slow  down  your  escape. 
One  of  the  first  questions  is: 

How  Long  Shall  I  Keep  My  Patient  Records? 

You’ll  want  to  hold  onto  them  for  a  while,  at  least,  because 
they  are  an  essential  part  of  your  defense  in  any  malpractice 
action.  Based  on  the  Statute  of  Limitations  in  Pennsylvania, 
PMS  Legal  Counsel,  Fred  Speaker,  recommends  that  office 
patient  records  be  kept  for  an  absolute  minimum  of  six  years; 


and  if  space  is  available,  for  ten  years.  Certainly  if  you  are  in 
one  of  the  high-risk  surgical  specialties,  you  will  want  to  hold 
on  to  them  as  long  as  possible.  As  you  know,  if  a  missing 
sponge  turns  up  even  more  than  ten  years  later,  the  opportu¬ 
nity  for  suit  exists. 

Once  you’ve  set  your  policy,  you  can  establish  a  system  for 
periodic  discard  review.  Bear  in  mind,  however,  that  records 
of  minors  should  be  kept  for  a  minimum  of  thirty-six  months 
beyond  their  twenty-first  birthday.  A  minor  has  the  right  to 
bring  suit  on  his  own  when  he  has  reached  his  majority. 

If  They  are  My  Medical  Records,  Why  Must  I  Honor 
Transfer  Requests? 

To  determine  who  has  a  right  to  your  office  medical 
records,  we  have  to  split  some  hairs.  Obviously  both  you  and 
the  patient  have  an  interest  in  the  medical  record.  If  you  ask 
who  owns  the  piece  of  paper  on  which  the  record  is  written, 
the  answer  is  “the  physician.”  If  you  ask  if  the  patient  has  a 
vested  interest  in  the  information  contained  in  the  record, 
the  answer  is  “yes.”  How,  then,  can  the  best  interests  of  the 
doctor  and  patient  be  served?  When  the  physician  has  au¬ 
thorization  from  the  patient,  he  may  make  the  information 
contained  in  his  records  available  to  the  patient’s  current 
physician. 

How  Can  I  Transfer  the  Medical  Record  and  Still  Protect 
Myself  and  Estate? 

It’s  a  problem,  but  it  can  be  handled  in  a  number  of  dif¬ 
ferent  ways.  First,  don’t  give  the  medical  record  to  the  pa¬ 
tient.  Get  it  directly  into  the  hands  of  the  new  physician. 


The  patient,  according  to  medical  ethics,  is  not  entitled  to 
have  physical  possession  of  his  office  medical  record. 

How  you  effect  the  transfer  will  depend  on  your  own  cir¬ 
cumstances.  Here  are  some  possibilities:  (1)  Photocopy  the 
record  and  send  the  duplicate;  (2)  Abstract  the  important 
parts;  (3)  Lend  the  record  to  the  new  physician  with  a 
request  for  return;  (4)  Have  the  new  physician  sign  as  cus¬ 
todian  of  the  record  and  agree  to  make  it  available  upon 
request  by  you  or  your  estate,  and  have  him  return  it  to  you 
rather  than  to  transfer  it  to  a  third  physician;  (5)  Call  the 
new  physician  and  work  out  the  problem  in  a  mutually  sat¬ 
isfactory  manner. 

What  are  My  Obligations  in  Notifying  Patients  of  My  Re¬ 
tirement? 

When  you  retire,  medical  ethics  require  that  you  give  pa¬ 
tients  sufficient  notification  so  that  they  may  find  another 
doctor.  This  will  vary  by  community.  Since  retirement  is 
usually  planned  long  in  advance,  you  can  determine  the 
waiting  time  in  your  community  for  new  patients.  Add  on  a 
couple  of  weeks  and  accordingly,  notify  your  patients  of  the 
dates  when  you  will  close  the  practice  and  the  office.  Tell 
patients  to  ask  the  new  physician  to  get  in  touch  with  you  if 
he  feels  that  your  records  are  important  for  adequate  care. 
Most  patients  consider  those  medical  records  very  impor¬ 
tant  and  begin  calling  the  county  and  state  medical  societies 
if  there  is  a  problem  in  the  transfer.  Often  these  records  de¬ 
termine  a  patient’s  eligibility  for  some  insurance  program. 


How  Long  Must  I  Continue  to  Honor  These  Requests  for 
Transfer? 

There  is  no  time  limit  on  when  a  former  patient  may 
request  transfer  of  information  from  his  records.  It  may  be 
helpful,  however,  to  indicate  in  your  retirement  notice  to 
patients  a  request  to  present  their  authorizations  for  transfer 
of  this  information  by  the  closing  date  of  the  office. 

The  exact  protocol  for  closing  a  practice  is  spelled  out  at 
the  county  society  level.  The  AMA,  however,  recommends 
that  patients  and  colleagues  be  advised.  In  some  areas,  a 


MARCH  1974 


33 


simple  announcement  in  the  newspaper  is  used  along  with 
other  means,  such  as  correspondence. 

If  you  plan  to  leave  town,  it  would  be  helpful  if  you  have 
made  arrangements  in  the  community  on  how  to  handle  late 
requests  for  transfer  of  information  from  records.  County 
medical  societies,  the  hospital,  PMS,  attorneys,  and  banks 
are  possibilities. 

Is  Selling  Patients’  Records  Permitted? 

According  to  AMA  medical  ethics,  “A  physician,  retiring 
from  practice,  may  not  ethically  sell  his  patients’  records  to 
another  physician.  His  records  have  been  developed  during 
the  physician  -  patient  relationship.  To  sell  records  would 
tend  to  make  patients  subject  to  barter  to  the  highest 
bidder.” 

There  is  the  added  problem  of  patient  confidentiality. 
Section  9  of  the  Principles  of  Medical  Ethics  says  that  a 
physician  may  not  reveal  the  confidences  entrusted  to  him 
in  the  course  of  medical  attendance  without  the  patient's 
consent.  This  same  restriction  holds  true  for  patients’ 
records.  “To  transfer  a  patient’s  records  without  his  consent 
would  violate  this  confidence.” 

The  obvious  corollary  is,  “A  physician  may  not  ethically 
purchase  such  records  from  a  retiring  physician  or  from  the 
estate  of  a  deceased  physician.” 

Can  I  Charge  for  Making  Copies  of  Patients’  Records? 

Custom  varies  widely.  The  best  rule  is  to  check  your 
county  medical  society.  Traditionally,  transfer  of  records  to 
the  new  physician  was  a  free  service  provided  by  a  retiring 
doctor,  but  now  photocopying  expenses  can  add  up  quickly, 
just  when  your  income  is  about  to  drop.  County  societies 
can  give  advice  on  local  custom. 

Can  I  Use  the  Transfer  of  Records  to  Collect  Old  Bills? 

The  answer  is,  no.  Medical  ethics  say:  “The  interest  of 
the  patient  is  paramount  in  the  practice  of  medicine.  Every¬ 
thing  that  can  reasonably  and  lawfully  be  done  to  serve  that 
interest  must  be  done  by  all  physicians  who  have  served  or 
are  serving  the  patient.”  It  would  be  improper  and  unethical 
to  withhold  information  until  an  invoice  is  paid. 


If  I  Can’t  Sell  the  Patient  Records,  What  Can  I  Sell? 

You  can  sell  the  physical  assets  of  the  practice — the  fix¬ 
tures,  equipment,  supplies,  perhaps  an  office  lease,  and  the 
goodwill  of  the  practice.  To  do  it  you  will  certainly  need  a 
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personal  attorney.  To  help  both  you  and  the  attorney,  send 
for  the  book,  “Sale  or  Disposition  of  a  Medical  Practice,” 
prepared  by  the  Office  of  the  General  Counsel  of  the  Amer¬ 
ican  Medical  Association.  It  can  be  obtained  from  the  Com¬ 
munications  Division,  Pennsylvania  Medical  Society,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

To  help  you  sell  the  practice,  you  can  place  an  ad  in  the 
classified  section  of  PennsylvaniaMedicine.  For  details, 
contact  the  managing  editor. 

Don’t  be  surprised  if  the  buyer  wants  to  pay  more  for  the 
physical  assets  and  less  for  the  goodwill.  He  can  depreciate 
the  physical  assets.  The  buyer  may  want  a  clause  in  which 
you  agree  to  assist  him  for  a  time  or  at  least  be  available  for 
consultation.  Unless  you  already  have  your  house  in 
Florida,  he  may  also  want  a  “Covenant  Not  To  Compete.” 
Certainly  it  will  be  to  both  your  and  the  buyer’s  advantage 
if  patients  can  continue  to  come  to  the  same  office  and  dial 
the  same  telephone  number. 

How  Do  I  Dispose  of  Narcotics  And  Other  Dangerous 
Drugs? 

At  the  time  of  retirement,  you  should  write  to  your  local 
Drug  Enforcement  Administration  office  (DEA)  (formerly 
the  Bureau  of  Narcotics  and  Dangerous  Drugs)  and  request 
a  copy  of  Form  41.  Fill  it  in  and  return  it  to  the  Drug  En¬ 
forcement  Administration,  either  in  person  or  by  Registered 
Mail,  along  with  all  your  narcotics  and  dangerous  drugs. 
Your  local  DEA  office  can  give  you  further  information.  In 
Central  and  Eastern  Pennsylvania,  write:  Drug  Enforce¬ 
ment  Administration,  400  Market  Street,  Suite  1000, 
Philadelphia,  Pa.  19106  (215)  597-9530.  In  Western  Penn¬ 
sylvania  write:  Drug  Enforcement  Administration,  Federal 
Building,  1000  Liberty  Avenue,  Pittsburgh,  Pa.  15222  (412) 
644-3390. 

Insurance — Do  I  Cancel  or  Not? 

Fire,  theft,  and  property  liability  policies  can  be  canceled 
after  the  sale  of  the  property  has  been  completed;  but  you 
want  to  think  twice  about  canceling  your  professional  liabili¬ 
ty  insurance.  If  there  is  a  chance  you  might  do  some  part- 
time  work  or  consulting,  you  will  need  your  malpractice  in¬ 
surance,  but  let  your  carrier  know  because  you  may  be  eligi¬ 
ble  for  a  lower  rate.  Whether  you  will  continue  to  be  eligible 
for  the  PMS  endorsed  program  will  depend  upon  whether  or 
not  you  stay  in  Pennsylvania.  In  any  event,  keep  old  policies. 
The  policy  in  force  at  the  time  the  alleged  malpractice  in¬ 
cident  occurred  will  cover  you.  Maintain  workman’s  com¬ 
pensation  insurance  as  long  as  you  have  employees. 

What  about  Professional  Organizations  and  Dues? 

Notify  all  your  professional  organizations  about  the  date 
of  your  retirement.  Some,  like  the  State  Society,  may  have 
different  categories  for  retired  members,  with  reduced  or  no 
dues.  The  drawback  here  is  that  such  categories  usually  take 
you  out  of  the  politics  of  the  organization. 

What  about  Final  Details? 

Contact  your  county  medical  society,  your  personal  at¬ 
torney,  your  insurance  representative,  and,  if  necessary,  John 
Rogalski,  assistant  secretary  of  the  State  Society.  Then  take  a 
rest;  you  deserve  it. 
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Councilor  comments 


The  ‘bullet  ballot’ — Is  it  worth  the  cost? 


GEORGE  A.  ROWLAND,  M.D. 
Millville 


The  term  “bullet  ballot”  has  been  a  matter  of  discussion 
lately  both  in  the  Pennsylvania  Medical  Society  House  of 
Delegates  and  more  recently  at  the  AMA  Convention  in 
Anaheim.  The  idea  is  widely  misunderstood,  and  1  think  it 
needs  clarification. 

In  the  simplest  terms,  any  time  a  ballot  is  taken  where  the 
voter  names  his  one  choice  of  a  candidate  for  a  single  office  it 
is  in  effect  a  “bullet  ballot.”  This  goes  without  saying.  It 
becomes  a  problem  only  when  the  election  calls  for  a  number 
of  people  to  fill  several  equal  positions  as  on  a  board  or  com¬ 
mittee.  Here  the  differentiation  takes  place  between  the 
“bullet  ballot,”  a  rifle  bullet  aimed  at  a  single  target,  and  a 
shotgun  blast  that  is  intended  to  name,  for  example,  3  out  of  7 
candidates.  The  shotgun  type  of  election  is  used  by  PMS  to 
name  delegates  and  alternate  delegates  to  the  AMA,  and  the 
AMA  has  just  determined  to  elect  its  trustees  in  this  way 
rather  than  for  “slots.”  “Slot”  voting  is  the  system  by  which 
the  AMA  has  been  electing  trustees  previously.  Three  totally 
undifferentiated  positions  are  designated  arbitrarily  1,  2,  3. 
Candidates  are  assigned  to  run  for  them  and  separate  elec¬ 
tions  are  held  for  each. 

There  are  advantages  each  way.  Voting  for  the  group  at 
large  usually  takes  less  time  and  trouble,  and  since  the  posi¬ 
tions  are  interchangeable  it  seems  foolish  to  single  out  each 
artificially  identified  “slot.”  In  addition,  it  may  avoid  the  loss 
of  better  candidates  who  might  be  set  against  each  other 
while  less  desirable  ones  have  little  or  no  competition.  On  the 
other  hand,  a  hotly  contested  “at  large”  vote  ballot  may 
require  many  repeated  votes  to  get  majorities  for  all 
vacancies.  It  also  may  encourage  bullet  balloting. 

In  such  an  instance  bullet  balloting  is  used  by  the  support¬ 
ers  of  one  candidate.  Take  the  example  above.  There  are  3 
positions  to  be  filled  from  7  candidates  and  100  delegates 
voting.  If  all  voters  name  3  choices,  the  results  might  come 
out;  candidate  A-49,  candidate  B-48,  candidate  C-46,  can¬ 
didate  D-44,  candidate  E-40,  candidate  F-37,  candidate  G- 
36,  for  a  total  of  300.  Since  no  one  received  a  majority  of 
votes,  a  runoff  is  required.  The  bylaws  might  provide  for  this 
by  dropping  the  one  or  two  lowest  (G  or  F  and  G)  and 
balloting  again  for  the  others. 

Consider  what  happens  if  ten  of  the  supporters  of  can¬ 
didate  G  decide  to  bullet  ballot;  that  is  to  say  they  will  vote 
only  for  their  candidate,  withholding  any  other  names  from 
their  ballots.  If  10  voters  each  withhold  2  votes,  the  total  vote 


is  now  reduced  from  300  to  280.  Candidate  G  still  gets  36 
since  they  continue  to  name  him,  but  candidate  F  will  lose  5 
votes  which  he  would  have  received,  dropping  his  total  to  3 1 . 
Candidate  E  loses  8  votes,  dropping  his  total  to  32.  By  this 
maneuver  candidate  G  goes  from  seventh  to  fifth  and  will 
continue  to  be  considered  on  the  next  ballot.  His  total 
remained  the  same  while  his  opponents  were  diminished.  If 
all  36  of  G’s  supporters  bullet  ballot,  his  opponents  will  lose  a 
total  of  72  votes.  The  effect  will  be  even  more  marked. 

Those  who  favor  “at  large”  votes  suggest  that  the  bullet 
ballot  can  be  prohibited  by  counting  only  those  ballots  which 
contain  the  full  number  of  names,  in  this  case  three.  This 
would  seem  to  have  the  disadvantage  of  requiring  a  voter  to 
vote  for  candidates  he  finds  personally  repugnant.  However, 
it  is  also  quite  possible  for  determined  bullet  balloters  to 
overcome  such  a  requirement.  Additional  nominations  can 
be  made  from  the  floor,  and  the  list  can  be  stacked  with  less 
than  serious  candidates.  Votes  for  such  unknown  or  un¬ 
popular  names  still  have  the  effect  of  withholding  votes  from 
serious  candidates.  Often  it  is  not  even  required  that  votes  be 
cast  for  individuals  in  nomination.  This  makes  it  easier  to  ex¬ 
ercise  a  de  facto  bullet  ballot. 

If  the  practice  of  bullet  balloting  is  used  too  much,  it  may 
be  countered  if  the  backers  of  all  candidates  vote  for  less  than 
a  full  slate.  This  has  the  practical  effect  of  turning  the  elec¬ 
tion  back  to  “slot”  voting. 

There  is  a  definite  disadvantage  to  bullet  balloting.  Those 
who  take  advantage  of  it  voluntarily  give  up  their  votes  for 
other  board  members.  In  the  last  example  above,  let  us  say 
that  all  36  bullet  balloters  for  candidate  G  also  would  have 
favored  candidate  A.  His  vote  would  be  reduced  from  49  to 
1 3  and  he  would  be  dropped  from  the  list  as  having  the  lowest 
count  on  the  first  ballot.  The  bullet  balloters  may  place  one 
candidate  on  the  board  at  the  expense  of  losing  all  others  who 
might  in  general  favor  their  side. 

in  conclusion,  the  bullet  ballot  is  a  hazard  whenever  sever¬ 
al  equal  offices  are  voted  for  simultaneously.  I  n  such  a  case  it 
is  almost  impossible  to  legislate  against  it  if  bullet  balloters 
are  determined.  If  used  too  extensively,  it  loses  its  effect  when 
all  voters  use  the  same  mechanism.  Its  principal  drawback  is 
that  those  who  make  use  of  it  disenfranchise  themselves  from 
the  election  of  other  candidates,  sometimes  with  disastrous 
effects. 


Dr.  Rowland  is  a  member  of  the  State  Society  Board  of 
Trustees,  chairman  of  its  Finance  Committee,  and  a  PMS 
delegate  to  the  AMA.  He  is  active  also  in  the  American 
Academy  of  Family  Physicians. 
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Progress  report 


Accelerated  medical  graduates  studied 


WILLIAM  K.  GROSSMAN,  M.D. 
HAROLD  GRAFF,  M.D. 
Philadelphia 


Do  accelerated  medical  graduates  perform  as  well  professionally  as 
their  peers? 

Do  accelerated  medical  graduates  choose  the  same  professional 
goals  as  their  peers? 

The  Jefferson  Medical  College — Penn  State  University  accelerated 
medical  training  program  is  evaluated. 


Since  the  initiation  of  accelerated 
medical  education  in  the  past  fifteen 
years,  the  number  of  such  programs 
have  grown  at  a  rapid  rate.1  While 
some  benefits  such  as  decreased  educa¬ 
tion  time  are  obvious,  evaluation  of 
the  programs  can  only  begin  as  enough 
accelerated  students  complete  their 
studies.  The  accelerated  medical  pro¬ 
gram  begun  at  the  Jefferson  Medical 
College  provides  one  of  the  longest 
and  most  comprehensive  experiences 
with  accelerated  students,  many  of 
whom  are  now  in  internship,  residency 
programs,  and  in  practice.  The  pro¬ 
gram  is  also  the  best  documented  of  the 
accelerated  programs,  and  progress  is 
charted  in  both  the  academic  and  psy¬ 
chological  functions.  At  each  phase  of 
selection,  of  matriculation,  of  sub¬ 
sequent  training,  and  of  later  life  situa¬ 
tion,  evaluation  procedures  should  be 
implemented  to  study  the  effects  of  ac¬ 
celeration  on  the  later  professional  and 
social  lives  of  the  participants.  The  fol¬ 
lowing  questions  are  pertinent  to  this 
project:  Are  accelerated  medical  gradu¬ 
ates  performing  as  well  professionally 
as  their  peers?  Are  they  choosing  the 
same  professional  goals?  Are  their  per¬ 
sonal  lives  different  from  those  of  their 
non-accelerated  colleagues? 


Literature  Review 

The  Jefferson  Accelerated  Program 
began  in  1963.  It  allowed  students  the 
opportunity  to  earn  both  the  B.S.  and 
the  M.D.  degrees  in  five  calendar  years 
after  graduation  from  high  school. 


Herbut  and  co-workers2  and  Conly3  4 
describe  the  program  in  detail.  They 
found  that  the  accelerated  students 
perform,  on  the  average,  at  least 
equally  as  well  as  their  nonaccelerated 
colleagues  in  course  work  at  Jefferson 
and  in  the  tests  of  the  National  Boards 
of  Medical  Examiners.  Menduke  and 
co-workers5  have  concluded  that  the 
accelerated  program  attracted  many 
people  who  would  not  have  become 
physicians  in  the  absence  of  this  accel¬ 
eration.  Gottheil  and  co-workers6'7 
found  that  the  accelerated  students  at 
Jefferson  were  not  disadvantaged  in 
their  attitudes  when  compared  with 
the  nonaccelerated  students  with 
measures  of  performances,  satisfac¬ 
tion,  and  subjective  stress  used  in  the 

Dr.  Grossman  is  a  fellow  in  medical 
education  at  Jefferson  Medical 
College,  Philadelphia.  Dr.  Graff  is 
senior  research  scientist  at  the  Hah¬ 
nemann  research  division  depart¬ 
ment  of  clinical  sciences,  Eastern 
Pennsylvania  Psychiatric  Institute, 
Philadelphia.  At  the  time  of  the 
research,  Dr.  Grossman  was  chief 
resident  in  the  adolescent  treatment 
unit  at  the  Institute  of  the  Pennsyl¬ 
vania  Hospital.  He  is  the  recipient  of 
the  hospital’s  Mathy  Research  prize 
for  1973.  Dr.  Graff  is  also  research 
associate  professor  of  psychiatry  at 
Hahnemann  Medical  College  and 
has  recently  been  appointed  consult¬ 
ant  to  the  Special  Action  Office  for 
Drug  Abuse  Prevention,  Offices  of 
the  President,  Washington,  D.C. 


study.  Grossman  and  co-workers8 
found  the  accelerated  students  per¬ 
ceived  themselves  as  indistinguishable 
from  their  nonaccelerated  colleagues 
and  had  similar  life  experiences  as 
students,  with  the  exception  that  they 
married  less  frequently  and  studied 
more.  Almost  all  felt  accepted  “as  one 
of  the  group"  by  both  their 
nonaccelerated  colleagues  and  the  fac¬ 
ulty.  Of  those  responding  in  that  study, 
all  concluded  that  the  program  be  con¬ 
tinued;  77  percent  said  they  would 
choose  to  enter  the  five  year  program 
again  rather  than  attend  four  years  of 
college,  and  almost  all  replying  at  that 
time  were  satisfied  with  their  career 
choice.  Finally,  Grossman  and  Conly9 
found  that  entering  an  accelerated  pro¬ 
gram  constituted  a  major  life  adjust¬ 
ment,  high  in  pressure  and  rich  in 
struggle  and  personal  growth.  In  gen¬ 
eral  the  comments  from  the  partici¬ 
pants  personal  letters  supported 
Herbut  and  co-workers2  anticipated 
advantages  and  disadvantages  of  such 
an  accelerated  program. 

Method 

After  the  first  five  accelerated  classes 
(1968  through  1972)  graduated  from 
Jefferson  Medical  College,  a  question¬ 
naire  and  a  Minnesota  Multiphasic  Per¬ 
sonality  Inventory  (MMPI)  were  sent 
to  the  accelerated  graduates  and  to  a 
control  group.  (Copies  of  the  question¬ 
naire  are  available  from  the  authors 
upon  request.)  The  accelerated  gradu¬ 
ate  was  at  least  from  the  upper  fifth  of 
his  high  school  class.  He  had  a  com- 
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bined  score  for  the  Scholastic  Aptitude 
Test  (SAT)  of  at  least  1200  in  the  first 
year  and  greater  than  1300  in 
subsequent  years.  He  received  his  B.S. 
and  M.D.  degrees  in  five  calendar 
years.  The  control  graduates  would 
have  been  qualified  to  become  acceler¬ 
ated  students  had  they  applied.  They 
fulfilled  the  traditional  premedical 
training.  Those  graduates  who  did  not 
so  qualify,  and/or  whose  precollege 
data  was  lacking,  were  eliminated  from 
this  study. 

Rate  of  Return  and  Comments 

The  return  rate  varied  little  from 
year  to  year,  and  so  the  data  was 
analyzed  as  a  whole.  In  the  accelerated 
group,  thirty-two  of  1 13  answered — for 
a  rate  of  28  percent.  Fourteen  of  129  in 
the  control  group  responded — for  a  re¬ 
turn  rate  of  1 1  percent.  The  authors 
readily  admit  that  the  percentages  of 
the  responses  were  small  and  that  com¬ 
parison  in  the  usual  statistical  sense  is 
difficult,  but  believe  that  the  findings 
are  preliminary  evidence  that  the  grad¬ 
uates  of  the  first  five  accelerated  classes 
at  Jefferson  have  had  a  favorable  expe¬ 
rience  after  graduation  when  compared 
with  the  control  group. 

Personal  Life  Data:  The  average  age 
of  the  accelerated  respondent  was 
twenty-six  years.  Almost  all  were  male. 
Seventeen  of  the  thirty-two  responding 
were  first-born  and  thirteen  were  sec¬ 
ond-born.  More  than  half  responding 
(17)  were  Jewish,  seven  protestant,  two 
Catholic,  one  atheist,  and  one  no 
religious  preference,  with  three  not 
responding. 

The  average  control  graduate  was 
twenty-eight  years  old;  almost  all  were 
male.  Eleven  of  the  fourteen  re¬ 
sponding  were  first-born  and  two  were 
second-born.  There  was  no  predomina¬ 
ting  religious  preference. 

Career  History:  In  general,  both  ac¬ 
celerated  and  control  graduates  felt 
good  about  career  choice,  internship, 
and  residency.  Only  one  individual  in 
either  group  had  any  extensive  experi¬ 
ence  in  private  practice.  Of  the  acceler¬ 
ated  graduates,  half  had  straight  medi¬ 
cal  internships,  another  ten  selected  ro¬ 
tating  internships,  and  the  others  scat¬ 
tered  their  choices.  Of  those  in 
residency  programs,  ten  chose  a  medi¬ 
cal  residency  and  the  remaining  choices 
were  scattered  among  other  residency 


programs.  Five  of  the  thirty-two  were 
awarded  fellowships.  Ten  had  their  ca¬ 
reers  interrupted  for  military  training. 

On  the  other  hand,  half  of  the  control 
graduates  chose  rotating  internships 
with  the  rest  of  the  choices  scattered. 
There  was  no  trend  in  residency  choice. 
One  of  those  responding  was  awarded  a 
fellowship.  Three  had  their  careers  in¬ 
terrupted  for  military  training. 

Two-thirds  of  the  accelerated  gradu¬ 
ates  spent  more  than  five  hours  a  week 
in  medical  reading.  Twelve  of  the  four¬ 
teen  controls  spent  more  than  five 
hours  a  week  in  medical  reading. 

When  asked  for  consideration  of  to 
which  discipline  they  expected  to 
devote  33  percent  or  more  of  their  time, 
twenty  of  thirty-two  graduates  re¬ 
sponding  said  private  practice,  another 
nine  said  academics,  four  research, 
three  community  service,  and  one 
stated  administration.  Corresponding 
figures  for  the  control  graduates  were 
eleven  of  fourteen  controls  responding 
said  private  practice,  one  research,  four 
in  community  service,  and  two  in  ad¬ 
ministration. 

Personal  History:  Twenty-four  of 
thirty-two  accelerated  graduates  were 
married,  one  was  separated,  and  seven 
of  those  married  had  children.  Compa¬ 
rable  figures  for  the  controls  were: 
eleven  of  the  fourteen  in  the  control 
group  were  married,  four  of  these  had 
children.  In  both  groups  almost  all 
owned  cars  with  no  difference  in  the 
type  of  automobile  preferred. 

Uniformly,  the  accelerated  graduate 
felt  great  feelings  of  self-worth  and  a 
high  to  great  feeling  of  maturity;  the 
controls,  on  the  other  hand,  had  good 
feelings  of  self-worth,  with  a  high  to 
great  feeling  of  maturity.  Six  of  thirty- 
two  accelerated  graduates  reported 
emotional  difficulties,  with  four  having 
depression  and  two  situational  adjust¬ 
ment  reactions.  Twenty  of  thirty-two 
reported  a  weight  gain  or  loss  of  5 
pounds  since  graduation.  Seven  of  the 
thirty-two  reported  experiencing  physi¬ 
cal  illnesses:  two  impotence  associated 
with  depression,  two  mononucleosis, 
one  hepatitis,  one  ankylosing  spondy¬ 
litis,  one  allergic  reaction.  Drugs  such 
as  lysergic  acid,  amphetamines,  barbi¬ 
turates,  and  morphine  were  almost 
never  used.  There  was  occasional  to 
frequent  use  of  both  alcohol  and 
marijuana. 

Two  of  thirty-two  interrupted  their 


training  for  psychiatric  reasons,  but 
only  three  reported  to  have  been  in  psy¬ 
chotherapy  at  any  time.  Comparable 
figures  for  the  control  group  are:  four 
of  fourteen  reporting  emotional  dif¬ 
ficulties,  three  depressions,  and  one 
anxiety  reaction.  None  reported  a 
weight  gain  or  loss  of  greater  than  5 
pounds.  None  reported  any  other  ill¬ 
nesses.  Drugs  such  as  lysergic  acid, 
amphetamines,  barbiturates,  and  mor¬ 
phine  were  almost  never  used.  There 
was  occasional  to  frequent  use  of 
marijuana  and  alcohol.  None  interrupt¬ 
ed  their  training  for  psychiatric 
reasons.  Four  of  fourteen  are  presently 
in  psychotherapy. 

Minnesota  Multiphasic  Personality 
Inventory  (MMPI)  Results:  Several  cat¬ 
egories  were  consistently  high  for  both 
the  accelerated  and  the  control  group. 
The  only  one  of  the  main  diagnostic 
scores  which  was  high  for  both  was  the 
MF  (male-female)  Scale.  This  high 
score  is  usually  found  among  people 
with  higher  educational  and  esthetic  in¬ 
terests.  Both  groups  scored  high  in 
research  categories  designating  ego 
strength,  dominance,  and  social  status. 
There  were  no  high  scores  for  the  accel¬ 
erated  group  that  were  not  high  for  the 
control  group,  but  the  controls  were 
high  in  the  MA  (hypomania)  and  low 
back  pain  (a  diagnostic  score  for 
research  purposes).  None  of  the  accel¬ 
erated  group  showed  a  high  pathologic 
score,  while  five  of  the  control  group 
showed  self-depreciation,  social  in¬ 
troversion,  physical  and  emotional  dif¬ 
ficulties,  and  even  one  who  showed  evi¬ 
dence  of  psychopathology. 

Subjects  Evaluation  of  the  Acceler¬ 
ated  Program:  When  the  accelerated 
group  was  asked  whether  they  would 
participate  in  the  accelerated  program 
again,  twenty-eight  of  the  thirty-two 
replied  affirmatively,  and  the  same 
number  would  recommend  the  pro¬ 
gram  to  others.  Of  the  control  group, 
only  seven  of  fourteen  would  recom¬ 
mend  the  program  to  others. 

Conclusion 

As  accelerated  medical  programs 
continue  to  proliferate,  we  believe  their 
graduates  should  be  viewed  periodi¬ 
cally  with  regard  to  their  career  devel¬ 
opment  and  their  personal  lives.  This 
paper  attempted  to  evaluate  the  gradu¬ 
ates  of  the  first  five  accelerated  classes 
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to  graduate  from  the  Jefferson  Medical 
College  of  Thomas  Jefferson  Universi¬ 
ty  and  the  Pennsylvania  State  Universi¬ 
ty’s  accelerated  program.  At  this  time, 
it  appears  that  the  accelerated  gradu¬ 
ates  are  having  a  favorable  experience 
when  compared  with  the  nonacce¬ 
lerated  graduates.  While  they  lead 
remarkably  similar  lives,  there  is  pre¬ 
liminary  evidence  that  the  accelerated 
graduate  is  more  likely  ( 1 )  to  be  Jewish; 
(2)  to  take  residency  training  in  internal 
medicine;  (3)  to  be  more  interested  in 
academics  and  to  receive  more 
fellowships;  (4)  to  be  more  prone  to 
weight  gain  and  loss  and  illness;  (5)  to 
be  less  frequently  engaged  in  psycho¬ 
therapy  but  to  have  more  career  inter¬ 
ruptions  due  to  emotional  difficulty;  (6) 
to  be  less  likely  to  show  pathologic 
scores  on  the  MM  PI;  and  finally,  (7)  to 
be  more  likely  to  recommend  his 
training  program  to  others. 

While  dissimilarities  could  be  ac¬ 
counted  for  by  random  selection  alone, 
it  is  our  opinion  that  these  are  trends 
which  subsequent  follow-up  studies 
should  follow  closely.  These  authors 
agree  with  both  Herbut  and  co¬ 
workers2  and  Conly3'4  that  the  first  ten 
years  of  the  Jefferson-Penn  State  Ac¬ 
celerated  Program  have  been  suc¬ 
cessful  and  that  the  experiences  of  the 
program  participants  have  been  favor¬ 
able.  □ 
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PENNSYLVANIA  MEDICINE 


Sign  of  a  cold  sufferer 
Time  for  Ornade 


Each  Spansule®  capsule  contains  8  mg.  Teldrin® 
(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride: 

2.5  mg.  isopropamide,  as  the  iodide. 


with  convenient  b.i.d.  dosage. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR.  The  following  is  a  brief  summary. 


Fast  relief  of  nasal  conqestion 
and  hypersecretion* 


Contraindications:  Hypersensitivity  to  any  component;  concurrent  MAO 
inhibitor  therapy:  severe  hypertension:  bronchial  asthma;  coronary  artery 
disease;  stenosing  peptic  ulcer;  pyloroduodertal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring  alertness  (e.g., 
operating  vehicles  or  machinery).  Warn  patients  of  possible  additive  effects 
with  alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards.  Inhibition  of 
lactation  may  occur. 

Effect  on  PBI  Determination  and  P31  Uptake:  Isopropamide  iodide  may 
alter  FBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
unaffected  by  exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with,  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth ; 
nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress, 
diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal 
pain,  irritability,  palpitation,  headache,  incoordination,  tremor,  dysuria, 
difficulty  in  urination,  thrombocytopenia,  leukopenia,  convulsions,  hyper¬ 
tension,  hypotension,  anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 


C|/Cr  Smith  Kline  &  French  Laboratories 

Division  of  SmithKlme  Corporation,  Philadelphia,  Pa.  19101 


Indications 

Based  on  a  review  of  this  drug  by  the  National  Academy  of  Sciences— 
National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and 
hypersecretion  associated  with  vasomotor  rhinitis  and  allergic  rhinitis, 
and  for  prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal 
congestion  and  hypersecretion  associated  with  the  common  cold  and 
sinusitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 
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The  causes  of  irritable  colon  and  the  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di¬ 
verse  as  the  systemic  and  emotional  irritations  ' 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
colon  must  often  be  diagnosed  by  exclusion. 
Such  diagnostic  exploration  takes  time.  Discov¬ 
ery  of  the  nature  of  any  emotional  problems  may 
take  more.  During  that  time,  Lomotil®  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5  ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate .  0.025  mg. 


takes  care  of  the  gut  issue 
in  irritable  colon 


IMPORTANT  INFORMATION:  This  is  a  Sched¬ 
ule  V  substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv¬ 
ity,  reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor¬ 
ing).  Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC¬ 
UOUS  DRUG  AND  DOSAGE  RECOMMENDA¬ 
TIONS  SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA¬ 
TION  SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther¬ 
apy  in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2  years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper¬ 
sensitive  to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be¬ 
cause  of  variable  response,  and  with  extreme  cau¬ 
tion  in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran¬ 
quilizers  and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg¬ 
nancy,  lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy¬ 
late  HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a  history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb¬ 
ness  of  the  extremities,  headache,  dizziness,  depres¬ 
sion,  malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi¬ 
cated  in  children  less  than  2  years  old.  Use  only 
Lomotil  liquid  for  children  2  to  12  years  old.  For 
ages  2  to  5  years,  4  ml.  (2  mg.)  t.i.d.;  5  to  8  years,  4 
ml.  (2  mg.)  q.i.d.;  8  to  12  years,  4  ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5  mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down¬ 
ward  dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy¬ 
potonic  reflexes,  nystagmus,  pinpoint  pupils,  tachy¬ 
cardia  and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a  patent  airway  and,  when  neces¬ 
sary,  assist  respiration  mechanically.  Use  a  narcotic 
antagonist  in  severe  respiratory  depression.  Obser¬ 
vation  should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5  ml.  A  plastic  dropper  calibrated  in  in¬ 
crements  of  Vi  ml.  (total  capacity,  2  ml.)  accom¬ 
panies  each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  &  Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  &  Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus* 
ceptible  skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemieally,  reducing  the  risk 
of  sensitization. 
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INDICATIONS:  Therapeutically,  used  as  an  adjunctto  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
*  organisms,  as  in:  •  infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
•  primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 

•  secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

•  traumatic  lesions,  inflamed  or  suppurating  as  a  result  of  bacterial  infection. 
Prophy tactically ,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a  reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIX  Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B  Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5  mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1  oz.  and  Vz  oz.  and  oz.  (approx.)  foil  packets. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  /  North  Carolina  27709 
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Division  of  Sandoz-Wander,  inc. 
LINCOLN,  NEBRASKA  68501 
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It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 


The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists' 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat¬ 
ing  organizations  for  the  laws,  regula¬ 
tions  and  professional  traditions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den¬ 
tists  and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter¬ 
ests  of  patients.  Productive  coopera¬ 
tion  has  been  achieved  through 
mutual  respect  as  well  as  a  common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den¬ 
tal  and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them¬ 
selves  guaranteed  absolute  protec¬ 
tion  from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter¬ 
professional  communications  regard¬ 
ing  drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im¬ 
proved  through  such  communica¬ 
tion,  taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi¬ 
cians  and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec¬ 
tion  remain  primary  and  do  not  per¬ 
mit  delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under¬ 
standing  and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor¬ 
ized  substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street ,  N.  W. ,  Washington,  D.  C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right""  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE'  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg.  erythromycin  per  5-ml.  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Pennsylvania  civil  commitment  procedures^ 

A  practical  guide 


The  Mental  Health  and  Mental  Re¬ 
tardation  Act  of  1966  (MH/MR  Act)1 
provides  for  four  different  procedures 
for  the  civil  commitment  of  patients  to 
receive  psychiatric  care:  (1)  voluntary 
admission  (§402);  (2)  voluntary  com¬ 
mitment  (§403);  (3)  emergency  com¬ 
mitment  (§405);  and  (4)  civil  court 
commitment  ($406).  A  fifth  procedure 
authorized  by  the  MH/MR  Act,  com¬ 
mitment  on  the  certificate  of  physi¬ 
cians,  has  been  declared  unconstitu¬ 
tional2  and  consequently  may  no 
longer  be  used.  In  addition  to  their  ap¬ 
plicability  to  the  commitment  of  indi¬ 
viduals  to  receive  psychiatric  care, 
these  same  procedures  are  mandated 
for  use  in  the  commitment  of  individu¬ 
als  to  receive  treatment  for  alcoholism 
and  drug  addiction.3 

In  addition  to  the  civil  commitment 
procedures,  the  MH/MR  Act  also  au¬ 
thorizes  several  procedures  for  the 
commitment  of  individuals  involved  in 
the  criminal  process.4  Rarely,  if  ever, 
is  a  person  needing  psychiatric  care 
who  is  in  jail  awaiting  trial  or  sen¬ 
tencing  or  who  is  in  prison  serving  a 
sentence  committed  to  a  private  facili¬ 
ty  or  one  under  contract  to  provide 
services  to  a  county  mental  health  and 
mental  retardation  system.  Rather, 
such  individuals  are  usually  committed 
to  Farview  State  Hospital  or  to  anoth¬ 
er  hospital  in  the  state  hospital  system. 
Consequently,  the  criminal  commit¬ 
ment  procedures  will  not  be  discussed 
in  this  article. 

The  intention  instead  is  to  provide  a 
roadmap  through  the  civil  commit¬ 
ment  procedure  maze  for  hospital  per¬ 
sonnel,  private  practitioners,  and  pos¬ 
sibly  attorneys.  No  implication  of  ap¬ 
proval  is  intended.  In  fact,  it  is  not  un¬ 
likely  that  at  least  one  of  the 
procedures — emergency  com¬ 
mitment — is  unconstitutional.  Further, 
all  of  the  procedures  may  at  times  be 
administered  in  an  illegal  fashion. 

Voluntary  Admission — §402 

This  section  of  the  statute  is  in¬ 
tended  to  provide  a  means  by  which  an 
individual  may  voluntarily  obtain  and 
discontinue  psychiatric  care  in  much 
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the  same  way  that  a  patient  may  re¬ 
ceive  medical  or  surgical  care. 

Standards  for  Use  of  §402 

(1)  Applicant  must  be  eighteen  years 
of  age  or  older.  (§402(a)  (1) ). 

(2)  Applicant  must  be  found  to  be 
“in  need  of  care  or  observation.” 
(§402(b) ). 

(3)  Special  procedures  for  juveniles 
(See  Special  Rules  Applicable  to 

Children  below). 

# 

Examination  and  Commitment 
Procedures 

(1)  Application5  is  completed.*  If 
the  patient  refuses  to  sign,  but  in¬ 
dicates  verbally  that  he  wishes  to  be 
hospitalized,  this  fact  should  be  noted 
in  the  medical  record  and  the  patient 
may  then  be  voluntarily  admitted. 

(2)  Applicant  undergoes  a  psychia¬ 
tric  examination  (§402(b) ). 

(3)  The  hospital  may,  but  is  not 
required  to,  admit  the  patient  if  he  is 
found  to  be  in  need  of  care  or  observa¬ 
tion  (§402(b) ) 


*  The  statute  does  not  state  that  the 
application  for  a  voluntary  admission 
must  be  in  writing,  nor  that  it  may  be 
oral.  However,  § 403  specifically  states 
that  the  application  for  a  voluntary 
commitment  must  be  in  writing.  Thus, 
the  implication  may  be  drawn  from 
the  presence  of  this  requirement  in  one 
section  of  the  statute  (§403)  and  its  ab¬ 
sence  in  another  similar  section  (§402) 
that  there  is  no  requirement  of  a 
written  application  in  the  latter 
procedure. 

Mr.  Meisel  is  a  research  associate  in 
psychiatry  and  director  of  the  law 
and  psychiatry  section  of  the  West¬ 
ern  Psychiatric  Institute  and  Clinic, 
University  of  Pittsburgh  School  of 
Medicine.  The  author  wishes  to  ac¬ 
knowledge  the  assistance  of  Anne 
Maxwell,  director  of  information 
referral  and  emergency  services, 
Allegheny  County  Office  of  Mental 
Health  and  Mental  Retardation. 


Termination  of  Hospitalization 

(1)  Patient  is  free  to  leave  at  any 
time.  (§402(c) ). 

(2)  Leave  of  absence  (See  Termina¬ 
tion  under  §406  below). 

Review  of  the  Hospitalization 

(1)  A  committee  comprised  of 
members  of  the  professional  staff  of 
the  hospital,  appointed  by  the  director, 
is  required  to  review  at  least  once  an¬ 
nually  the  status  of  each  voluntarily 
admitted  patient  (§402(d) ). 

(2)  The  committee  is  required  to 
make  written  recommendations  to  the 
director  as  to  whether  continued  care 
is  necessary.  These  recommendations 
must  be  kept  on  file  in  the  hospital 
(§402(d) ). 

Voluntary  Commitment — §403 

The  voluntary  commitment  re¬ 
sembles  the  voluntary  admission  in 
that  the  patient  consents  to  hospital¬ 
ization.  However,  egress  from  the 
mental  health  system  is  subject  to  re¬ 
striction,  which  is  not  so  in  the  case  of 
voluntary  admissions.  The  voluntarily 
committed  patient  may  be  detained  for 
ten  days  beyond  the  time  he  notifies 
the  hospital  of  his  wish  to  be 
discharged.  However,  during  this  ten- 
day  period,  proceedings  may  be  insti¬ 
tuted  to  retain  the  patient  in  the  hospi¬ 
tal  on  an  involuntary  basis  (§406). 

Standards  for  Use  of  §403 

(1)  Applicant  must  be  eighteen  years 
of  age  or  older  (§403(a)  (1) ). 

(2)  Applicant  must  be  found  to  be 
“in  need  of  care  or  observation.” 
(§403(b) ). 

(3)  Special  procedures  for  juveniles 
(See  Special  Rules  Applicable  to 
Children  below). 

Examination  and  Commitment 
Procedures 

(1)  Application6  must  be  written. 
(§403(b) ). 

(2)  Application  is  to  be  signed  by 
the  applicant  in  the  presence  of  one 
witness  (§403(b) ).  If  the  patient  ref- 
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uses  to  sign,  but  indicates  verbally  that 
he  wishes  to.  be  hospitalized,  this  fact 
should  be  noted  in  the  medical  record 
and  the  patient  may  then  be  voluntari¬ 
ly  committed. 

(3)  Applicant  undergoes  a  psychia¬ 
tric  examination.  (§403(b)  ). 

Duration  and  Extension  of 
Hospitalization 

(1)  Not  to  exceed  thirty  days 
(§403(b)  ). 

(2)  An  unlimited  number  of  exten¬ 
sions  may  be  made,  as  long  as  care  or 
observation  remains  necessary,  for 
periods  of  not  more  than  thirty  days 
each.  Extensions  are  made  by  having 
the  patient  complete  a  new  application 
for  voluntary  commitment  (§403  (b) ). 

Termination  of  Hospitalization 

(1)  Patient  may  be  detained  a  max¬ 
imum  of  ten  days  beyond  the  time  he 
notifies  the  hospital  of  his  intention  or 
desire  to  be  discharged  (§403(c) ). 

(2)  “  [T]  here  is  no  justification  for 
holding  a  patient  beyond  the  ten-day 
limit”7  without  initiating,  prior  to  the 
expiration  of  the  ten-day  period,  either 
a  §405  emergency  commitment  or  a 
§406  court  commitment. 

(3)  A  §405  emergency  commitment 
may  be  initiated  only  if  the  patient  is 
dangerous  to  himself  or  others  (See 
Emergency  Commitment  below). 

(4)  If  the  patient  is  not  dangerous 
but  still  requires  hospitalization,  he 
may  be  committed  pursuant  to  §406 
(See  Civil  Court  Commitment  below). 
However,  because  the  voluntarily 
committed  patient  has  likely  chosen  to 
be  hospitalized  knowing  that  he  will  be 
able  to  terminate  the  hospitalization 
on  ten  days'  notice,  the  filing  of  a  peti¬ 
tion  to  have  the  patient  involuntarily 
committed  tends  to  undermine  the 
voluntariness  of  the  procedure.  Thus 
in  order  to  protect  the  integrity  of  vol¬ 
untary  hospitalization  and  the  safe¬ 
guards  which  it  affords  the  patient  as 
well  as  the  usefulness  which  it  has  to 
the  hospital,  the  courts  sometimes  take 
a  dim  view  of  the  filing  by  a  hospital 
of  a  §406  petition  to  have  involun¬ 
tarily  committed  a  person  who  is  al¬ 
ready  voluntarily  hospitalized.  Thus 
where  the  treatment  personnel  feel  that 
further  hospitalization  is  required,  a 
third  party — a  family  member  when 
available,  or  a  staff  member  of  the  of¬ 
fice  of  the  County  Administrator  of 
MH/MR — should  act  as  the  petitioner. 


While  legal  counsel  to  the  Department 
of  Public  Welfare  has  advised  that  a 
hospital  staff  member  may  petition  for 
court  commitment,8  it  is  a  matter  of 
local  judicial  practice  as  to  whether  or 
not  a  hospital  staff  member  will  be  ac¬ 
ceptable  as  a  petitioner. 

(5)  Leave  of  absence  (See  Termina¬ 
tion  under  §406  below). 

Review  of  Commitments 

(1)  A  committee  comprised  of 
members  of  the  professional  staff  of 
the  hospital,  appointed  by  the  director, 
is  required  to  review  at  least  once  an¬ 
nually  the  status  of  each  voluntarily 
committed  patient  (§403(d) ). 

(2)  The  committee  is  required  to 
make  written  recommendations  to  the 
director  as  to  whether  continued  care 
and  commitment  are  necessary.  These 
recommendations  must  be  kept  on  file 
in  the  hospital  (§403(d)). 

Emergency  Commitment — §405 

An  emergency  commitment,  unlike 
the  voluntary  admission  and  voluntary 
commitment,  is  a  form  of  involuntary 
hospitalization  used  to  commit  indi¬ 
viduals  who  are  believed  to  be  men¬ 
tally  ill  and  dangerous.  Section  405  is 
not  a  preventive  detention  statute.  No 
person  should  be  hospitalized  under 
this  provision  unless  there  is  reason¬ 
able  cause  to  believe  that  his  presence 
in  the  community  constitutes  a  clear 
and  present  danger  to  his  own  or  to 
another  person’s  life.  Because  dan¬ 
gerousness  is  extremely  difficult  to 
predict  accurately,9  this  procedure 
should  be  used  extremely  sparingly 
and  cautiously. 

Standards  for  Use  of  §405 

(1)  Person  must  be  “so  mentally 
disabled  as  to  be  dangerous  to  himself 
or  others  and  in  need  of  immediate 
care.”  (§405(a) ). 

(2)  In  assessing  the  person's  dan¬ 
gerousness,  the  physician  must  find 
that  “The  acts  or  threats  which  give 
cause  to  believe  the  person  [is]  men¬ 
tally  disabled  and  in  need  of  immedi¬ 
ate  care  are  overt,  [and]  demonstrate  a 
clear  and  present  danger  to  self  or 
others.  .  .  .”  (§405  (a)  (2) ). 

(3)  “Mental  disability”  is  defined  in 
the  MH/MR  Act  as  “any  mental 
illness,  mental  impairment,  mental  re¬ 
tardation,  or  mental  deficiency,  which 
so  lessens  the  capacity  of  a  person  to 
use  his  customary  self-control,  judg¬ 


ment  and  discretion  in  the  conduct  of 
his  affairs  and  social  relations  as  to 
make  it  necessary  or  advisable  for  him 
to  be  under  care.  .  .  .  This  term  shall 
not  include  senility,  unless  mental 
illness  or  mental  retardation  is  super¬ 
imposed.”  (§102). 

Examination  and  Commitment 
Procedures 

(1)  The  person  sought  to  be  com¬ 
mitted  must  be  examined  by  a 
physician.  (§405(b) ). 

(2)  If  the  person  refuses  to  go  volun¬ 
tarily  to  be  examined,  he  must  be 
taken  into  custody  in  order  to  be  ex¬ 
amined.  The  office  of  the  County  Ad¬ 
ministrator  of  MH/MR  will  give  per¬ 
mission  to  take  the  person  into  custody 
if  it  is  demonstrated  that  the  person  is 
dangerous  and  in  need  of  immediate 
care.*  Ordinarily,  the  authorization 
will  be  given  for  the  police  or  for  an 
ambulance  to  take  the  person  into  cus¬ 
tody,  though  if  he  is  not  protesting  too 
vigorously,  permission  may  be  given  to 
a  relative,  guardian,  friend,  or  individ¬ 
ual  in  loco  parentis  **  (§405(a)  (1)  ). 

(3)  Psychiatric  examination  is  per¬ 
formed  (§405(a)  (1) ). 

(4)  If  the  examining  physician  deter¬ 
mines  that  the  person  is  in  need  of  im¬ 
mediate  emergency  care  and  is  “dan- 


*  Failure  to  obtain  approval  from  the 
County  Administrator  of  MH/MR 
may  expose  treatment  personnel  to  lia¬ 
bility  for  false  imprisonment  of  the  in¬ 
dividual.  While  §603  of  the  MH/MR 
Act  grants  immunity  from  liability  for 
acts  performed  “in  good  faith  and  not 
falsely,  corruptly,  maliciously,  or 
without  reasonable  cause,”  it  does  not 
absolutely  immunize  treatment  per¬ 
sonnel  from  legal  liability. 


**“A  person  standing  in  loco  parentis 
to  a  child  is  one  who  has  put  himself  in 
the  situation  of  a  lawful  parent  by  as¬ 
suming  the  obligations  incident  to  the 
parental  relation,  without  going 
through  the  formalities  necessary  to  a 
legal  adoption.  .  .  .”  Commonwealth  v. 
Benjamin,  76  D  &  C  47 ,  48  (1950);  see 
also  Commonwealth  ex  rel.  Morgan  v. 
Smith,  429  Pa.  561,  241  A. 2d  531, 
533  (1968).  A  school  teacher  does  not 
stand  in  loco  parentis  to  a  student  for 
the  purpose  of  obtaining  medical  treat¬ 
ment.  Guerrieri  v.  Tyson,  147  Pa. 
Super.  239,  24  A. 2d  468  (1942). 
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gerous,”  he  completes  the  required  cer¬ 
tificate.10 

(5)  If  the  examining  physician  deter¬ 
mines  that  the  person  does  not  meet 
the  criteria  for  commitment  under 
§405,  the  patient  is  to  be  released  from 
custody  at  the  place  where  he  was 
taken  into  custody.  However,  if  he  was 
taken  into  custody  by  a  police  officer 
and  has  committed  a  crime,  the  patient 
should  be  released  to  the  police  officer 
who  is  responsible  for  arranging  for 
criminal  disposition  (§405(d) ). 

(6)  Unless  the  original  application 
to  the  County  Administrator  of 
MH/MR  for  emergency  detention  was 
made  by  a  relative  or  guardian,  notice 
of  the  person’s  commitment  must  be 
given  to  a  relative  or  guardian 
(§405(c) ). 

Duration,  Termination  and  Extension 

(1)  Maximum  hospitalization  of  ten 
days.  (§405(0  )• 

(2)  Patient  may  voluntarily  remain 
beyond  ten  days.  In  this  case,  patient 
should  complete  the  necessary  forms 
for  a  voluntary  admission  or  a  volun¬ 
tary  commitment.  (§405(0  )• 

(3)  In  order  for  the  patient  to  be 
hospitalized  against  his  will  beyond  the 
expiration  of  the  ten-day  period,  two 
conditions  must  be  satisfied:  (a)  the  pa¬ 
tient  must  continue  to  be  dangerous  to 
himself  or  others,  and  (b)  a  petition  for 
court  commitment  pursuant  to  §406 
must  actually  have  been  filed  prior  to 
the  expiration  of  the  ten-day  period. 
Only  when  both  of  these  conditions 
are  satisfied  may  the  patient  legally  be 
held  beyond  the  expiration  of  the  §405 
commitment.11 

Civil  Court  Commitment — §406 

Like  the  emergency  commitment 
procedure  of  §405,  this  section  author¬ 
izes  a  form  of  involuntary  hospital¬ 
ization.  However,  the  critical  distinc¬ 
tion  between  the  civil  court  commit¬ 
ment  (§406)  and  the  emergency  com¬ 
mitment  (§405)  is  that  the  decision  as 
to  whether  involuntary  hospitalization 
will  be  ordered  is  made  by  a  judge, 
rather  than  by  the  joint  efforts  of  a 
physician  and  the  County  Adminis¬ 
trator  of  MH/MR.  Furthermore,  the 
court  commitment  may  be  for  an  in¬ 
definite  period  of  time  while  the  emer¬ 
gency  commitment  is  strictly  limited 
to  ten  days. 


Standards  for  Use  of  §406 

(1)  Person  is  “mentally  disabled” 
and  “in  need  of  care  or  treatment  by 
reason  of  such  mental  disability.” 
(§406(a) ). 

(2)  “Mental  disability”  has  the  same 
meaning  as  that  indicated  in  the  Emer¬ 
gency  Commitment  procedure  of 
§405. 

Examination  and  Commitment 
Procedures 

(1)  Person  sought  to  be  hospitalized 
must  receive  a  psychiatric  examina¬ 
tion.  (§406(b) ).  If  the  person  voluntar¬ 
ily  agrees  to  examination  or  is 
presently  hospitalized  under  §402, 
§403,  or  §405  and  has  already  been  ex¬ 
amined,  the  next  step  in  the  commit¬ 
ment  procedure  is  item  (5)  below. 

(2)  If  the  person  will  not  voluntarily 
undergo  the  psychiatric  examination,  a 
petition  for  examination  must  be  filed 
with  the  Orphans’  Division  of  the 
Court  of  Common  Pleas.  (§406(a) ). 
The  petition  may  be  filed  by  a  relative, 
friend,  individual  in  loco  parentis,  a 
governmental  or  nonprofit  health  or 
welfare  agency,  or  any  “responsible 
person.”*  (§406(a)  (1) ).  The  petitioner 
may  obtain  aid  in  completing  and  fil¬ 
ing  the  petition  from  the  office  of  the 
County  Administrator  of  MH/MR. 
The  petition  should  state  the  facts  on 
which  the  petitioner  bases  his  belief 
that  the  person  sought  to  be  hospital¬ 
ized  is  mentally  disabled  (§406(a) 
(2)). 

(3)  The  court,  at  a  motions  calendar, 
sets  a  date  for  a  preliminary  hearing 
and  issues  a  bench  warrant  directing 
the  sheriff  to  insure  the  respondent’s 
(i.e.,  the  prospective  patient’s)  pres¬ 
ence  at  the  preliminary  hearing 
(§406(a)  (2) ). 

(4)  Preliminary  hearing:  The  court 
hears  the  petitioner’s  testimony  as  to 
why  the  respondent  ought  to  be  or¬ 
dered  to  undergo  a  psychiatric  exami¬ 
nation.  At  the  conclusion  of  the 
hearing,  the  court  either  (a)  releases 
the  respondent,  (b)  orders  an  immedi¬ 
ate  examination  by  two  court-ap- 


■f  A  “responsible  person”  is  one  who  is 
legally  responsible  for  the  care  of  the 
person  in  question.  Commonwealth  v. 
Barnes,  280  Pa.  351,  124  A.  636 
(1924);  Commonwealth  v.  Kuhns,  77 
Pitts.  L.J.  773,  17  West.  4  (1927). 


pointed  physicians,  (§406(a)  (4)  (i) ),  or 
(c)„  commits  the  respondent  for  a 
period  not  to  exceed  ten  days*  for  the 
purpose  of  examination  (§406(a)  (4) 

(ii)  )• 

(5)  Whether  the  person  sought  to  be 
hospitalized  has  voluntarily  or  invol¬ 
untarily  undergone  psychiatric  exami¬ 
nation,  the  court  must  hold  a  hearing 
to  consider  the  results  of  the  examina¬ 
tion  (§406(b) ).  Separate  written  and 
notarized  reports  are  submitted  by  the 
two  examining  physicians  stating  the 
condition  of  the  patient,  their  diag¬ 
nosis,  and  recommendation.  While  ei¬ 
ther  the  petitioner  or  the  respondent 
may  compel  the  presence  of  both 
physicians  at  the  hearing,  it  is  custom¬ 
ary  for  only  one  physician  to  appear 
and  testify.  Whether  or  not  the  re¬ 
spondent  attends  the  hearing  is  usually 
determined  jointly  by  the  respondent’s 
attorney**  and  the  examining  psychia¬ 
trists),  though  the  respondent’s  at¬ 
torney  is  the  final  arbiter  of  this  issue 
should  there  be  a  divided  opinion. 

(6)  If  the  court  determines  that  the 
individual  is  “mentally  disabled  and  in 
need  of  care  or  treatment  by  reason  of 
such  mental  disability,”  it  issues  an 
order  committing  the  respondent  to  in¬ 
patient  care,  partial  hospitalization,  or 
outpatient  care  (§406(b) ).  Otherwise, 

*  Though  the  statute  clearly  states  that 
the  period  of  hospitalization  for  exam¬ 
ination  is  not  to  exceed  ten  days 
(§406(a)  (4)  (ii)  ),  patients  are  often  de¬ 
tained  for  a  longer  period  because  of 
the  court’s  inability  to  schedule  a 
hearing  within  ten  days  or  because  of 
the  inability  of  the  sheriff  to  arrange 
for  transportation  of  the  patient  to  the 
hearing  within  that  period.  Since  the 
statute  states  that  the  purpose  of  the 
ten-day  hospitalization  is  for  “exami¬ 
nation,”  the  question  sometimes  arises 
as  to  whether  the  patient  may  be 
“ treated ”  during  this  period.  At 
present,  there  is  no  judicial  or  legisla¬ 
tive  resolution  to  this  problem. 

**Free  legal  counsel  must  be  provided 
to  indigent  respondents.  In  some 
counties,  the  public  defender  serves  as 
counsel  for  the  respondent.  See 
Purdon’s  Pennsylvania  Statutes  Anno¬ 
tated,  title  16,  §9960.6(c).  In  others, 
private  counsel  may  be  obtained  to 
represent  the  respondent  by  the  office 
of  the  County  Administrator  of 
MH/MR. 
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the  respondent  is  released  from  further 
hospitalization. 

Termination 

(1)  If  at  any  time  the  patient  is 
deemed  not  to  be  in  need  of  care  and 
treatment,  he  must  be  discharged  or 
granted  a  leave  of  absence  (§418). 

(2)  Leave  of  Absence:  The  hospital 
may  allow  a  patient  to  be  placed  on  a 
leave  of  absence  for  a  period  not  ex¬ 
ceeding  one  year  (§4 19(a)).  Before 
granting  an  extended  leave  of  absence, 
the  attending  psychiatrist  should 
submit  to  the  court  who  committed  the 
patient  a  letter  in  the  form  of  a 
progress  report  stating  the  intention  to 
grant  a  leave  of  absence  and  describing 
the  follow-up  procedures,  if  any,  to  be 
employed.  This  procedure  will  afford 
the  interested  parties  an  opportunity  to 
protest  the  leave  of  absence,  in  which 
case  a  hearing  will  be  held  to  resolve 
the  dispute. 

(3)  A  leave  of  absence  may  be  ter¬ 
minated  by  the  hospital.  If  necessary, 
it  may  authorize  the  apprehension  and 
return  of  the  patient  by  a  law  enforce¬ 
ment  officer  (§4 19(b) ). 

(4)  Extensions  of  a  leave  of  absence 
for  a  period  not  to  exceed  one  year 
may  be  granted  (§4 19(a)).  However, 
whenever  a  leave  of  absence  is  granted 
and  extended  to  a  period  of  three  years 
and  not  terminated  by  the  hospital,  it 
automatically  expires  at  the  end  of 
three  years,  and  the  patient  is 
discharged  (§4 19(c)). 

Special  Rules  Applicable 
to  Children 

(1)  An  applicant  for  hospitalization 
who  is  under  age  eighteen  years  may 
not  admit  himself.  (§§402(a)  (1), 
403(a)(1)). 

(2)  An  application  for  admission  on 
behalf  of  a  person  under  age  eighteen 
may  be  made  by  a  parent,  guardian,  or 
an  individual  in  loco  parentis. 
(§§402(a)  (2),  403(a)  (2) ). 

(3)  Children  who  are  wards  of  the 
court  should  be  committed  pursuant  to 
§406  rather  than  §402  or  §403. 

(4)  A  child  who  is  “life  threatening” 
should  be  committed  pursuant  to  §405 
rather  than  §402  or  §403. 

(5)  Child  seeks  admission;  parental 
consent  is  absent:  The  following  is  a 
list  of  persons,  although  under  age 
eighteen,  who  may  give  a  legal  consent 


to  obtain  medical  treatment,  and  thus 
presumably  may  be  hospitalized  in  the 
absence  of  parental  consent,  or  even 
over  parental  objection:  (a)  minors 
who  have  graduated  from  high  school; 
(b)  minors  who  are  or  have  been 
married;  (c)  minors  who  are  or  have 
been  pregnant.12 

Furthermore,  consent  of  neither  the 
child  nor  a  legally  responsible  person 
is  required  if  “an  attempt  to  secure 
consent  would  result  in  delay  of  treat¬ 
ment  which  would  increase  the  risk  to 
the  minor’s  life  or  health.”13  Finally, 
an  “emancipated  child”*  may  also  give 
valid  legal  consent  to  medical  treat¬ 
ment.14-15/16  Should  the  child  not  fit 
into  any  of  the  categories  of  children 
who  may  give  valid  legal  consent,  a  pe¬ 
tition  for  commitment  under  §406 
should  be  filed  in  juvenile  court. 

(6)  Parent  seeks  admission;  child  ob¬ 
jects:  If  the  child  is  under  age  thirteen, 
he  may  be  hospitalized  irrespective  of 
his  own  objections.  If  the  child  is  be¬ 
tween  ages  thirteen  and  eighteen,  the 
following  procedure  must  be  fol¬ 
lowed:17-18  (a)  Within  twenty-four 

hours  of  the  child’s  admission,  he  must 
receive  notification  of  his  legal  rights 
in  a  form  issued  by  the  Department  of 
Public  Welfare. 17(p-1841)The  statement 
should  be  read  and  signed  by  the  pa¬ 
tient,  and  its  contents  must  also  be 
explained  orally  to  him.  (b)  If  the  child 
objects,  either  orally  or  in  writing,  to 
being  hospitalized,  he  may  be  detained 
for  a  maximum  of  two  business  days  if 
the  hospital  feels  that  continued  hospi¬ 
talization  is  indicated.  The  child’s 
mere  refusal  to  sign  the  statement  of 
his  rights  should  not  necessarily  be  in¬ 
terpreted  as  an  objection  to  hospital¬ 
ization  but  should  be  noted  in  the 
medical  record,  (c)  If  the  child  objects 
to  being  hospitalized,  the  hospital  must 
notify  immediately  all  parties  in  inter¬ 
est  (parents,  guardian,  child  welfare 
worker,  etc.)  as  well  as  the  office  of  the 
County  Administrator  of  MH/MR.  (d) 
Unless  one  of  these  parties  then  files  a 
petition  to  have  the  child  judicially 
committed,  the  child  must  be  released 
within  two  days.  The  party  seeking  to 
have  the  child  committed  should  con¬ 
tact  the  office  of  the  County  Adminis- 


*  The  determination  of  whether  or  not 
a  child  is  emancipated  is  often  quite 
complicated  and  is  beyond  the  scope 
of  this  article. 


trator  of  MH/MR  for  aid  in  the 
completion  of  the  necessary  forms  and 
to  arrange  for  a  “shelter  hearing”  in  ju¬ 
venile  court,  (e)  Shelter  Hearing  is  the 
formal  designation  given  to  the 
procedure  in  which  the  petitioner  and 
the  juvenile  court  intake  worker 
present  the  commitment  petition  to  the 
judge,  who  issues  an  order  setting  a 
time  for  a  commitment  hearing  and 
permitting  the  hospital  to  continue  to 
hold  the  child  for  longer  than  two  days 
when  necessary,  (f)  Commitment 
Hearing:  The  purpose  of  the  hearing  is 
to  determine  whether,  on  the  basis  of 
the  medical  examination,  the  child 
ought  to  be  released  or  remain  hospi¬ 
talized.  The  standards  for  this  hearing 
are  the  same  as  for  a  judicial  commit¬ 
ment  pursuant  to  §406  (See  Civil 
Court  Commitment  above).  □ 
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Student  studies  controversial  issue 


Impact  of  multiphasic  health  testing 
on  the  future 

of  traditional  medical  practice  , 

JOHN  D.  KRISTOFIC 
Philadelphia 


It  is  1930  and  Sam  Brown,  a  typical 
patient,  consults  his  physician  because 
he  has  lost  some  weight  and  is  now 
having  difficulty  with  his  bowel  move¬ 
ments.  Sam  has  not  visited  his 
physician  for  many  years  and  indeed 
would  not  be  making  this  visit  if  he  had 
not  been  coerced  by  his  wife.  Sam  and 
his  neighbors  don’t  go  to  the  doctor 
unless  they  are  sick.  There  are  a  few  ex¬ 
ecutives  who  do  go  to  the  doctor  for  a 
regular  examination,  but  generally  reg¬ 
ular  examinations  are  the  privilege  of 
the  few  who  can  afford  the  time  and  the 
money  to  go  to  the  doctor  when  they 
don't  have  any  symptoms.  The  few  who 
do  get  regular  examinations  do  not 
have  laboratory  studies  done  unless  a 
specific  abnormality  is  found  on  history 
or  physical.  Sam's  doctor  feels  that  peri¬ 
odic  physicals  are  good;  but  if  he  were 
to  examine  each  patient  in  his  busy 
practice  every  year,  he  would  have  no 
time  to  treat  his  patients  who  are  ill.  On 
this  visit  Sam’s  physician  pays  careful 
attention  to  the  gastrointestinal  exami¬ 
nation  because  this  is  the  area  of  the 
presenting  complaint.  He  misses  the 
fact  that  Sam  has  developed  diabetes 
because  Sam  does  not  mention  these 
symptoms,  and  no  blood  test  is  done. 
Physical  examination  of  Sam’s  rectum 
reveals  a  large  constricting  mass,  and 
Sam  goes  on  to  die  two  years  later  of 
cancer  of  the  rectum. 

It  is  1980  (or  1973  in  many  large 
cities1-3)  and  Sam’s  son,  Sam  Jr.,  is 
about  to  visit  his  physician  for  his  reg¬ 
ular  health  examination.  Sam  Jr. 
knows  the  value  of  preventive  medi¬ 
cine  because  he  has  seen  advertising 
and  editorials  which  explain  its  value. 
Before  seeing  the  physician,  Sam  sits 
at  a  computer  console  and  presses 
buttons  to  answer  questions  of  his 


medical  history  as  they  are  presented 
on  a  screen.  If  Sam  gives  a  positive  an¬ 
swer  to  a  certain  question,  a  different 
branch  of  questioning  is  taken  to  more 
fully  elucidate  his  sympton  comlex. 
Following  the  medical  history,  Sam  Jr. 
is  given  an  extensive  battery  of  tests 
which  include  a  hemogram,  chest  x- 
ray,  12-test  biochemistry  profile, 
audiometry,  electrocardiography, 
spirometry,  and  facial  thermography. 
Well-trained  paramedical  physicians’ 
assistants  take  his  blood  pressure  and 
examine  him  physically.  Finally,  Sam 
Jr.  presents  himself  to  his  physician 
who  has  Sam's  computer  tabulated  his¬ 
tory,  physical,  and  test  results.  The 
physician  repeats  or  further  explores 
any  aspects  of  the  report  which  he 
thinks  deserve  further  attention.  He 
orders  any  further  profiles  of  tests 
which  are  indicated.  Sam’s  physician 
has  more  time  to  spend  talking  with 
him  and  evaluating  him  because  he  has 
been  freed  from  the  routine  work  by 
paramedical  personnel.  Periodic  health 
testing  is  available  to  everyone  because 
insurance  companies  and  a  govern¬ 
ment  subsidy  pay  for  all  but  a  fraction 
of  the  cost.  In  Sam  Jr.’s  case,  the  cost 
is  included  in  the  annual  fee  which  he 
pays  to  his  health  maintenance  organi¬ 
zation  (HMO).  4-5  The  HMO  encour¬ 
ages  periodic  health  examinations 
because  it  views  the  maintenance  of 
health  as  its  primary  obligation.  Sam 
Jr.  has  come  to  view  good  health  as  the 
right  of  everyone  and  not  the  privilege 
of  a  few. 


The  author  is  a  senior  student  at 
Temple  University  School  of  Medi¬ 
cine. 


Thus,  in  one  generation,  the  very 
concept  of  health  care  has  undergone  a 
radical  change.  The  chief  factors 
responsible  for  this  metamorphosis  are 
technological  advances  and  the  advent 
of  multiphasic  health  testing. 

Multiphasic  health  testing  should  be 
distinguished  from  multiphasic  health 
screening.  Screening  basically  is 
testing  done  upon  an  unselected  popu¬ 
lation;  whereas  health  testing  is  done 
upon  a  preselected  target  population.6 
Sometimes  this  is  a  rather  fine  distinc¬ 
tion  because  the  health  testing  profile 
is  modified  on  the  basis  of  age,  sex, 
medical  history,  and  previous 
screening  results  as  well  as  other 
parameters.  Multiphasic  health 
screening  is  not  a  completely  modern 
concept.  During  the  American  Civil 
War,  medical  screening  of  recruits  by 
means  of  medical  examinations  was 
done  on  a  large  scale.  The  description 
of  “Soldier’s  Heart”  or  circulatory 
asthenia  grew  out  of  this  large  scale 
screening.  During  World  War  II  a  sim¬ 
ilar  screening  process  uncovered 
mental  disturbances  in  a  large  number 
of  men. 

Modern  Automated  Multiphasic 
Health  Testing  (AMHT)  really  began 
in  the  1960s.  During  this  decade,  ex¬ 
perimental  research  teams  of  scientists 
in  such  disciplines  as  electronics,  com¬ 
puter  technology,  biochemistry,  and 
clinical  pathology  with  assistance  from 
internal  medicine  and  aerospace 
research,  first  put  together  automatic 
clinical  laboratory  devices.7-8  Soon 
thereafter  they  rapidly  added  data 
processing  systems  capable  of  storage 
and  retrieval  of  all  types  of  informa¬ 
tion  that  had  customarily  been  hand- 
operated  and  recorded.  It  was  possible 
to  automate  and  automatically  record 
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‘The  impact  of  AMHT  upon  this  traditional  medical 
practice  is  to  remove  the  responsibility  of  deter¬ 
mining  who  should  be  treated  by  a  physician  from 
the  lay  public  and  placing  it  in  the  hands  of 
physician-directed  paramedical  personnel  and  au¬ 
tomated  screening  devices.  The  physician  will  re¬ 
tain  his  role  of  healer  of  the  unwell.  But  he  will  as¬ 
sume,  through  the  use  of  AMHT,  a  new  role  of 
preventor  or  early  detector  of  illness.’ 


history  taking  and  a  multitude  of 
clinical  tests.9  Beginning  in  the  1970s 
centers  have  opened  which  seek  to 
demonstrate  the  cost  effectiveness  of 
such  large  scale  automation  of  medical 
care.  The  large  initial  start-up  costs  of 
the  automated  centers  have  confined 
sponsorship  to  government  agencies, 
foundations,  and  corporations — both 
profit  and  non-profit.10-11  However,  it 
has  been  shown  that  as  the  number  of 
people  tested  rises,  the  cost  per  patient 
falls.12  This  shows  that  health  testing  is 
now  feasible  for  large  segments  of  the 
population.  The  health  testing  exami¬ 
nation  described  for  Sam  Jr.  in  the 
beginning  of  this  article  would  cost 
$55.00  at  the  Medicheck  center  in 
Sydney,  Australia.  Because  of  govern¬ 
ment  subsidies,  the  cost  to  the  patient 
is  $8. 10. 13 


The  advances  of  automated  mul- 
tiphasic  health  testing  as  with  most  of 
the  technologic  advances  of  our  soci¬ 
ety,  have  not  been  without  criticism. 
Most  of  this  centers  around  the  ab¬ 
sence  of  long-term  proof  that  early  de¬ 
tection  of  illness  can  materially  influ¬ 
ence  the  natural  course  of  the  disease. 
Also  a  claim  is  made  of  low  yields  and 
high  cost  per  detected  illness.  Many  ill¬ 
nesses  can  be  benefited  by  early  detec¬ 
tion,  however.14  Cost  per  detected 
illness  is  only  a  partial  indication  of 
the  true  value  of  AMHT.  Cullen  in 
1970  analyzed  44,663  examinations 
carried  out  over  a  twelve  month 
period.15  The  single  most  costly 
procedure  was  detection  of  breast 
cancer  ($408  per  positive  mam¬ 
mography  finding)  and  the  least  expen¬ 
sive  was  hearing  impairment  ($1.55 


per  positive  test  result).  Yet,  unstated 
here  is  the  value  of  the  negative  test 
results  in  reassuring  the  worried  well. 
Also  unmentioned  is  the  reduced  cost 
of  treating  early  detected  illness  as  op¬ 
posed  to  late  detected  disease  with  its 
attendant  prolonged  hospitalizations. 
Notwithstanding  criticism,  automated 
multiphasic  health  testing  is  achieving 
greater  acceptance  and  will  be  more 
widely  used  in  the  future.15'17 

The  Physician  as  Healer 

Throughout  history,  it  has  been  the 
physician's  role  to  heal  the  sick.  People 
did  not  visit  the  healer  until  they  were 
obviously  unwell,  or  at  least  thought 
they  were  unwell.  This  was  a  major 
problem  because  the  lay  public  was 
placed  in  the  role  of  deciding  when 
medical  care  was  needed.  A  not  unex¬ 
pected  result  was  (and  still  is)  that  many 
of  the  patients  appearing  in  a  doctor's 
office  do  not  have  anything  wrong  with 
them  other  than  an  apprehension  or  an 
ungrounded  fear  that  something  might 
be  wrong  with  them.  A  more  tragic 
result  of  this  traditional  medical  prac¬ 
tice  of  letting  the  lay  public  decide 
when  a  physician  should  be  consulted  is 
that  many  people  who  would  be  treated 
by  a  physician  do  not  appear  early 
enough  in  the  course  of  their  disease. 
The  impact  of  AMHT  upon  this  tradi¬ 
tional  medical  practice  is  to  remove  the 
responsibility  of  determining  who 
should  be  treated  by  a  physician  from 
the  lay  public  and  placing  it  in  the 
hands  of  physician-directed  parame¬ 
dical  personnel  and  automated 
screening  devices.  The  physician  will 
retain  his  role  of  healer  of  the  unwell. 
But  he  will  assume,  through  the  use  of 
AMHT,  a  new  role  of  preventor  or 
early  detector  of  illness. 

Fee  for  Service 

This  is  a  long-standing  tradition  of 
medicine.  Simply  stated,  this  is  the  doc¬ 
trine  that  doctors  have  a  right  to  be  paid 
for  performing  a  service  which  tradi¬ 
tionally  has  been  the  healing,  or  least 
the  attempted  healing,  of  a  person  who 
has  become  ill.  The  impact  of  AMHT 
upon  this  dictum  is  that  now  physicians 
have  the  capability  of  extending  their 
service  to  include  the  early  detection 
and  prevention  of  illness.  Because  the 
prevention  of  illness  is  a  life-long  task 
versus  the  much  shorter  term  of  treat¬ 
ment  of  illness,  and  because  of  the  large 
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investment  and  volume  required  to 
maintain  AMHT,  physicians  will  be 
obligated  to  consolidate  their  serv¬ 
ices.18  This  may  be  in  large  group 
practices,  health  maintenance  organi¬ 
zations,  or  government  clinics.19  If  the 
physician  is  to  be  paid  for  the  mainte¬ 
nance  of  a  patient's  health  rather  than 
the  treatment  of  illness,  payment  must 
necessarily  be  on  an  installment  basis 
at  periodic  intervals.  This  type  of  de¬ 
parture  from  the  traditional  mode  of 
payment  of  medical  treatment  is  amen¬ 
able  to  payment  by  a  third  party 
whether  it  be  an  insurance  carrier  or  a 
government  agency. 

Role  of  the  Patient 

Traditionally,  the  patient  has  as¬ 
sumed  the  role  of  a  purchaser  of  health 
care,  which  he  purchased  when  he 
decided  that  he  was  in  need  of  health 
care.  The  maintenance  of  his  individu¬ 
al  health  has  been  his  personal  respon¬ 
sibility.  He  had  no  duty  to  obtain 
health  care  and  no  right  to  receive  it. 
He  only  contracted  for  a  service  when 
the  service  was  needed.  Now,  with 
AMHT  and  the  ability  to  prevent 
disease  or  at  least  monitor  for  early  de¬ 
tection,  the  relationship  is  changed. 
Widespread  maintenance  of  health  is 
available  and  indeed  necessary  if  the 


volume  needed  to  make  AMHT 
feasible  is  to  be  achieved.  High  initial 
costs  and  widespread  availability  will 
lead  to  government  or  foundation  sup¬ 
port  and,  to  some  degree,  control. 
Payment  by  government  and  large 
third  parties  implies  the  obligation  to 
provide  equal  health  care  to  all.  At  this 
point  health  maintenance  becomes  the 
right  of  the  patient  and  not  a  privilege 
to  be  purchased. 

The  Physician  in  Patient  Care 

Traditionally,  the  physician  as 
healer  has  provided  almost  all  services 
necessary  to  heal  a  patient.  He  has 
been  loath  to  delegate  any  of  this  re¬ 
sponsibility.  The  nurse,  pharmacist, 
and  laboratory  technician  have  been 
allowed  to  help  him  in  his  role,  but 
only  under  the  strictest  supervision 
and  in  very  clear,  limited  areas.  The 
history,  physical  examination,  or¬ 
dering  of  tests,  and  assimilation  of  data 
have  been  the  exclusive  domain  of  the 
physician.  AMHT  infuses  computer, 
computer  specialists,  and  physicians' 
assistants  into  this  domain.  Compu¬ 
terization  and  AMHT,  along  with 
highly  trained  paramedical  personnel, 
can  take  over  a  part  of  this  duty  from 
the  doctor.  Since  health  care  is  the  re¬ 
sponsibility  of  the  physician,  super- 
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vision  of  care  will  remain  exclusively 
in  his  hands.20  However,  AMHT  will 
allow  him  to  extend  his  hands  and  his 
training  to  people  who  would  other¬ 
wise  not  have  the  benefit  of  these. 
Worldwide,  except  for  the  urban  areas 
of  the  industrialized  counties,  there  is 
a  shortage  of  physicians.  With  the  con¬ 
cept  of  health  maintenance  as  a  right, 
there  will  be  a  massive  influx  of  pa¬ 
tients  upon  the  already  overworked 
physicians  of  the  world.  AMHT  will 
allow  the  physician  not  only  to  cope 
with  the  increased  load  of  patients  but 
to  devote  more  time  to  each  patient 
because  AMHT  will  free  him  from 
much  of  the  routine  work  which  con¬ 
sumes  the  majority  of  his  time.  In  a 
sense,  physicians  may  return  to  an  ear¬ 
lier  concept  of  the  role  of  a 
physician — that  of  a  healer  who  is  a 
man  relating  to  his  fellow  man. 

Conclusion 

AMHT  is  a  two  edged  sword.  While 
it  may  depersonalize  medical  care, 
divert  valuable  resources,  and  destroy 
the  free  enterprise  individuality  of 
medicine,  if  used  properly  it  can  re¬ 
store  the  personal  contact  so  important 
to  medicine  and  also  be  the  harbinger 
of  health  through  preventive  medicine 
for  the  people  of  the  world.  □ 
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TRAUMA! 


\Ne  can  eliminate  tetanus  in  the  United  States 


WESLEY  EURSTE,  M.D. 
Columbus,  Ohio 


Tetanus  continues  to  occur  as  a  complication  of  lacera¬ 
tions,  compound  fractures,  burns,  abrasions,  hypodermic  in¬ 
jections,  operations  on  the  gastrointestinal  tract,  and  birth 
(infection  of  the  umbilical  stump  in  the  newborn).  In  addi¬ 
tion  it  occurs  in  individuals  in  whom  no  responsible  wound 
can  be  demonstrated. 

Recently  the  writer  has  been  consulted  in  regard  to  tetanus 
in  a  20-month-old  male,  in  a  43-year-old  female,  and  in  a  27- 
year-old  female.  These  cases  of  tetanus  were  the  result  of  lac¬ 
erations  of  the  back  and  arm,  of  a  dog-bite  of  the  leg,  and  of  a 
bush  splinter  in  the  foot  respectively. 

Tetanus  also  may  be  associated  with  professional  liability 
problems.  For  example,  several  years  ago  there  was  a 
$2,074,250  suit  which  was  filed  in  view  of  a  case  of  tetanus. 
The  plaintiff,  a  31 -year-old  female,  developed  tetanus  as  the 
result  of  a  leg  laceration. 

In  spite  of  such  problems,  however,  observation  of  the  fol¬ 
lowing  by  physicians  and  nonphysician  citizens  could  result 
in  the  complete  elimination  of  tetanus  in  the  United  States: 

( 1)  Administration  of  tetanus  toxoid  when  indicated. 

(2)  Immediate,  meticulous,  surgical  care  of  all  wounds  of 
violence. 

(3)  Proper  employment  of  tetanus  immune  globulin 
(human). 

(4)  Proper  use  of  emergency  medical  identification 
devices. 

Tetanus  toxoid  should  be  administered  when  there  is  an  in¬ 
dication  for  its  injection.  In  the  United  States  at  the  present 
time,  emphasis  is  being  placed  upon  not  how  frequently  a  tet¬ 
anus  toxoid  booster  should  be  given  but  on  how  infrequently 
a  tetanus  toxoid  booster  should  be  given.  Tetanus  toxoid  has 
become  one  of  the  most  effective  antigens  which  have  been 
developed.  Too  frequent  and  unnecessary  doses  of  tetanus 
toxoid  could  result  in  unnecessary  reactions  to  tetanus  toxoid 
so  that  individuals  would  not  ask  their  physicians  for  in¬ 
dicated  doses. 

For  the  prophylaxis  of  tetanus,  the  importance  of  adequate 
initial  surgical  care  of  wounds  has  been  and  is  still 
emphasized.  Thorough  and  gentle  cleansing  and  debridement 
of  wounds  —  at  times  leaving  them  open —  remain  two  of 
the  most  important  features.  Necrotic  tissue  and  foreign 
bodies  can  be  massively  contaminated  with  Clostridium  te- 
tani  and  can  serve  as  a  nidus  in  which  the  lethal  toxin  can  be 
produced.  Therefore,  removal  of  such  tissue  and  foreign 
bodies  is  important.  I f  the  wound  is  extensive  or  old,  conver¬ 
sion  of  an  anaerobic  environment  to  an  aerobic  environment 
by  leaving  the  wound  wide  open  and  with  drainage  is  in¬ 
dicated. 

Tetanus  immune  globulin  (human),  known  also  as 
TIG  (H)  or  human  tetanus  antitoxin,  has  been  referred  to  by 

Dr.  Furste  is  clinical  associate  professor  of  surgery  at  the 
Ohio  State  University  School  of  Medicine.  The  Pennsyl¬ 
vania  Division  of  the  American  Trauma  Society  and  the 
State  Society’s  Commission  on  Emergency  Medical  Serv¬ 
ices  assist  in  the  dissemination  of  information  on  trauma. 


at  least  twenty-five  other  scientific  or  trade  names  in  the  liter¬ 
ature  and  in  advertisements.  Since  significant  reactions  to 
TIG  (H)  do  not  occur  for  all  practical  purposes,  there  has 
been  a  tendency  to  administer  this  antitoxin  when  it  is  not  in¬ 
dicated  and  to  forget  that  it  must  be  obtained  from  human 
volunteers. 

Simultaneous  active-passive  immunization  with  toxoid 
and  TIG  (FI)  is  possible  and  most  effective;  and  such  im¬ 
munization  should  be  practiced  when  necessary.  Unusual  in¬ 
dications  for  simultaneous  administration  of  toxoid  and 
TIG  (H)  to  the  wounded  are:  (1)  Agammaglobulinemia;  (2) 
Recent  exposure  to  radioactive  substances;  (3)  Recent  ex¬ 
posure  to  immunosuppressive  agents  (Chloramphenicol  is  to 
be  included  in  this  group,  for  commonly  employed  therapeu¬ 
tic  amounts  of  chloramphenicol  to  treat  infections  in  man 
suppress  the  anamnestic  response  to  tetanus  toxoid);  and  (4) 
Carcinoma  of  the  breast. 

It  would  indeed  be  a  tragedy  for  a  renal  or  cardiac 
transplant  patient,  who  has  had  his  immune  mechanisms  al¬ 
tered  to  prevent  transplant  rejection  and  who  suffered  a 
minor  wound,  to  develop  tetanus  and  to  die  since  an  adminis¬ 
tered  toxoid  booster  did  not  produce  the  usual  active  anti¬ 
toxin  response  and  since  the  patient  was  not  given  TIG  (H)  in 
addition  to  toxoid! 

All  too  frequently,  the  victim  of  trauma  does  not  have  on 
his  person  a  properly  documented  emergency  medical  iden¬ 
tification  device  with  the  dates  of  tetanus  toxoid  injections. 
An  incorrect  belief  that  an  injured  person  hasTiad  adequate 
prior  tetanus  toxoid  immunization  might  result  in  giving 
only  tetanus  toxoid  when  the  administration  of  both  it  and 
TIG  (H)  were  indicated  and  might  result  in  the  patient  devel¬ 
oping  tetanus. 

During  the  past  few  years,  the  Weekly  Reports  from  the 
United  States  Public  Health  Service  Center  for  Disease  Con¬ 
trol  in  Atlanta,  Georgia,  emphasize  that,  with  proper 
prophylaxis,  tetanus  is  being  diagnosed  less  frequently  in  the 
United  States.  According  to  the  December  1,  1973  Weekly 
Report ,  for  the  first  forty-eight  weeks  of  the  years  during  the 
period  1968-1972,  a  median  of  126  cases  of  tetanus  for  the 
entire  United  States  was  reported.  For  the  first  forty-eight 
weeks  of  1972,  1  10  cases  were  reported;  and  only  eighty- 
three  cases  were  reported  for  the  first  forty-eight  weeks  of 
1973. 

More  than  a  decade  ago.  President  Kennedy  predicted  that 
man  would  be  on  the  moon  within  ten  years;  his  prediction 
was  confirmed.  Hopefully,  with  the  means  available  in  the 
United  States  and  in  view  of  the  figures  quoted  above,  by 
1 980  at  the  latest,  tetanus  will  no  longer  occur  in  the  United 
States  and  will  have  become  a  disease  of  only  historical  sig¬ 
nificance. 

REFERENCES 

1.  Committee  on  Trauma,  American  College  of  Surgeons  (Artz,  C.,  Chmn.).  A 
guide  to  prophylaxis  against  tetanus  in  wound  management.  Bull.  Am.  Coll. 
Surgeons  57:32,  1972. 

2.  Furste,  W.  The  elimination  of  tetanus:  a  responsibility  not  only  of 
physicians  but  also  of  nonphysician  citizens  in  all  areas  of  the  world.  J. 
Trauma  13:  839,  1973. 

3.  Furste,  W.;  Wheeler,  W.  Tetanus:  a  team  disease.  Curr.  Prob.  in  Surg. 
Oct.  1972. 


54 


PENNSYLVANIA  MEDICINE 


WATCH 
For  It! 

. . .  not  the  comet 
but  the  co-op 


Later  this  month  your  mail  will  bring  an  invitation  to  join  the  Physicians’ 
Cooperative  for  Mass  Purchasing  —  an  opportunity  you  won’t  want  to 
miss.  Watch  for  the  letter  from  your  State  Society  . . .  details  will  be  included. 


COLD  FEET 
LEG  CRAMPS 
TINNITUS 

DISCOMFORT  ON  STANDING 


LIRO-NICIN 


gives  you  a  choice  for 

EDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/lOO  me. 

Each  blue  tablet  contains: 

Nicotinic  Acid  . 100  mg. 

Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  5  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid . 250  mg. 

Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .......  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 


GRADUAL  RELEASE 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 


Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LI  P0- N I  Cl  N  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 
l  bwoM?I  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057  PB1 
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continuing  education 


This  course  listing  is  prepared  by  the  Pennsylvania  Medical  Continuing  Education  Institute 


CCfDE  KEY 

(*  indicates  institution  has  Category  One  accreditation) 

AAFP — Amer.  Acad,  of  Family  Phys.  (Contact  Pa.  Acad,  of  Family  Phys.,  5600 
Derry  St.,  Harrisburg  17111)* 

ACC — Amer.  Coll,  of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Md.* 

ACGP — Amer.  Coll,  of  Gen.  Practitioners  in  Osteo.  Med.  &  Surg.,  Suite  1940, 
111  W.  Washington  St.,  Chicago,  III.  60602. 

ACP — Amer.  Coll,  of  Phys.,  4200  Pine  St.,  Philadelphia  19104* 

AHA — Amer.  Heart  Assn.,  Pa.  Affiliate,  P.O.  Box  2435,  Harrisburg  17105* 

AMA — Amer.  Med.  Assn.,  535  N.  Dearborn  St.,  Chicago,  III.  60610* 

Chestnut  Hill — Chestnut  Hill  Hosp.,  8835  Germantown  Ave.,  Philadelphia 
19118 * 

Clin.  Path. — Pa.  Assn,  of  Clin,  Path.,  1735  IV.  Main  St.,  Norristown  19401 * 
Coatesville  VA — Coatesville  Vet.  Admin.  Hosp.,  Coatesville  19320* 

Conemaugh — Conemaugh  Valley  Memorial  Hosp.,  1086  Franklin  St.,  Johns¬ 
town  15905* 

Delaware  Co. — Delaware  Co.  Mem.  Hosp.,  Lansdowne  Ave.,  Drexel  Hill 
19026 * 

Dermatology — Pa.  Acad,  of  Dermatology,  8220  Castor  Ave.,  Philadelphia  19152 
(c/o  Charles  H.  Greenbaum,  M.D.)* 

Einstein/North — Albert  Einstein  Med.  Cntr. /Northern  Div.,  York  &  Tabor  Rds., 
Phila.  19141* 

Elwyn — Elwyn  Institute,  111  Elwyn  Rd.,  Elwyn  19063* 

Geisinger — Geisinger  Med.  Cntr.,  Danville  17821* 

Hahnemann — Hahnemann  Med.  Coll.,  230  N.  Broad  St.,  Philadelphia  19102* 
Harrisburg — Harrisburg  Hosp.,  Harrisburg  17101* 

M.  S.  Hershey — Pa.  State  Univ.  Coll,  of  Med.,  M.S.  Hershey  Med.  Cntr.,  Univ. 
Dr.,  Hershey  17033 

Institute —  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139* 
Jefferson — Jefferson  Med.  Coll.,  1025  Walnut  St.,  Philadelphia  19107* 
Lebanon  VA — Lebanon  Vet.  Admin.  Hosp.,  Lebanon  17042 * 

Lehigh  AHEC — Lehigh  Valley  Area  Health  Ed.  Cntr.,  17th  &  Chew  Sts.,  Allen¬ 
town  18102* 

MCP — Med.  Coll,  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129* 

Mercy/Pgh. — Mercy  Hosp.,  Pride  &  Locust  Sts.,  Pittsburgh  15219 * 

Norristown  State— Norristown  State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Nor¬ 
ristown  19141* 

Packer — Robert  Packer  Hosp.,  Sayre  18840* 

PAFP — Pa.  Acad,  of  Family  Phys.,  5600  Derry  St.,  Harrisburg  17111* 

Paoli — Paoli  Mem.  Hosp.,  Paoli  19301 * 

PAO&O — Pa.  Acad,  of  Oph.  &  Otol.,  232  N.  5th  St.,  Reading  19601* 

PMS — Pa.  Med.  Society,  20  Erford  Rd.,  Lemoyne  17043 
Radiology — Pa.  Radiological  Soc.,  20  Erford  Rd.,  Lemoyne  17043* 

Reading — Reading  Hosp.,  6th  Ave.  &  Spruce  St.,  Reading  19602* 

St.  Margaret — St.  Margaret  Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201* 
Temple — Temple  Univ.  Sch.  of  Med.,  3400  N.  Broad  St.,  Philadelphia  19140* 

U.  of  Pa. — Univ.  of  Pa.  Sch.  of  Med.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104* 

Pitt — Univ.  of  Pittsburgh  Sch.  of  Med.,  1022-H  Scaife  Hall,  Pittsburgh  15213* 
Roentgen  Ray — Phila.  Roentgen  Ray  Soc.,  Temple  U.  Health  Sciences  Cntr., 
Philadelphia  19140 

Warren  State — Warren  St.  Hosp.,  Box  249,  Warren  16365 * 

WP/RMP — Western  Pa.  RMP,  200  Meyran  Ave.,  Pittsburgh  15213 
Washington — Washington  Hosp.,  155  Wilson  Ave.,  Washington  15301* 

West  Penn — Western  Pa.  Hosp.,  4800  Friendship  Ave.,  Pittsburgh  15224* 
York— York  Hosp.,  George  St.  &  Rathton  Rd.,  York  17405* 


Key  to  symbols: 

(  )  Indicates  the  PRA  Category  Number  in  which  attendance  at  this  pro¬ 
gram  should  be  reported.  You  may  report  each  hour  of  attendance. 

Bold  Face  Type  indicates  an  institution  that  has  Category  I  accreditation. 
This  name  MUST  APPEAR  on  your  PRA  APPLICATION  to  the  AMA  if  you  are 
to  receive  Category  I  credit. 

In  most  cases  each  of  the  following  continuing  medical  education  activities 
has  been  granted  AAFP  and  ACGP  (Osteopathic)  credit.  Contact  those  offices 
for  details. 


CME  PROGRAMS 

Listed  below  are  programs  of  continuing  medical  education  which 
include  a  series  of  two  or  more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  the  instructor,  the  frequency  of 
sessions,  fees,  maximum  registration,  etc.,  contact  the  director  at  the 
address  given  in  the  course, listing  or  in  the  CODE  KEY  box. 


Altoona  Hospital;  March  7  -  June  6,  1974 

(1)  Postgraduate  Seminars  for  Physicians;  by  M.S.  Hershey.  Contact:  Ray 
Snyder,  Area  Dir.,  M.S.  Hershey. 


Chester;  Sept.  11,  1973  -  May  28,  1974 

(1)  Medical  Seminars;  by  Hahnemann;  at  Crozer-Chester  Medical  Center. 
Contact:  James  E.  Clark,  M.D.,  Chief,  Dept,  of  Med.,  Crozer-Chester  Med. 
Cntr.,  15th  &  Upland  Av.,  Chester. 


Harrisburg;  Harrisburg;  ’73-'74  Academic  Year 

(1)  Continuing  Education  for  Internists  and  Family  Practitioners;  Tuesdays 
(1)  Staff  Continuing  Education;  2nd  Tuesdays 
(1)  Current  Pediatrics;  at  Polyclinic  Hosp;  Mar.  14,  1974 
(1)  Hematology  for  the  Practicing  Physician  (by  Polyclinic  Hosp.);  Apr.  25, 
1974. 

Contact:  Thomas  F.  Fletcher,  M.D.,  Dir.  Med.  Affairs,  Harrisburg. 


Hershey:  M.S.  Hershey;  '73-'74  Academic  Year 
(1)  Evenings  in  Cardiology;  1st  Wednesdays 
(1)  Family  &  Community  Medicine;  Tuesdays 
(1)  Emergency  Medicine;  Tuesdays 

(1)  Endocrinology  and  Reproductive  Biology;  Wednesdays 

(1)  Medical  Grand  Rounds;  Thursdays 

(1)  Neurology-  Neurosurgery  Grand  Rounds;  Saturdays 

(1)  Obstetrics  and  Gynecology  Grand  Rounds;  Saturdays 

(1)  Pathology  Study  Group;  2nd  Wed.;  by  Tri-County  Pathology  Assoc. 

(1)  Pediatrics  Grand  Rounds;  Thursdays 

(1)  Pediatric-Pathology  Conference;  2nd  Fridays 

(1)  Neonatal  Teaching  and  Pathology  Rounds;  Tuesdays 

(1)  Psychiatry  Grand  Rounds;  1st  &  3rd  Thursdays 

(1)  Radiology  Grand  Rounds;  1st  &  3rd  Thursdays 

(1)  Surgery  Grand  Rounds;  Saturdays 

(1)  TB  '74;  Mar.  13-14,  1974  (cosponsored  by  Pa.  Thoracic  Soc.  &  Dept,  of 
Public  Health 

Contact:  Ray  A.  Snyder,  Area  Director,  Dept,  of  Cont.  Med.  Educ.,  M.S. 
Hershey. 


(1)  Physician-Resident  Exchange  Program;  1st  -  30th  each  month. 

Contact:  Robert  L.  Bauer,  M.D.,  Dir.,  Dept,  of  Family  &  Community  Med.,  M.S. 
Hershey. 


Hunlock  Creek;  Mar.  14  -  May  23,  1974 

(1)  Postgraduate  Seminars  for  Physicians;  by  M.S.  Hershey;  at  Retreat 
State  Hosp.,  Contact:  Ray  A.  Snyder,  Area  Dir.,  M.S.  Hershey. 


Jeannette:  Nov.  27,  1973  -  June  25,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  at  Jeannette  District  Me¬ 
morial  Hospital.  Contact:  Abol  Pourhamidi,  M.D.,  Coordinator  of  Med.  Educ., 
Jeannette  District  Mem.  Hosp.,  Jeannette  15644. 


Kane;  Oct.  16,  1973  -  May  21,  1974 

(1)  Continuing  Education  for  Physicians;  at  Valley  Hunt  Club;  by  Pitt,  and 
McKean  Co.  Med.  Soc.  Contact:  Elizabeth  M.  Cleland,  M.D.,  106  S.  Fraley  St., 
Kane  16735. 


Lewistown  Hospital;  Feb.  6  -  Apr.  10,  1974 

Current  Medical  and  Surgical  Concepts;  by  Lewistown  Hosp.  Contact: 
Donald  E.  Basom,  M.D.,  Lewistown  Hosp.,  Lewistown  17044. 


PLEASE  NOTE:  The  following  listings  are  all  new  listings  that  have  been  received  since  the  last  publication  of 
“Continuing  Education”  in  Pennsylvania  Medicine.  Listings  from  the  October  and  December  1973  editions  and  the 
January  1974  edition  need  to  be  integrated  with  the  following  to  give  a  complete  calendar. 
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McKeesport  Hospital;  Jan.  16  -  March  6,  1974. 

(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact:  Rudolph  L.  Buck, 
M.D.  McKeesport  Hosp.,  Fifth  Ave.,  McKeesport  15132. 


New  Castle;  Dec.  12,  1973-  May  8,  1974 

(1)  Continuing  Education  for  Physicians;  at  St.  Francis  Hosp.;  by  Pitt.  Con¬ 
tact:  Frank  J.  Altomare,  M.D.,  Dir.  of  Cont.  Educ..  St.  Francis  Hosp.,  So. 
Mercer  at  Phillips,  New  Castle  16101. 


Philadelphia;  Eastern  Pa.  Psychiatric  Institute:  '73  -  74  Academic  Year 
(1)  Family  Therapy;  An  Introduction;  by  MCP;  Apr.  4  -  May  2,  1974  Contact: 
Geraldine  DePaula,  M.D.,  Dir.  of  Cont.  Med.  Educ.,  E.P.P.I.,  Henry  Ave.  and 
Abbottsford  Rd.,  Philadelphia  19129. 


Pittsburgh;  Pitt;  ’73  -  '74  Academic  Year 

(1)  Cardiac  Auscultation  and  Examination;  Jan.  28  -  Feb.  25,  1974;  at 
Presby-Univ.  Hosp. 

(1)  Continuing  Education  in  Surgery;  Jan.  7  -  May  16,  1974. 

Contact:  William  M.  Cooper,  M.D.,  Dir.  Div.  of  Cont.  Educa.,  Pitt. 


Pittsburgh;  Suburban  General  Hospital;  Feb.  20  -  June  19,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  in  cooperation  with  St. 
John’s  General  Hospital.  Contact:  Wayne  Greenburg,  M.D.,  Suburban  Gen. 
Hosp.,  S.  Jackson  Ave.  Pittsburgh  15202,  or  R.J.  Wojciak,  D.O.,  St.  John's 
Gen.  Hosp.,  3339  McClure  Av.,  Pittsburgh  15212. 


Pittsburgh;  St.  Margaret  Mem.  Hosp.;  '73  -  '74  Academic  Year 
(1)  Cardiology  Conferences;  Dec.  5,  1973  -  July  19,  1974. 

(1)  Postgraduate  Psychiatry  Seminars;  Feb.  26  -  May  28,  1974. 
Contact:  Paul  W.  Dishart,  M.D..  Dir.,  Med.  Educa..  St.  Margaret. 


COURSES 


Pittsburgh;  Suburban  General  Hospital;  Sept.  19,  1973  -  June  19,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  in  cooperation  with  St. 
John's  General  Hospital.  Contact:  Wayne  Greenburg,  M.D.,  Suburban  Gen. 
Hosp.,  S.  Jackson  Ave.,  Pittsburgh  15202. 


Pittsburgh;  Western  Psychiatric  Institute  &  Clinic;  '73  -  '74  Academic  Year 
(1)  Guest  Lecture  Series;  by  Pitt.,  Thursdays  (bi-weekly) 

(1)  Educational  Conference;  by  Pitt.,  Fridays 
(1)  Staff  Conference;  by  Pitt.;  Mondays 
Contact:  Daniel  Small,  Conference  Coordinator,  W.P.I.C.,  3811  O’Hara  St., 
Pittsburgh  15261. 


Reading;  Mar.  27  -  June  26,  1974 

(1)  Postgraduate  Seminars  for  Physicians;  by  M.S.  Hershey;  at  St.  Joseph’s 
Hosp.  Contact:  Ray  Snyder,  Area  Dir.,  M.S.  Hershey. 


Wilkes-Barre;  At  Mercy  Hosp.;  '73  -  74  Academic  Year 

(2)  Neurological  Emergencies,  Diagnoses  and  Treatment;  Mar.  7,  1974. 

(2)  Practical  Application  of  Nuclear  Medicine  in  the  Specialty  of  Family 
Practice;  Apr.  24,  1974. 

(1)  Current  Concepts  on  Use  of  Female  Hormones  in  Family  Practice,  by 
Jefferson;  May  9,  1974. 

Contact:  J.P.  Brennan,  M.D.,  D.M.E.,  Mercy  Hosp.,  196  Hanover  St.,  Wilkes- 
Barre  18703. 


ADMINISTRATIVE  MEDICINE 
Mar.  13,  1974;  Philadelphia 

(2)  Seminar  on  Licensure  and  Health  Manpower;  by  Hosp.  Educ.  & 
Research  Fndt.;  at  Holiday  Inn,  City  Line  Blvd.,  Philadelphia.  Contact:  William 
J.  Rose,  Hosp.  Educ.  &  Research  Fndt.  of  Pa.,  1200  Camp  Hill  By-pass,  Camp 
Hill,  Pennsylvania  17011. 


ANESTHESIOLOGY 

Apr.  20,  1974;  Philadelphia 

(1)  Subjects  of  Current  Interest  in  the  practice  of  Anesthesia;  at  MCP.  Con¬ 
tact:  Gerald  Escovitz,  M.D.,  Assoc.  Dean,  MCP. 


May  10-12;  1974;  Seven  Springs 

(1)  Pa.  Society  of  Anesthesiologists  (Annual  Meeting);  by  Pitt;  at  Seven 
Springs  Mt.  Resort.  Contact:  Exec.  Secy.,  Pa.  Soc.  of  Anesth.,  20  Erford  Rd., 
Lemoyne  17043. 


FAMILY  MEDICINE 

Feb.  3,  1974;  Pittsburgh 

(1)  The  Many  Faces  of  Alcoholism-Physical  Disease  Mimicry;  at  Pitt.  Con¬ 
tact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


GENERAL  MEDICINE 

Feb.  28,  1974;  Philadelphia 

(1)  Medical  Care  Evaluation  Seminar;  by  Pitt  and  Hospital  Utilization  Proj¬ 
ect;  at  Holiday  Inn,  City  Line  Ave.  Contact:  Hospital  Utilization  Project,  400 
Penn  Center  Blvd.,  Pittsburgh  15235. 


Mar.  28,  1974;  Harrisburg 

(1)  Medical  Care  Evaluation  Seminar:  by  Pitt  and  Hospital  Utilization  Proj¬ 
ect;  at  Host  Inn.  Contact:  Hospital  Utilization  Project,  400  Penn  Center  Blvd., 
Pgh.  15235. 


May  2  -  4,  1974;  St.  Davids 

(2)  Current  Concepts  in  Medicine  for  the  Practicing  Physician;  by  Bryn 
Mawr  Hosp.,  at  St.  Davids  Inn.  Contact:  Harold  J.  Robinson,  M.D.,  Bryn 
Mawr  Hosp.,  Bryn  Mawr  19010. 


INTERNAL  MEDICINE 
Sept.  27-28,  1974;  Pittsburgh 

(1)  Tri-State  Meeting  of  the  American  College  of  Physicians;  at  Pitt.  Con¬ 
tact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 
Aug.  5-9,  1974;  Pittsburgh 

(1)  Management  of  Retinal  Detachment;  at  Pitt.  Contact:  William  M.  Coo¬ 
per,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


PHYSICAL  MEDICINE  AND  REHABILITATION 
Apr.  20,  1974;  Pittsburgh 

(2)  Symposium  on  Dantrolene;  at  St.  Francis  Gen.  Hosp.  Contact:  Mr.  Rob¬ 
ert  Chubon,  Asst,  to  Med.  Dir.,  St.  Francis  Gen.  Hosp.,  45th  St.  off  Penn  Ave., 
Pittsburgh  15201. 


Eighth  Annual  Main  Line  Conference 

“Current  Concepts  in  Medicine  for  the 
Practicing  Physician” 

May  2,  3,  4,  1974 
St.  Davids  Inn 
(formerly  Treadway  Inn) 

St.  Davids,  Pa. 

Sponsored  by 
The  Bryn  Mawr  Hospital 

Program  Includes: 

Common  Office  Problems 
Common  Hospital  Problems 
29  Concurrent  Clinics 

SPECIAL  GUEST  SPEAKERS: 

DENTON  A.  COOLEY,  M.D. 

JONAS  E.  SALK,  M.D. 

RAY  W.  GIFFORD,  JR.,  M.D. 

DAVID  M.  REED,  Ph.  D. 

For  Information  Write: 

Harold  J.  Robinson,  M.D. 
Chairman,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pa.  19010 

Approved  for  20  hours  of  prescribed  AAFP  Credit 
and  PMS  and  AMA-PRA  Category  I  Credit. 

Registration  Fee — $50.00  (Includes  luncheons,  cock¬ 
tails,  and  dinner). 


MARCH  1974 
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ADAMS  COUNTY: 

Gilbert  C.  McArdle,  M.D.,  453  S.  Washington  St.,  Gettysburg 
17325. 

James  A.  Strite,  Jr.,  M.D.,  453  S.  Washington  St.,  Gettysburg 
17325. 

ALLEGHENY  COUNTY: 

Radeshyam  M.  Agrawal,  M.D.,  874  Carriage  Rd.,  Pittsburgh 
15220. 

Rodolfo  N.  Arriola,  M.D.,  6655  Frankstown  Ave.,  Pittsburgh 
15206. 

Charles  Berlin,  M.D.,  1226  Bellerock  St.,  Pittsburgh  15217. 

Miguel  A.  Cardozo,  M.D.,  2708  Brownsville  Rd.,  Pittsburgh 
15227. 

Manuel  M.  Castillo,  M.D.,  612  Aiken  Ave.,  Pittsburgh  15232. 

Richard  L.  Cohen,  M.D.,  201  DeSoto  St.,  Pittsburgh  15213. 

Leo  H.  Criep,  Jr.,  M.D.,  1212  Malvern  St.,  Pittsburgh  15217. 

Richard  A.  Curtin,  M.D.,  1 31 3  Laurel  Hill  Dr.,  West  Homestead 
15120. 

Sofronio  B.  de  la  Vega,  M.D.,  Magee  Womens  Hospital, 
Pittsburgh  15213. 

Christopher  M.  Erstling,  M.D.,  5807  Elmer  St.,  Pittsburgh 
15232. 

Edwin  C.  Fischl,  M.D.,  1701  Royal  Oak  Rd.,  Apt.  TA,  Pittsburgh 
15220. 

Stephen  N.  Fisher,  M.D.,  5601  Penn  Ave.,  Apt.  A-2,  Pittsburgh 
15206. 

Ralph  Gardener,  M.D.,  401  Shady  Ave.,  Suite  D-103,  Pittsburgh 
15206. 

Roger  S.  Golomb,  M.D.,  209  Sleepy  Hollow  Rd.,  Pittsburgh 
15216. 

Thomas  R.  Graham,  M.D.,  6833  Meade  St.,  Apt.  2,  Pittsburgh 
15208. 

Stephen  G.  Green,  M.D.,  6755  Penn  Ave.,  No.  5,  Pittsburgh 
15208. 

John  A.  Grisnik,  Jr.,  M.D.,  3831  Walnut  St.,  Apt.  31,  Pittsburgh 
15232. 

SukhdevS.  Grover,  M.D.,  854  Dorseyville  Rd.,  Pittsburgh 
15238. 

Jose  C.  Guinto,  M.D.,  Magee  Womens  Hospital,  Pittsburgh 
15213. 

George  Gustainis,  M.D.,  102  15th  St.,  Apt.  312,  Pittsburgh 
15229. 

Arthur  F.  Hetherington,  M.D.,  Magee  Womens  Hospital, 
Pittsburgh  15213. 

Larry  E.  Hurwitz,  M.D.,  3520  Fifth  Ave.,  Pittsburgh  15213. 

Mohammad  Idrees,  M.D.,  120  Ruskin  Ave.,  No.  725,  Pittsburgh 
15213. 

Mohammad  Ilyas,  M.D.,  157  F.  Churchill  Rd.,  Turtle  Creek 
15145. 

Shahnawaz  S.  Jaffer,  M.D.,  220  Meyran  Ave.,  Pittsburgh  15213. 

Eui-Shin  Kim,  M.D.,  4800  Friendship  Ave.,  P  ttsburgh  15224. 

Miroslav  Klain,  M.D.,  5982  Oak  Park  Dr.,  Bethel  Park  15102. 

Lee  H.  Koster,  M.D.,  4800  Friendship  Ave.,  Pittsburgh  15224. 

Charles  N.  Lebovitz,  M.D.,  3520  Fifth  Ave.,  Pittsburgh  15213. 

Thomas  J.  Leckman,  M.D.,  1515  Locust  St.,  No.  7F,  Pittsburgh 
15219. 

James  W.  Lecky,  M.D.,  230  Lothrop  St.,  Pittsburgh  15213. 

Thomas  C.  Long,  M.D.,  4800  Friendship  Ave.,  Pittsburgh  15224. 

Patrick  A.  Lovens,  M.D.,  6224  Fifth  Ave.,  Apt.  212,  Pittsburgh 
15232. 

Alan  Mallinger,  M.D.,  2218  Wightman  St.,  Pittsburgh  15217. 

Stanley  S.  Masilamani,  M.D.,  3437  Fifth  Ave.,  No.  307, 
Pittsburgh  15213. 

Terrence  J.  Matthew,  M.D.,  6339  Marchland  St.,  No.  3, 
Pittsburgh  15206. 

Ernest  Max,  M.D.,  4800  Friendship  Ave.,  Pittsburgh  15224. 

James  J.  McGraw,  M.D.,  112  Fifteenth  St.,  Apt.  312,  Pittsburgh 
15229. 


Peter  A.  Novosel,  M.D.,  7718  Tuscarora  St.,  Pittsburgh  15221. 

Tellar  N.  Nyak,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

Dong  Wan  Pae,  M.D.,  2000  Wendover  St.,  Pittsburgh  5121 7. 

Londa  B.  Pantangco,  M.D.,  309  S.  Magnolia  Dr.,  Glenshaw 
15116. 

Chester  A.  Phillips  III,  M.D.,  2325  Old  Washington  Rd., 
Pittsburgh  15219. 

Alan  C.  Renton,  M.D.,  301-200  South  Hills  Village,  Pittsburgh 
15241. 

John  H.  Rock,  Jr.,  M.D.,  265  Forty-Sixth  St.,  Pittsburgh  15206. 

Charles  S.  Rogolla,  M.D.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 

Edward  Rogow,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

James  P.  Royer,  M.D.,  1  Howard  St.,  Apt.  108,  Pittsburgh 
15209. 

Wilfredo  V.  Rubio,  M.D.,  8047  Lindisfarne  Dr.,  Pittsburgh 
15237. 

Kannika  L.  Sangrujee,  M.D.,  75  Chapel  Dr.,  Pittsburgh  15237. 

Salvatore  C.  Santangelo,  M.D.,  3181  Shady  Ave.,  Pittsburgh 
15217. 

Frank  J.  Santora,  Jr.,  M.D.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 

Calvin  T.  Simmons  III,  M.D.,  201  Thornberry  Drive,  Pittsburgh 
15237. 

Calvin  S.  Sinchioco,  M.D.,  Magee  Womens  Hospital,  Pittsburgh 
15213. 

Murray  R.  Susser,  M.D.,  R.D.  1,  Overbrook  Rd.,  Valencia  16059. 

Joel  D.  Shield,  M.D.,  6534  Dalzell  Place,  Pittsburgh  15217. 

Boonrak  Tantisira,  M.D.,  Magee  Womens  Hospital,  Pittsburgh 
15213. 

David  A.  Thompson,  M.D.,  304D  Glen  Douglas  Dr.,  Glenshaw 
15116. 

Mark  E.  Thompson,  M.D.,  4  The  Nob,  Pittsburgh  15202. 

Andres  R.  Ticzon,  M.D.,  121  University  Place,  Pittsburgh  15213. 

Aida  T.  Tolentino,  M.D.,  St.  Francis  General  Hospital, 

Pittsburgh  1521 3. 

Theodore  W.  Uroskie,  M.D.,  107  Tynewood  Dr.,  Turtle  Creek 
15145. 

Rajindar  K.  Wadhwa,  M.D.,  Magee  Womens  Hospital, 

Pittsburgh  15213. 

Saroj  R.  Wadhwa,  M.D.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 

Robin  A.  Williamson,  M.D.,  120  DeSoto  St.,  Pittsburgh  15213. 

George  L.  Zaldivar,  M.D.,  3459  Fifth  Ave.,  Pittsburgh  15213. 

BEAVER  COUNTY 

Wha  Sup  Kim,  M.D.,  2315  Mill  St.,  Aliquippa  15001. 

BEDFORD  COUNTY: 

Natalie  N.  Ausky,  M.D.,  806  S.  Juliana  St.,  Bedford  15522. 

Quintin  M.  Plado,  M.D.,  West  Sixth  Ave.,  Everett  15537. 

John  T.  Whitmore,  M.D.,  Fort  Bedford  Inn,  Bedford  15522. 

BERKS  COUNTY: 

Homi  S.  Cooper,  M.D.,  157  Castleton  Dr.,  Shi II ington  19607. 

Dale  B.  Gouger,  M.D.,  301  S.  Seventh  Ave.,  West  Reading 
19602. 

Harvey  R.  Haupt,  Jr.,  D.O.,  R.D.  1,  Box  179,  Leesport  19533. 

Willis  Showers  Hoch,  M.D.,  444  Donalyn  Lane,  Berwyn,  Pa. 
19312. 

BRADFORD  COUNTY: 

Joseph  B.  Blood,  Jr.,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

Barbara  A.  Carson,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

Narayan  Deshmukh,  M.D.,  202  Lambert  St.,  Sayre  18840. 

Karl  J.  Dienhart,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

Frances  A.  DuRocher,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

Frank  B.  Mahon,  Jr.,  M.D.,  21 1  N.  Pennsylvania  Ave.,  Sayre 
18840. 
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John  P.  Pacanowski,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

Raymond  A.  Perry,  M.D.,  22  Huston  St.,  Towanda  18848. 

Frederick  P.  Spin,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

Kioumars  Zarintash,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

BUCKS  COUNTY: 

Frances  Ann  Barone,  M.D.,  131  S.  Eleventh  St.,  Quakertown 
18951. 

Edward  J.  Coverdale  III,  M.D.,  Watson  Drive,  R.D.  2, 
Doylestown  18901. 

Mahesh  C.  Gupta,  M.D.,  St.  Mary’s  Hospital,  Langhorne  19407. 

Vernon  H.  Kratz,  M.D.,  407  School  House  Rd.,  Sellersville 
18960. 

Eduardo  B.  Manuel,  M.D.,  St.  Mary’s  Hospital  Medical  Office 
Bldg.,  Langhorne  19047. 

Antonio  A.  Montalbo,  M.D.  1568  Woodbourne  Rd.,  Levittown 
19057. 

Dennis  L.  Moyer,  M.D.,  723  Lawn  Ave.,  Sellersville  18960. 

Jesus  E.  Omana,  M.D.,  118  N.  Main  St.,  Sellersville  18960. 

Anthony  S.  Quinto,  M.D.,  2222  Trenton  Rd.,  Levittown  19056. 

David  C.  Rising,  M.D.,  599  Diamond  St.,  Sellersville  18960. 

Neil  Schlackman,  M.D.,  195  Penn  Ave.,  Telford  18969. 

Chester  L.  Schneider,  M.D.,  320  Cushman  Rd.,  Southampton 
18966. 

Pablito  L.  Tolentino,  M.D.,  Lower  Bucks  Hospital,  Bristol 
19007. 

Andreus  Wang,  M.D.,  3116  Addison  Court,  Cornwells  Heights 
19020. 

Joseph  H.  Werner,  Jr.,  M.D.,  120  Green  St.,  Doylestown  18901. 

CLINTON  COUNTY: 

Joo  Song  Kim,  M.D.,  141  Third  St.,  Renovo  17704. 

DAUPHIN  COUNTY: 

Arthur  B.  Abt,  M.D.,  Hershey  Medical  Center,  Hershey  1 7033. 

Myunghwan  Chang,  M.D.,  Hershey  Medical  Center,  Hershey 
1 7033. 

George  H.  Conner,  M.D.,  Hershey  Medical  Center,  Hershey 
1 7033. 

Carl  Ellenberger,  Jr.,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

James  M.  Hammond,  M.D.,  Hershey  Medical  Center,  Hershey 
1 7033. 

William  S.  Kammerer,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

Jean  T.  Messner,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

Barry  B.  Moore,  M.D.,  618  N.  Third  St.,  Harrisburg  17101. 

DELAWARE  COUNTY: 

Donald  Leslie  Baxter,  M.D.,  P.O.  Box  183,  White  Pine  Lane, 
Moylan  19065. 

Francis  L.  Hutchins,  M.D.,  300  W.  Ninth  St.,  Chester  1901 3. 

Ronald  M.  Repice,  M.D.,  Crozer-Chester  Medical  Center, 
Chester  19013. 

ERIE  COUNTY: 

William  C.  Wilhelm,  M.D.,  Hamot  Medical  Center,  P.O.  Box  339, 
Erie  16512. 

FAYETTE  COUNTY: 

Ky  Young  Rhee,  M.D.,  1 7  Race  St.,  Uniontown  1 5401 . 

FRANKLIN  COUNTY: 

Thomas  W.  Bundy,  M.D.,  1201  Wayne  Ave.,  Chambersburg 
17201. 

Angelo  A.  Protos,  M.D.,  1365  Stanley  Ave.,  Chambersburg 
17201. 

Rohitkumar  S.  Shukla,  M.D.,  48  East  Second  St.,  Waynesburg 
1 7268. 


GREENE  COUNTY: 

John  C.  Buterbaugh,  M.D.,  51  W.  High  St.,  Waynesburg  15370. 

Alejandro  M.  Patricio,  M.D.,  Box  15,  Greensboro  Star  Rd., 
Waynesburg  15370. 

Victor  L.  Siha,  M.D.,  1150  Seventh  St.,  Waynesburg  15370. 

INDIANA  COUNTY: 

James  C.  Chen,  M.D.,  834  Philadelphia  St.,  Indiana  15701. 

I.A.  Garrettson,  M.D.,  590  Indian  Springs  Rd.,  Indiana  15701. 

David  C.  Hughes,  M.D.,  114  Jackson  St.,  Indiana  15701. 

Joseph  M.  Park,  M.D.,  R.D.  5,  Box  119A,  Indiana  15701. 

LANCASTER  COUNTY: 

Arthur  L.  Doenecke,  M.D.,  11  Swann  Place,  Dublin  4,  Ireland. 

Daniel  S.  Gordon,  D.O.,  248  W.  Main  St.,  Ephrata  17522. 

Robert  S.  Mathews,  M.D.,  127  E.  Frederick  St.,  Lancaster 
1 7602. 

George  R.  Roth,  Jr.,  M.D.,  102  Pearl  St.,  Lancaster  17603. 

Michael  P.  Szutowicz,  D.O.,  248  W.  Main  St.,  Ephrata  17522. 

Marlin  E.  Wenger,  M.D.,  1 12  E.  James  St.,  Lancaster  1 7602. 

LAWRENCE  COUNTY: 

K.P.  Srinivasa  Prabhu,  M.D.,  208  Temple  Bldg.,  New  Castle 
16101. 

Ricardo  V.  Raymundo,  M.D.,  605  Lawrence  Ave.,  Ellwood  City 
16118. 

Cesar  R.  Santos,  M.D.,  605  Lawrence  Ave.,  Ellwood  City  161 1 7. 

MERCER  COUNTY: 

Frank  J.  Barbarossa,  M.D.,  Sharon  General  Hospital,  Sharon 
16146. 

MONTGOMERY  COUNTY: 

Irwin  Beckman,  D.O.,  Montgomery  Hospital,  Norristown  19401. 

Phillip  S.  Brackin,  M.D.,  1164  Wheatsheaf  Lane,  Abington 
19001. 

David  E.  Lipkin,  M.D.,  Apt.  12J,  The  Meadows,  Ambler  19002. 

Ronald  J.  Mattson,  M.D.,  62  Oakford  Rd.,  Wayne  19087. 

Leon  Miller,  M.D.,  1245  Highland  Ave.,  Abington  19001. 

Conrado  J.  Miranda  IV,  M.D.,  859  Old  Lancaster  Rd.,  Bryn 
Mawr  1 901 0. 

MONTOUR  COUNTY: 

Lawrence  S.  Greenfield,  M.D.,  Geisinger  Medical  Center, 
Danville  1 7821 . 

John  M.  Miller  III,  M.D.,  Henry  Ford  Hospital,  Detroit,  Michigan 
48202. 

Roger  W.  Rodgers,  M.D.,  401  Laura  Drive,  No.  3,  Danville 
17821. 

Hugh  R.  Williams,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

NORTHAMPTON  COUNTY: 

Doo  Tae  Kim,  M.D.,  Easton  Hospital,  Easton  18042. 

Robert  P.  Myers,  M.D.,  826  Tioga  Ave.,  Bethlehem  18018. 

PHILADELPHIA  COUNTY: 

Antonio  Colmenar,  M.D.,  5043  Coplay  Rd.,  Philadelphia  19144. 

Thomas  E.  Baker,  M.D.,  61 46  Wayne  Ave.,  Philadelphia  1 91 44. 

Steven  J.  Greenberg,  M.D.,  Welsh  Rd.  and  Roosevelt  Blvd., 
Philadelphia  191 1 4. 

Wolodemer  W.  Klisch,  M.D.,  2931  Midvale  Ave.,  Philadelphia 
19129. 

Martin  Munoz,  M.D.,  934  Wyoming  Ave.,  Philadelphia  19140. 

Manuel  B.  Olympia  III,  M.D.,  5501  N.  Eleventh  St.,  Philadelphia 
19148. 

Victor  C.  Rivera,  M.D.,  3458  Cottman  Ave.,  Philadelphia  19149. 

Robert  E.  Schmidt,  M.D.,  3142  Frankford  Ave.,  Philadelphia 
19134. 
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PHYSICIANS  WANTED 

Emergency  Room  Physician — As¬ 
sociate  with  established  group  pro¬ 
viding  emergency  room  service  for  two 
275  bed  general  hospital  units  of 
merged  hospital  system.  Base  fee 
$18.00  per  hour.  Additional  fringe 
benefits.  Require  Pennsylvania  Li¬ 
cense.  Contact  Dr.  Palmyr  E.  Brown, 
P.E.D.S.A.,  Medical  Center  of  Beaver 
County,  Inc.  Rochester,  Pa.  15074. 

Emergency  Room  Physician — Ex¬ 
cellent  opportunity  for  a  full  time 
physician  in  a  modern,  progressive 
community  hospital  located  in  a  beau¬ 
tiful  suburb  30  miles  north  of  Center 
City  Philadelphia.  This  is  a  modern, 
up-to-date,  completely  renovated  and 
expanded  emergency  room  preparing 
to  undertake  an  ever-increasing  popu¬ 
lation  trend  in  this  suburb.  Currently 
over  20,000  visits  per  year.  For  addi¬ 
tional  information  call  collect  or  write: 
T.  A.  Harrington,  Administrator,  Holy 
Redeemer  Hospital,  1648  Huntingdon 
Pike,  Meadowbrook,  Pa.  19046. 

Psychiatrist  with  commitment  to  the 
community  mental  health  movement 
wanted  on  a  full  time  basis.  Private 
practice  and  opportunities  for  inde¬ 
pendent  agency  consultation  are  avail¬ 
able.  Two  year  old  comprehensive  com¬ 
munity  mental  health  center  located  in 
lower  Luzerne  County  outside  the 
Wilkes-Barre-Scranton  metropolitan 
area.  Salary  in  mid  30’s  with  excellent 
fringe  benefits.  Contact  Steven  R. 
Kafrissen,  M.D.,  Clinical  Director, 
Hazleton-Nanticoke  MH/MR  Center, 
West  Washington  St.,  Nanticoke,  Pa. 
18634.  Telephone:  (717)  735-7590. 

Internists  and  pediatrician  needed  in 
Northcentral  Pa.  15  minute  drive  from 
two  1 50  bed  excellent  hospitals.  One  of¬ 
fice  completely  equipped — can  be  ex¬ 
panded  to  accommodate  two  doctors. 
Facilities  for  new  medical  building 
available.  25  minute  drive  to  regional 
airport.  1  Vi  hour  drive  to  major  city 
with  medical  universities,  etc.  Immedi¬ 
ate  housing  available.  Write  Depart¬ 
ment  635,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 


Family  Physician — Outstanding  op¬ 
portunity  for  family  physician  in  cen¬ 
tral  Pennsylvania  Dutch  country.  Ac¬ 
tive  privileges  in  progressive  340  bed 
hospital  with  continuing  education 
programs.  Thirty  minutes  travel  time 
to  closest  medical  school.  Three  and 
one  half  hours  travel  time  to  New 
York  and  Baltimore.  Income  guaranty 
and  loan  endorsement.  Solo,  group,  or 
hospital  based  position  available.  Send 
resume  to:  Kenneth  M.  Carroll,  M.D., 
Medical  Director,  St.  Joseph  Hospital, 
250  College  Ave.,  Lancaster,  Pa. 
17604  or  call  (717)  397-2821. 

Board  certified  general  surgeon  needed 
in  family  oriented  community  in  East¬ 
ern  Pennsylvania.  Town  6,500;  rural 
drawing  area  25,000  population.  Good 
schools  and  recreational  facilities.  One- 
half  hour  to  urban  center  of  300,000.  In 
foothills  of  Pocono  Mountains  and  very 
near  state/federal  recreation  areas,  of¬ 
fering  camping,  hunting,  fishing, 
boating,  and  skiing.  Long-established 
accredited,  80  bed  open  staff  hospital  in 
three  year  new  building  housing  medi¬ 
cal,  surgical,  obstetrical,  gynecology, 
nursery,  pediatrics,  intensive  care,  and 
emergency  room.  Specialty  services 
directed  by  either  Board  certified  or 
Board  eligible  physicians.  Office  space 
in  hospital  if  desired.  Assurance  of  an 
income  during  establishment  of  prac¬ 
tice  will  be  considered.  Address  inqui¬ 
ries  to  Miss  Barbara  Spadt,  Adminis¬ 
trator,  The  Palmerton  Hospital,  135 
Lafayette  Ave.,  Palmerton,  Pa.  18071. 

Tired  of  the  Rat  Race?  Would  you 
exchange  your  impending  coronary  for 
37 '/2  hours  work  per  week  at  an  ade¬ 
quate  salary?  General  Practitioners 
needed  for  medical  care  of  psychiatric 
and  geriatric  patients.  Contact:  Super¬ 
intendent,  Mayview  State  Hospital, 
Bridgeville,  Pa.  15017.  Telephone: 
(412)  343-2700. 

Wanted:  Physician  for  a  full  or  part 
time  associate  position,  new  fully 
equipped  Pittsburgh  suburb  office;  or 
physician  to  take  over  office,  patients, 
and  adjoining  apartment.  Telephone 
Mrs.  Hathaway  (412)  835-4078. 


Internist,  orthopedic  surgeon,  derma¬ 
tologist,  psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid¬ 
ly  growing  community  with  full  hospi¬ 
tal  privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In¬ 
diana,  Pennsylvania  15701. 

Internist,  Coatesville,  Pa.  to  work  on 
Medical  Service  in  accredited  psychia¬ 
tric  Veterans  Administration  Hospital, 
38  miles  west  of  Philadelphia. 
Affiliated  with  Jefferson  Medical 
College,  Thomas  Jefferson  University, 
Philadelphia,  Pa.  License  any  state.  Sal¬ 
ary  range  $25,000  to  $32,000,  com¬ 
mensurate  with  training  and  experi¬ 
ence.  Excellent  fringe  benefits.  Contact 
Chief  of  Staff,  VA  Hospital,  Coates¬ 
ville,  Pa.  19320.  Nondiscrimination  in 
employment. 

Psychiatrists  or  General  Practitioners 

to  work  in  accredited  Psychiatric  Vet¬ 
erans  Administration  Hospital,  38 
miles  west  of  Philadelphia.  Affiliated 
with  Jefferson  Medical  College,  Thom¬ 
as  Jefferson  University,  Philadelphia, 
Pa.  License  any  state.  Salary  range 
$25,000  to  $32,000,  commensurate 
with  training  and  experience.  Excellent 
fringe  benefits.  Contact  Chief  of  Staff, 
VA  Hospital,  Coatesville,  Pa.  19320. 
Nondiscrimination  in  Employment. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words; 
40  cents  each  additional  word;  $1.00  per  inser¬ 
tion  for  answers  sent  in  care  of  Pennsylvania 
Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day 
of  month  preceding  month  of  publication. 
Send  to  Pennsylvania  Medical  Society,  20  Er¬ 
ford  Rd.,  Lemoyne,  Pennsylvania  17043.  The 
right  is  reserved  to  reject  or  modify  copy  to 
conform  with  publication  rules. 

DEPARTMENT  NUMBERS— Advertisers 

using  department  numbers  forbid  disclosure 
of  their  identity.  Written  inquiries  are  for¬ 
warded  to  such  advertisers. 

WORD  COUNT — Count  as  one  word  all 
single  words,  two  initials  of  a  name,  each  ab¬ 
breviation,  isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count  name  and 
address  as  five  words,  telephone  number  as 
one,  and  "Write  Department...  PENNSYL¬ 
VANIA  MEDICINE,  as  five. 
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Family  Practice,  Ophthalmologist — 

Needed  in  college  town  with  drawing 
population  of  25,000  located  at  inter¬ 
section  of  1-79  and  1-80.  Growing  area, 
clean  air,  good  schools  in  Western 
Pennsylvania.  Guarantee  negotiable. 
Contact  Mr.  J.A.  Colaizzi,  Adminis¬ 
trator,  Grove  City  Hospital,  Grove 
City,  Pa.  16127.  Telephone:  (412)  458- 
7132. 

Emergency  Department  Physician, 

M.D.  or  D.O.,  Pa.  Licensed.  Modern 
JCAH  accredited  250  bed  hospital  that 
has  recently  completed  a  merger  and 
large  expansion  program  including  a 
new  emergency  room  suite.  Fourth 
physician  needed  to  round  out  current 
staff  of  three.  Excellent  financial  and 
fringe  benefits.  Administrator,  Lewis- 
town  Hospital,  Lewistown,  Pa.  17044. 

Emergency  Room  Group  expanding  at 

Frankford  Hospital,  Philadelphia,  Pa. 
For  more  information,  contact  Ronald 
E.  Cohn,  M.D.,  Telephone:  (215)  831- 
2143. 


Full-Time  Accident  Ward  Physician 
Wanted  for  Delaware  County  Memori¬ 
al  Hospital,  Drexel  Hill,  Pa.  Pennsyl¬ 
vania  licensed.  Liberal  income  guaran¬ 
tee.  Call  or  write  President.  Tele¬ 
phone:  (215)  259-3800. 

Industrial — Family  Practice  M.D, 
Only  — Excellent  1-2  man  practice 
grossing  $100,000  with  $35,000  re¬ 
tainer  from  large  steel  corporation 
using  their  fifteen  room  clinic  located 
in  attractive  area  30  miles  south  of 
Pittsburgh.  Present  physician  relo¬ 
cating  but  will  help  introduce.  Write 
Department  639,  Pennsylvania  Medi¬ 
cine,  20  Erford  Rd„  Lemoyne,  Pa. 
17043. 

EQUIPMENT  NEEDED 

Centrifuge;  hematocrit;  blood  chemis¬ 
try  unit;  x-ray;  or  other  clinical  equip¬ 
ment  needed.  Contact:  James  Hyssong, 
R.D.  3,  Box  160,  Harrisburg,  Pa.  Or 
telephone  (717)  545-7161  between  8 
and  8:30  a.m. 


FOR  RENT 

Cherry  Hill,  New  Jersey — Office  space 
available  in  established  medical  build¬ 
ing.  Ideal  for  dermatologist,  psychia¬ 
trist,  internist,  etc.  Telephone  (609) 
429-2270. 

FOR  SALE 

Manual — "Manual  of  Routine  Orders 
for  Medical  and  Surgical  Emergencies 
(A  New  Concept  Designed  to  Save 
Lives).”  Contact:  Warren  Green 
Publishing  Corp.,  10  South  Brentwood 
Ave.,  St.  Louis,  Missouri  63105. 

Modern,  air-conditioned  office  directly 
across  from  hospital  in  eastern  Pennsyl¬ 
vania  university  town.  Now  housing 
thriving,  established  private  orthopedic 
practice.  Three  examining  rooms,  large 
waiting  room,  private  consultation 
room,  wall  to  wall  carpeting,  fully 
equipped.  Available  immediately. 
Write  Department  634,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 


i 


Fort 


Android* -25 

Android-10  Tablets  Android-5  Buccai 

Methyltestosterone  N.F.  — 


Tablets 


treatment  of  impotence  due  to  androgenic  def iciencylnlfe 


DESCRIPTION:  Methyltesfosterone/is  1 7/J-Hydroxy-l  7- 
it-4n|o.,3-on#.  ACTIONS:  Methyltestosterone 
Is  an  oil  soluble  androgenic  hormone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunichism.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro¬ 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficien¬ 
cy.  4.  Postpuberal  cryptorchidism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  jaundice  and  altered 
such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyltes¬ 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  8  problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  for  symptoms  of  cli¬ 


macteric,  avoid  stimulation  to  the  point  ot  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient's  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car¬ 
cinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  if  priapism  or  other  signs  of  exces¬ 
sive  sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma,  if  this  occurs,  the  drug  should  be  dis¬ 


continued.  ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  •  Hyper¬ 
calcemia  particularly  in  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  of  bone 
metastases  •  Sodium  and  water  retention  »  Priapism  • 
Virilization  In  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia.  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  Individualized,  as  patients  vary  widely  in  re¬ 
quirements,  Daily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms  and 
Impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg.  in  bottles  of  60,  250. 
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•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


•  Lyndon  R.  Barnett,  Bloomsburg; 
Harvard  University  School  of  Medi¬ 
cine,  1944;  age  53;  died  December  20, 
1973.  He  was  a  radiologist  at  the 
Bloomsburg  and  Berwick  Hospitals. 
He  is  survived  by  his  wife,  his  mother, 
two  daughters,  and  a  son. 

•  Russell  A.  Bart  ruff,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1940;  age  61;  died  January 
12,  1974.  He  is  survived  by  his  wife, 
two  daughters,  and  a  son. 

•  William  S.  Colgan,  Pottstown; 
Jefferson  Medical  College,  1923;  age 
77;  died  January  6,  1974.  No  further 
information  is  available. 

•  William  B.  Crawford,  Browns¬ 
ville;  Jefferson  Medical  College,  1916; 
age  82;  died  December  14,  1973.  He 
was  a  physician  in  Brownsville  for 
fifty-six  years.  A  daughter  and  a  son 
survive  him. 

•  Robert  Denison,  Harrisburg; 
George  Washington  University  School 
of  Medicine,  1925;  age  73;  died 
December  31,  1973.  He  had  been  chief 
of  neurology  at  Harrisburg  Hospital 
for  thirty-five  years.  He  founded  the 
hospital's  epilepsy  clinic  and  was 
professor  of  neurology  and  psychiatry 
at  the  school  of  nursing.  He  was  a 
fellow  of  the  American  College  of 
Physicians,  the  American  Society  of 
Internal  Medicine,  and  a  member  of 
the  American  Heart  Association  and 
the  American  Endocrinology  Society. 
He  is  survived  by  his  wife,  two  daugh¬ 
ters  and  a  brother. 

•  Isadore  J.  Eisenberg,  Harrisburg; 
Temple  University  School  of  Medi¬ 
cine,  1937;  age  61;  died  December  25, 
1973.  He  was  chief  of  ophthalmology 
at  Polyclinic  Hospital.  Dr.  Eisenberg 
was  a  fellow  of  the  American  Acade¬ 
my  of  Ophthalmology  and  was  cer¬ 
tified  by  the  American  Board  of 
Ophthalmology.  His  wife,  a  daughter, 
and  a  son  survive  him. 

•  Wilbur  E.  Fisher,  Washington; 
Johns  Hopkins  University  School  of 
Medicine,  1933;  age  67;  died  De¬ 
cember  28,  1973.  He  was  a  specialist 
in  obstetrics  and  gynecology.  He  was  a 
fellow  of  the  American  College  of  Sur¬ 
geons,  the  Pan-Pacific  Surgical  Soci¬ 
ety,  and  the  International  College  of 


Surgeons.  He  is  survived  by  his  wife;  a 
son;  and  a  brother,  W.K.  Fisher, 
M.D..  Meadville. 

•  George  R.  Geeseman,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1936;  age  62;  died  January 
3,  1974.  He  is  survived  by  his  wife, 
two  daughters,  and  a  son. 

•  James  R.  V.  Heller,  Coplay; 
Temple  University  School  of  Medi¬ 
cine,  1920;  age  78;  died  January  4, 
1974.  He  had  practiced  medicine  for 
more  than  fifty  years.  His  wife,  a  son, 
and  a  sister,  survive  him. 

•  Francis  O.  Lamb,  Reno,  Nevada; 
University  of  Chicago  School  of  Medi¬ 
cine,  1938;  age  62;  died  June  8,  1973. 
At  one  time  he  had  been  clinical 
professor  of  psychiatry  at  the  Universi¬ 
ty  of  Chicago  School  of  Medicine.  No 
further  information  is  available. 

•  William  T.  Leach,  Shenandoah; 
Jefferson  Medical  College,  1918;  age 
77;  died  December  28,  1973.  He  had 
been  chief  surgeon  at  Locust  Moun¬ 
tain  Hospital  until  his  retirement  in 
1963.  Dr.  Leach  was  a  past  president 
of  the  Schuylkill  County  Medical  Soci¬ 
ety  and  a  member  of  the  American 
College  of  Surgeons.  He  is  survived  by 
his  wife;  a  daughter;  a  son;  and  a 
brother,  John  Leach,  M.D.,  Shenan¬ 
doah. 

•  William  A.  Livingston,  Altoona; 
University  of  Pittsburgh  Medical 
School,  1959;  age  44;  died  December 
26,  1973.  He  was  a  dermatologist  on 
the  staff  of  the  Altoona  Hospital.  He  is 
survived  by  his  wife,  two  daughters,  a 
son,  his  mother,  and  a  sister. 

•  Raymond  M.  Price,  Bradford; 
Georgetown  University  School  of 
Medicine,  1935;  age  71;  died  De¬ 
cember  28,  1973.  He  is  survived  by  his 
wife,  two  daughters,  two  sisters,  and 
three  brothers. 

•  Joseph  C.  Sieracki,  Pittsburgh; 
University  of  Buffalo  School  of  Medi¬ 
cine,  1951 ;  age  48;  died  November  14, 
1973.  He  was  a  fellow  of  the  College 
of  American  Pathologists,  the  Ameri¬ 
can  Society  of  Clinical  Pathologists, 
the  International  Academy  of  Patholo¬ 
gy,  and  the  American  Society  of 
Hematology.  His  wife,  two  sons,  and 
two  daughters  survive  him. 


•  Joseph  B.  Sofranko,  Jim  Thorpe; 
Temple  University  School  of  Medi¬ 
cine,  1935;  age  64;  died  November  12, 
1973.  He  was  formerly  chief  of  medi¬ 
cine  at  Gnaden  Huetten  Hospital, 
Lehighton,  and  was  a  cardiologist.  He 
is  survived  by  three  sisters  and  three 
brothers. 

•  William  C.  Troxell,  Hazleton; 
Medico-Chirurgical  College,  Philadel¬ 
phia,  1908;  age  89;  died  November  2, 
1973.  He  was  a  former  chief 
radiologist  at  Allentown  Hospital  and 
was  a  fellow  of  the  American  College 
of  Radiology.  His  wife,  a  sister,  and 
two  stepsons  survive  him. 

•  Joseph  G.  Weiner,  Meadow- 
brook;  University  of  Pennsylvania 
School  of  Medicine,  1922;  age  75; 
died  December  31,  1973.  He  had 
served  for  more  than  forty  years  on  the 
staff  of  Albert  Einstein  Medical 
Center,  Northern  Division.  Dr. 
Weiner  was  a  fellow  of  the  American 
College  of  Physicians  and  was  certified 
by  the  American  Board  of  Internal 
Medicine.  He  is  survived  by  his  wife 
and  two  daughters. 

•  Louis  Weiss,  Sewickley;  Universi¬ 
ty  of  Pittsburgh  School  of  Medicine, 
1925;  age  70;  died  December  7,  1973. 
He  was  certified  by  the  American 
Board  of  Otolaryngology  and  was  a 
fellow  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology 
and  of  the  American  College  of  Sur¬ 
geons.  He  is  survived  by  his  wife  and  a 
daughter. 

Crawford  J.  Best,  Leesport;  Uni¬ 
versity  of  Toronto  Medical  College, 
1927;  age  77;  died  January  6,  1974. 
His  wife,  two  daughters,  a  son,  and  a 
sister  survive  him. 

John  Hipsky,  Clairton;  University 
of  Pittsburgh  Medical  School,  1966; 
age  33;  died  December  12,  1973.  He 
was  chief  of  medical  services  for  C. 
Howard  Marcy  State  Hospital.  Infor¬ 
mation  regarding  survivors  is  not 
available. 

Joel  A.  Laster,  Philadelphia;  Medi¬ 
cal  College  of  Virginia,  1967;  age  33; 
died  November  6,  1973.  Dr.  Laster  was 
a  radiologist.  No  information  regarding 
survivors  is  available. 
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PENNSYLVANIA  MEDICINE 


Before  prescribing,  please  consult 
complete  product  information,  a  summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and 
tension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g oper¬ 
ating  machinery,  driving).  Though  physi¬ 
cal  and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp¬ 
toms  (including convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac¬ 
tions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi¬ 
atric  patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat¬ 
ment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 


cially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a  few  instances  syn¬ 
cope  has  been  reported.  Also  encoun¬ 
tered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc¬ 
tion;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5  or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5  mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1000.  Libritabs®  (chlordiaz¬ 
epoxide)  Tablets,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

I  ■L%i*h  up  to  100  mg  daily  in 

LIDllUl  1 1  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa¬ 


tient,  thereby  encouraging  physician 
patient  rapport  and,  on  occasion, 
making  it  easier  forthe  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<S>  Librium  10-mg  capsules 

(chlordiazepoxide  HCI) 
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BULLETIN!  FOUNDATION  FUNDED 

HEW  has  awarded  a  contract  of  $243,295  to  the  Pennsylvania  Medical  Care  Foundation 
for  the  development  of  a  Peer  Review  Advisory  Center,  Matthew  Marshall,  Jr. ,  M.D. , 
Foundation  president,  announced  March  31.  The  center,  a  national  first,  will  provide 
organizational  and  technical  assistance  to  local  PSROs  and  hospital  medical  staffs , 
Larry  Fosselman,  Foundation  executive  director,  said.  It  will  continue  work  already 
begun  by  the  Foundation .  Details  will  appear  in  the  May  issue . 


MEDICAL  CO-OP  DRIVE  ON  The  Pennsylvania  Medical  Cooperative  membership  drive 

was  formally  launched  when  Ralph  C  .  Wilde,  M.D  . ,  Society 
president,  purchased  the  first  $100  share  in  the  cooperative.  A  letter  of  explanation  from 
Dr.  Wilde  and  a  cooperative  membership  application  were  mailed  to  all  Society  members 
at  the  end  of  March.  The  Council  on  Public  Service  has  prepared  a  slide  show  explaining 
the  cooperative ,  but  advance  reservations  are  needed  because  of  heavy  bookings .  Contact 
L.  Riegel  Haas,  acting  director  of  professional  relations,  to  make  arrangements.  The 
Council  also  will  be  making  direct  contact  by  telephone  to  members  urging  them  to  join 
the  cooperative. 


BOARD  REVIEWS  CERTIFICATE  OF  NEED  POLICY  Acting  on  a  recommendation  of  the 

Council  on  Medical  Service,  the 
Board  of  Trustees  at  its  March  meeting  gave  support  in  concept  to  certificate  of  need 
legislation  as  outlined  in  Section  1122  of  Title  XI  of  the  Social  Security  Act  (Section  221 
of  Public  Law  92-603)  which  provides  financial  penalties  for  hospitals  not  complying 
with  state  comprehensive  health  planning.  The  Board  supported  in  the  same  action  a 
recommendation  of  nonsupport  of  state  legislation  which  could  include  injunctive  powers. 
The  Board  further  voted  to  support  a  recommendation  that  where  there  exists  a  conflict 
between  the  state  planning  agency  (314a)  and  a  local  agency  (314b)  ,  a  hearing  be  held 
at  the  local  level  on  the  dispute.  The  Board  reiterated  its  previous  position  opposing 
the  concept  of  a  fiscal  agent  acting  as  a  review  agency  for  comprehensive  health  care 
planning. 

COMPREHENSIVE  HEALTH  CARE  ACT  TESTIMONY  GIVEN  Hearings  were  held  in 

March  on  S  .B  .  1326  ,  the 

"Comprehensive  Health  Care  Act,"  at  several  locations  in  the  Commonwealth  by  the 
Senate  Health  and  Welfare  Committee.  The  Society’s  testimony  was  presented  in 
Pittsburgh  on  March  14  by  Robert  J .  Carroll,  M  .D  . ,  member  of  the  Council  on  Govern¬ 
mental  Relations.  Dr.  Carroll  told  the  committee  that  the  Society's  House  of  Delegates  at 
its  1973  Annual  Session  had  gone  on  record  as  opposing  S  .B .  863,  the  Administration's 
Comprehensive  Health  Care  Act  of  1973,  because  "it  imposed  unusual  and  extremely 
burdensome  regulations  not  only  on  hospitals ,  but  on  physicians  and  others . "  Although 
S  .B.  1326  is  a  so-called  compromise  bill.  Dr.  Carroll  pointed  out  to  the  committee  that 
the  Society's  Board  of  Trustees  had  acted  to  support  legislation  containing  three  main 
ingredients — certificate  of  need ,  authorization  of  the  Department  of  Health  to  license 
hospitals,  and  uniform  accounting  procedures  for  hospitals.  He  called  on  the  committee 
to  amend  S  .B.  1326  to  cover  these  three  main  issues  and  said  several  sections  are  objec¬ 
tionable  ,  especially  those  requiring  state  approval  of  rates  paid  to  providers  and 
approval  of  contracts  between  providers  and  third-party  payors.  Dr.  Carroll  also 
explained  that  Section  221  of  federal  Public  Law  92-603  (now  Section  1122  of  Title  XI  of  the 
Social  Security  Act)  makes  questionable  the  need  for  further  state  legislation  to  establish 
a  health  planning  board.  The  May  issue  of  PENNSYLVANIA  MEDICINE  will  carry  a 
detailed  article  on  S  .B  .  1326. 
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SOCIETY  TESTIMONY  CITES  CONFLICTS  In  testimony  given  at  hearings  conducted 

during  the  last  week  in  March ,  the  Society 
told  the  House  Health  and  Welfare  Committee  that  recently  introduced  H  .B  .  2018 ,  the 
"Health  Care  Facility  Cost  Containment  Act,"  might  be  unnecessary  legislation.  The  bill 
would  give  the  Department  of  Health  certain  cost  control  power  over  hospitals  and  would 
establish  another  advisory  council.  John  F.  Rineman,  the  Society’s  executive  vice 
president,  presented  testimony  explaining  that  while  physicians  become  "frustrated, 
just  as  have  legislators,  in  grappling  with  hospital  costs,"  it  is  important  to  examine  what 
currently  is  on  the  books  in  the  way  of  legislation  and  regulations  to  control  costs  in  order 
to  avoid  enacting  counterproductive  legislation  and  to  have  time  to  evaluate  present  laws 
concerning  cost  containment.  Particularly  cited  with  respect  to  additional  certificate  of 
need  legislation  was  Section  221  of  Public  Law  92-603  (Section  1122  of  Title  XI  of  the 
Social  Security  Act).  The  Society’s  testimony  questions  the  need  for  further  legislation 
on  comprehensive  health  planning  in  view  of  the  control  which  now  exists  through  federal 
legislation.  The  Society  called  attention  to  the  PSRO  section  of  Public  Law  92-603  as 
another  means  of  cost  control  and  explained  the  Pennsylvania  Medical  Care  Foundation’s 
Certified  Hospital  Admissions  Monitoring  Program  (CHAMP)  and  the  role  it  might  play  in 
the  law’s  implementation. 

LEGAL  COUNSEL  OPINION  SUPPORTS  BOARD  POLICY  The  Society’s  legal  counsel, 

Fred  Speaker,  Esq.  ,  has  issued 

a  legal  opinion  stating  that  hospitals  cannot  require  physicians  to  carry  professional 
liability  insurance  as  a  prerequisite  to  appointment  to  a  hospital  medical  staff.  He  states: 
"It  would  be  improper  for  a  hospital  to  attempt  to  require  coverage  through  such  coercive 
tactics."  The  opinion  supports  a  policy  set  by  the  Board  of  Trustees  when  it  voted  in 
March  to  encourage  members  of  hospital  medical  staffs  to  carry  professional  liability 
insurance  but  to  oppose  requirement  of  insurance  as  a  prerequisite  for  staff  privileges. 
Speaker’s  opinion  said  such  a  regulation  improperly  delegates  to  someone  other  than  the 
hospital — that  is  ,  the  insurance  carrier — the  effective  determination  of  which  physicians 
will  be  admitted  to  staff  privileges. 

PSRO  CONTRACT  APPLICATIONS  BEING  ACCEPTED  The  Department  of  Health,  Educa¬ 
tion  ,  and  Welfare  has  announced 
it  is  accepting  applications  for  contracts  from  physician  organizations  seeking  to  partic¬ 
ipate  in  the  Professional  Standards  Review  Organization  (PSRO)  program .  Initial 
deadline  for  submission  of  proposals  for  planning  contracts  had  been  April  15,  1974,  but 
the  deadline  has  been  extended  to  April  30  at  the  urging  of  the  Pennsylvania  Medical  Care 
Foundation  and  other  interested  parties .  Requests  for  contract  applications  and  for 
copies  of  the  PSRO  Manual  must  be  in  writing  from  the  Contracting  Officer ,  Health 
Services  Administration,  Room  16-A-30,  5600  Fishers  Lane,  Rockville,  Md.  20852. 

Twelve  geographic  areas  have  been  established  in  Pennsylvania  by  the  publication  of 
final  HEW  regulations.  In  seven  of  these,  physician  organizations  have  plans  to  submit 
contract  proposals  to  date.  They  are  in  areas  two,  four,  six,  seven,  eight,  nine,  and 
twelve.  The  Pennsylvania  Medical  Care  Foundation  is  advising  local  organizations  in 
PSRO  matters  as  mandated  by  the  House  of  Delegates . 

NEW  CHARGE  GIVEN  TO  MEDICINE-RELIGION  COMMITTEE  The  Board  approved  new 

objectives  for  the  Committee 

on  Medicine  and  Religion .  Included  is  study  of  such  matters  as  definition  of  death , 
euthanasia,  behavior  modification,  genetics,  and  human  medical  experimentation.  In 


other  action  the  Board  voted  to  increase  the  number  of  its  meetings  from  five  to  six  each 
year;  approved  the  recommendation  of  the  Inter  specialty  Committee  that  committee  member- 
’  ship  and  representation  at  the  House  of  Delegates  be  extended  to  the  Robert  H .  Ivy  Society 
(Plastic  Surgery);  heard  a  report  that  voluntary  contributions  to  the  Quackery  Defense 
,  Fund  to  date  amount  to  $16,500  with  about  50  percent  of  members  participating;  and 
approved  presenting  the  Benjamin  Rush  Award  for  an  individual  to  Mrs.  Richard  Rollins, 
of  Haverford,  for  her  work  as  a  braillist — and  for  a  group  to  the  Clearfield  Children’s 
Aid  Society.  Awards  will  be  presented  at  the  Annual  State  Dinner  in  October. 

(  SOCIETY  REPRESENTED  AT  ACUPUNCTURE  HEARINGS  Informal  hearings  on  acupunc¬ 
ture  conducted  by  Louis  P .  Vitti , 

commissioner  for  professional  and  occupational  affairs ,  were  held  March  19  and  20  in 
t  Philadelphia,  March  21  in  Harrisburg,  and  March  22  in  Pittsburgh.  The  State  Society, 
along  with  the  Allegheny  and  Philadelphia  County  Medical  Societies ,  arranged  for  testimony 
1  from  physicians  despite  short  notice.  Physicians  testifying  included  the  following: 

*  Teruo  Matsumoto,  M.D. ,  Ph.D. ,  Philadelphia,  professor  of  surgery  at  Hahnemann,  who 
has  been  conducting  acupuncture  research  for  two  years;  Nathan  Sussman,  M  .D  . , 
Harrisburg,  member  of  the  Society’s  Council  on  Education  and  Science;  Allen  E. 

Yeakel,  M.D. ,  Hershey ,  chairman  of  the  medical  center’s  department  of  anesthesiology; 

Ray  McKenzie,  M.D. ,  Pittsburgh,  head  of  anesthesiology  at  Magee-Womens  Hospital; 

(  Ruben  Tenicela,  M.D. ,  Pittsburgh,  associate  professor  of  anesthesiology  and  director  of 
the  pain  clinic  at  Presbyterian  University  Hospital,  who  also  conducts  a  clinical  research 
program  in  acupuncture;  and  Alfred  Tung,  M.D. ,  recently  of  Hong  Kong,  Dr.  Tenicela’s 
associate.  Fred  Speaker,  Esq.  ,  the  Society's  legal  counsel,  testified  that  acupuncture 
should  be  governed  by  licensing  boards  of  doctors  of  medicine  and  of  osteopathic  medicine . 

.  Dr.  Matsumoto  and  Bruce  A.  Levy,  M.D. ,  fellow  in  surgical  research  at  Hahnemann,  have 
authored  a  special  report  for  PENNSYLVANIA  MEDICINE  (see  page  30)  on  the  history  of 
acupuncture  and  their  current  research.  Commissioner  Vitti  said  he  plans  to  issue  guide¬ 
lines  to  control  acupuncture.  Chiropractors  appeared  in  large  numbers  at  all  of  the 
hearings  but  were  divided  on  whether  or  not  they  should  be  permitted  to  practice 
acupuncture . 

ACUPUNCTURE  RESEARCH  SPARCE  IN  COMMONWEALTH  The  last  published  position  of 

the  State  Board  of  Medical 

Education  and  Licensure  on  acupuncture  is  that  the  procedure  is  the  practice  of  medicine 
and  that:  ”In  Pennsylvania  this  procedure  has  not  been  researched  nor  proven  beneficial. 

It  is  the  Board's  opinion  that  patients  who  have  been  properly  examined,  diagnosed,  and 
considered  for  acupuncture  therapy  could  receive  same  after  referral  by  a  physician  to  a 
research  setting  in  a  medical  school  under  the  guidance  of  a  duly  licensed  and  registered 
physician  in  the  Commonwealth."  The  Society’s  Board  of  Trustees  at  its  March  13  meeting 
supported  this  position  of  the  state  board.  However,  a  recent  survey  made  by  the  State 
Society  shows  that  of  the  state's  seven  medical  schools,  two  have  no  program  in  acupunc¬ 
ture  ,  and  the  others  are  limited .  At  Temple  the  Pain  Clinic ,  under  the  direction  of 
Leroy  W.  Krumperman,  M.D. ,  professor  and  chairman  of  the  department  of  anesthesiology, 
does  some  acupuncture.  Jefferson  has  no  formal  program  but  hopes  to  expand  its 
acupuncture  activities  through  the  Pain  Control  Service  under  the  direction  of  James 
Erickson,  M.D. ,  professor  of  anesthesiology.  At  the  University  of  Pennsylvania  School 
of  Medicine ,  some  acupuncture  is  done  through  the  Center  for  Control  of  Pain  under  the 
direction  of  Alan  Ominsky  ,  M  .D  .  At  the  University  of  Pittsburgh  School  of  Medicine , 
some  acupuncture  is  done  through  the  Pain  Clinic,  headed  by  Dr.  Tenicela.  At  Hahnemann, 


the  Department  of  Surgical  Research  does  some  acupuncture  under  the  direction  of 
Dr .  Matsumoto .  All  programs  are  limited  in  the  number  of  referrals  which  can  be 
accepted . 

WORKMEN’S  COMPENSATION  PAYROLL  AUDITS  DUE  Within  the  next  sixty  days,  field 

payroll  auditors  of  Casualty 

Reciprocal  Exchange  will  be  calling  on  those  of  you  who  have  placed  your  insurance  with 
that  organization.  Your  cooperation  in  having  the  necessary  records  available  for 
completion  of  the  audit  will  be  appreciated .  The  sooner  the  audits  are  made ,  the  sooner 
Dodson  Insurance  Group  can  calculate  the  earned  savings  for  the  past  year  and  make  the 
necessary  distribution .  In  case  you  have  been  asked  to  provide  a  voluntary  report 
instead ,  you  can  help  in  reaching  an  early  determination  of  savings  by  returning  the 
requested  information  as  promptly  as  possible. 

INSURANCE  COMMISSIONER  NAMED  Pennsylvania  has  a  new  insurance  commissioner, 

pending  Senate  approval.  He  is  37-year-old 
career  civil  servant,  William  J.  Sheppard,  who  has  been  serving  as  a  deputy  commis¬ 
sioner  in  the  department.  He  replaced  Herbert  S.  Denenberg,  Ph.D.  ,  who  resigned 
effective  March  29  to  seek  the  Democratic  nomination  for  U.S.  Senator. 

IMMUNIZATION  BILLS  GO  TO  GOVERNOR  Three  Society- supported  bills  on  immuniza¬ 
tion  passed  the  Senate  March  26  and  two  were 
sent  to  the  Governor  for  his  signature.  House  Bills  1363  and  1364  permit  the  Secretary  of 
Health ,  with  the  advice  of  the  Advisory  Health  Board ,  to  issue  rules  and  regulations  on 
communicable  diseases  and  immunization  for  school  children.  H.B.  1365,  which  gives 
legal  protection  to  physicians  and  nurses  participating  in  approved  mass  immunization 
programs,  was  returned  to  the  House  for  concurrence  in  Senate  amendments. 

DR .  SAMMONS  CHOSEN  FOR  TOP  AMA  POST  James  H .  Sammons ,  M  .D  . ,  of  Baytown , 

Tex .  ,  who  has  been  chairman  of  the  AMA 

Board  of  Trustees ,  was  elected  to  the  post  of  executive  vice  president  by  the  Board  of 
Trustees  at  its  March  meeting.  He  succeeds  the  retiring  Ernest  B.  Howard,  M.D.  and 
will  join  the  AMA  staff  April  1.  The  family  physician  was  succeeded  as  chairman 
of  the  AMA  Board  of  Trustees  by  Richard  E.  Palmer,  M.D  . ,  who  has  served  as  vice 
chairman  since  last  fall.  Dr.  Palmer  is  chairman  of  the  Board  of  Commissioners  of  the 
Joint  Commission  on  Accreditation  of  Hospitals. 

STATE  BOARD  CALLS  FOR  NOTIFICATION  Doctors  of  Medicine  who  did  not  receive 

their  1973-74  registrations  from  the  State 

Board  of  Medical  Education  and  Licensure  are  being  requested  to  contact  the  board 
immediately  notifying  it  of  their  present  addresses.  Send  the  information  to  the  Secretary 
State  Board  of  Medical  Education  and  Licensure,  279  Boas  St.  ,  Harrisburg,  Pa.  17120. 

SOCIETY  INCREASES  MILEAGE  FEE  The  mileage  fee  for  officers  and  members  of  the 

State  Society  driving  on  Society  business  has  been 
increased  to  15  cents  per  mile  in  action  taken  by  the  Board  of  Trustees. 

COLC  MAKING  SPOT  CHECKS  Cost  of  Living  Council  officials  are  spot-checking 

Pennsylvania  physicians'  offices  to  see  if  Phase  IV  signs 
are  posted  and  if  fee  schedules  are  available.  A  number  of  Lehigh  Valley  physicians 
were  visited  in  recent  weeks. 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 

PARKER  &  COMPANY  INC. 

COMPANY 

OF  PENNSYLVANIA 

(Underwriter) 

(Administrator) 

A  long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  &  Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier _ 


Name  _ 

Office  Address  _ 

City  _ 

Telephone  _ 

Medical  Specialty  _ 

Date  your  professional  liability 
insurance  expires  _ 


Before  prescribing,  please  con¬ 
sult  complete  product  information, 
a  summary  of  which  follows: 

Indications:  Tension  and  anx¬ 
iety  states ;  somatic  complaints 
which  are  concomitants  of  emo¬ 
tional  factors ;  psychoneurotic  states 
manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive 
symptoms  or  agitation ;  symptomatic 
relief  of  acute  agitation,  tremor,  de¬ 
lirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ;  ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff -man  syndrome,  convulsive  dis¬ 


orders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper¬ 
sensitivity  to  the  drug.  Children 
under  6  months  of  age.  Acute  narrow 
angle  glaucoma ;  may  be  used  in  pa¬ 
tients  with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy¬ 
chotic  patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis¬ 
orders,  possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ;  abrupt  withdrawal  may 
be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity 
of  seizures.  Advise  against  simul¬ 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon¬ 
tinuance  (convulsions,  tremor,  ab¬ 
dominal  and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveil¬ 
lance  because  of  their  predisposition 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


¥  ¥  hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
mxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
~n  addition  to  reassurance  and 
:ounseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
3r  reduced. 

The  beneficial  effect  of  Valium  is 
isually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a  few  days,  although 


some  patients  may  require  a  longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a  more  restful 
night’s  sleep. 


'.ymptom  complex 

t>  Valium  diazepam) 


H - 

Precautions:  If  combined  with 
sr  psychotropics  or  anticonvul- 
;s,  consider  carefully  pharma- 
gy  of  agents  employed ;  drugs 
1  as  phenothiazines,  narcotics, 
)iturates,  MAO  inhibitors  and 
:r  antidepressants  may  poten- 
}  its  action.  Usual  precautions 
cated  in  patients  severely  de- 
sed,  or  with  latent  depression, 
f  ith  suicidal  tendencies.  Observe 
!  il  precautions  in  impaired  renal 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con¬ 
fusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head¬ 
ache,  incontinence,  changes  in  sali¬ 
vation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx¬ 
iety,  hallucinations,  increased  mus¬ 
cle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ;  should  these  occur,  dis¬ 
continue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


1 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Valium* 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 


"" '*# - 


-  Seminar - 

Principles  of  Medical  Practice  Management 


Hershey  Motor  Lodge 


May  10-11,  1974 

Speakers: 


Hershey,  Pennsylvania 


Leif  C.  Beck,  LI.B. 


President,  Management  Consulting  for  Professionals,  Inc.,  Bala  Cynwyd 


Roger  Harrison,  C.P.B.C. 
Fred  Speaker,  Ksq. 


Owner,  Roger  Harrison  Associates,  Inc.,  Norman,  Oklahoma 


Partner,  Pepper,  Hamilton  and  Scheetz .  Harrisburg 


Thomas  E.  Zirkle,  C.P.B.C. 


Co-owner  Professional  Management  Associates,  Inc.,  Chicago,  III.  and  Denver, 
Colorado 


Subjects:  Office  facilities  and  equipment 

Personnel  and  medical  administration 

Fee  Control 

Billing  and  Collection 

12  hours  Category  One  credit 

PMS  Members  $125 


Office  Bookkeeping  and  Accounting 
Group  Practice  and  Professional  Corporations 
Personal  financial  and  estate  planning 
HMO  Act 

Preregistration  required 

Nonmembers  $175 


Contact:  The  Pennsylvania  Medical  Society,  20  Erford  Rd.,  Lemoyne,  Pa.  17043 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 
Niciri  ““ 

A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN"  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  . . .  100  mg 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  ...... .50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  tor  literature  and  samples  ... 

(BRcimi  THF  brown  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

‘AVAILABLE  ON  RE0UEST:  Ronald  I.  Goldberg,  M.D.  S  Franklin  I.  Shuman.  M  O 
Double-blind  study  on  the  treatment  of  mentally  contused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society.  Vol.  XII,  No.  6.  June  1964 


friaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

riaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  1 2.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic  Expectorant 

with  Codeine  © 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a  Schedule  V  controlled  substance. 


The  Adult  Expectorants  that  are  great  for  kids,  too. 

Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501  b — rb 


lip  tip©  l>pping.v. 


A 


•  •  •  •  • 


there  are  more  medical  meetings  than  at  any  other  time  of  the 
^  year.  You  should  be  able  to  claim  Category  I  credit  for 
^  /t  attendance  at  many  of  them! 


How  can  you  tell? 

1 .  See  the  supplement  to  JAMA,  August  13,  1973. 

Attendance  at  any  listed  course  may  be  reported  on  an  hour-for-hour 
basis  in  Category  I. 

2.  See  PENNSYLVANIA  MEDICINE,  October  and  December  1973  and 
January  and  March  1974. 

Category  I  credit  activities  are  marked  (1). 

3.  See  list  of  Pennsylvania  accredited  continuing  medical  education  institu¬ 
tions  on  page  21,  December  1973  PENNSYLVANIA  MEDICINE. 

or 

See  the  brochure  accompanying  the  1973  application  form  for  the  AM  A 
Physician’s  Recognition  Award.  Beginning  on  page  9  is  a  complete  list  of 
accredited  institutions  nationwide. 

Continuing  medical  education  activities  of  these  institutions  generally 
carry  Category  I  credit. 

4.  Call  the  organization  that  is  sponsoring  the  program.  Ask  (a)  if  Category  I 
credit  has  been  authorized  for  the  program  and  (b)  who  the  accredited 
sponsor  is. 

You  will  need  this  information  for  the  PR  A  application  form. 


For  more  information,  contact:  Council  on  Education  and  Science 

Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pa.  17043 
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newsfronts 


Officers’  Conference  April  feature 


Is  there  a  shortage  of  physi¬ 
cians  in  Pennsylvania?  Specifi¬ 
cally,  is  there  a  shortage  of 
primary  care  physicians?  These 
questions  and  others  will  be  an¬ 
swered  by  a  panel  of  experts  at 
the  1974  Officers’  Conference, 
which  opens  at  2  p.m.,  Wednes¬ 
day,  April  24,  at  the  Harrisburg 
Host  Inn. 

This  first  panel  discussion,  en¬ 
titled  “Unraveling  the  Distribu¬ 
tion  Knot — Primary  Care,”  will 
follow  opening  remarks  by  the 
conference  chairman,  R.  William 
Alexander,  M.D.,  of  Reading,  and 
a  “Report  to  the  Stockholders,” 
detailing  the  Society’s  progress 
since  the  1973  session  of  the 
House  of  Delegates,  by  John  F. 
Rineman,  executive  vice  presi¬ 
dent. 

The  primary  care  panel  dis¬ 
cussion  will  be  led  by  four 
speakers.  Bernard  B.  Zamostien, 
M.D.,  of  Philadelphia,  will  repre¬ 
sent  the  American  Academy  of 
Family  Physicians.  He  is  a  past 
president  of  the  Pennsylvania 
Academy  of  Family  Physicians. 

Representing  medical  schools 
on  the  vital  issues  of  curriculum 
and  curriculum  reform  will  be 
Paul  C.  Brucker,  M.D.,  chairman 
of  the  department  of  family  medi¬ 
cine  at  Jefferson  Medical  College 
and  director  of  the  family  medi¬ 
cine  residency  program  sched¬ 


uled  to  begin  operations  in  Sep¬ 
tember  of  1974. 

Panelist  Samuel  B.  Watterson, 
M.D.,  a  family  physician  from 
Boswell,  Somerset  County, 
where  he  maintains  a  rural  prac¬ 
tice  with  his  partner,  Jan  R.  de 
Vries,  M.D.,  will  speak  on  the  im¬ 
pact  of  adding  physician’s  as¬ 
sistants  to  their  practice  when  a 
physician  in  a  nearby  town 
moved  away,  leaving  this  seg¬ 
ment  of  the  population  to  their 
care. 

Representative  William  R. 
Shane,  legislator  from  Indiana 
County  and  cosponsor  of  H.  B. 
1550,  which  proposes  new  ideas 
for  subsidizing  medical  educa¬ 
tion  in  the  Commonwealth,  will 
round  out  the  panel.  Shane,  a 
Democrat,  was  born  in  Indiana, 
Pa.,  graduated  from  Harvard  in 
1957,  and  earned  his  law  degree 
from  the  University  of  Pennsyl¬ 
vania  in  1961 . 

H.B.  1550,  which  the  Society 
supports  in  principle,  would  es¬ 
tablish  a  Pennsylvania  Medical 
Education  Council  to  set  medi¬ 
cal  education  priorities  and  re¬ 
sponsibilities,  particularly  for 
postgraduate  training,  and 
would  earmark  state  funds  ac¬ 
cordingly. 

The  Pennsylvania  Medical  Po- 
litical  Action  Committee 
(PaMPAC)  has  prepared  the 


final  portion  of  the  Wednesday 
afternoon  session,  featuring  two 
nationally  known  speakers.  They 
are  Rex  E.  Kenyon,  M.D.,  of 
Oklahoma  City,  a  member  of  the 
AMPAC  Board  of  Directors,  and 
Paul  M.  Newman,  of  Diamond 
Bar,  Calif.,  political  analyst  and 
head  of  his  own  research  organi¬ 
zation.  Newman  will  explain  how 
analyses  are  used  by  candidates 
to  determine  the  critical  issues 
in  a  campaign  and  the  image 
they  should  project  to  win  votes. 
Dr.  Kenyon  will  discuss  AMPAC 
strategy  in  election  year  1974. 

Continuing  education  and  the 
Society’s  education  requirement 
for  continued  membership  will 
be  highlighted  at  the  Thursday 
morning  session,  featuring  ex¬ 
pert  speakers  from  the  AMA  and 
on  the  state  level. 

Final  speaker  for  the  two-day 
program  will  be  Charles  M. 
Jacobs,  J.D.,  associate  director 
of  the  Joint  Commission  on 
Accreditation  of  Hospitals. 
Jacobs,  who  did  his  undergrad¬ 
uate  studies  and  took  his  law 
degree  at  the  University  of 
Chicago,  is  responsible  for  the 
office  of  legal  affairs  and  for 
professional  relations  for  the 
commission  and  is  an  instructor 
at  the  University  of  Missouri 
School  of  Medicine.  His  subject 
is:  “Medical  Staff  Law  and 
Bylaws — Myth,  Rumor,  and 
Fact.” 


Reye’s  syndrome  study  involves  Pittsburgh  physicians 


Children’s  Hospital  of  Pitts¬ 
burgh  cared  for  twenty-three  of 
the  twenty-four  patients  suffering 
from  Reye’s  syndrome  who  were 
the  subject  of  a  study  reported  in 
an  article  in  the  March  1974  issue 
of  Pediatrics  (official  publication 
of  the  American  Academy  of  Pe¬ 
diatrics.) 

The  children  ranged  in  age 


from  two  months  to  thirteen 
years.  Those  treated  with  peri¬ 
toneal  dialysis  in  addition  to 
standard  therapy  had  an  82  per¬ 
cent  recovery  rate,  while  those 
treated  with  standard  therapy 
alone  had  only  a  15  percent  re¬ 
covery  rate.  In  all  cases,  the  pa¬ 
tient  had  had  a  mild  viral-type  in¬ 
fection  about  a  week  prior  to  the 


onset  of  repetitive  vomiting, 
delirium,  disorientation,  or  sei¬ 
zures  followed  by  coma. 

The  paper  was  coauthored  by 
Frederick  J.  Samaha,  M.D.,  U.S. 
Public  Health  Service;  and  Ed¬ 
ward  Blau,  M.D.  and  John  Berar- 
dinelli,  M.D.,  from  the  depart¬ 
ments  of  pediatrics  and  neurolo¬ 
gy  at  the  University  of  Pittsburgh 
School  of  Medicine  and  Chil¬ 
dren’s  Hospital  of  Pittsburgh. 
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Society  to  hold  management  seminar 


A  workshop  on  medical  prac¬ 
tice  management  will  be  pre¬ 
sented  on  May  10-11  by  the  PMS 
Continuing  Education  Program  at 
the  Hershey  Motor  Lodge,  Her- 
shey,  to  assist  physicians  in  the 
improvement  of  the  management 
of  both  individual  and  group 
practices. 

The  faculty  is  comprised  of 
foiur  experts  in  the  application  of 
sound  business  principles  and 
systems  of  organization  directly 
applicable  to  the  setting  up  of 
new  medical  practices  or  the  im¬ 
provement  of  existing  ones. 

Leif  C.  Beck,  LI.B.,  president  of 
Management  Consulting  for  Pro¬ 
fessionals,  Inc.,  Bala  Cynwyd, 
has  become  familiar  to  Pennsyl¬ 
vania  physicians  through  his 
series  of  articles  in  PENNSYL¬ 
VANIA  MEDICINE.  He  is  a 


member  of  the  Society  of  Profes¬ 
sional  Business  Consultants,  an 
editorial  consultant  for  Medical 
Economics,  and  is  a  lecturer  on 
medical  management,  taxation, 
and  professional  corporations. 

Roger  Harrison,  C.P.B.C., 
owner  of  Roger  Harrison  As¬ 
sociates,  Inc.,  Norman,  Okla¬ 
homa,  is  past  president  and 
chairman  of  the  board  of  ex¬ 
aminers  of  the  Society  of  Profes¬ 
sional  Business  Consultants.  He 
is  an  editorial  consultant  for  Med¬ 
ical  Economics  with  seventeen 
years  experience  as  a  business 
consultant  for  physicians. 

Fred  Speaker,  Esq.,  a  partner 
of  the  law  firm  of  Pepper, 
Hamilton  and  Scheetz,  is  former 
director  of  the  Legal  Services 
Program  for  the  Office  of  Eco¬ 
nomic  Opportunity  in  Washing¬ 


ton,  D.C.,  former  attorney  general 
for  the  Commonwealth,  and  legal 
counsel  for  the  State  Society. 

Thomas  E.  Zirkle,  C.P.B.C.,  co¬ 
owner  of  Professional  Manage¬ 
ment  Associates,  Inc.  of  Chicago, 
III.  and  Denver,  Colo.,  is  immedi¬ 
ate  past  president  of  the  Society 
of  Professional  Business  Con¬ 
sultants,  a  contributing  author  to 
Prism  (the  new  AMA  magazine), 
and  is  the  author  of  the  book  en¬ 
titled  Corporate  Practice. 

See  the  announcement  in  this 
issue  of  PENNSYLVANIA  MEDI¬ 
CINE  (page  6)  for  specific  areas 
applicable  to  all  solo  and  group 
practice  management,  for  Cate¬ 
gory  One  credit  allowable,  and 
for  registration  details.  Further 
information  may  be  obtained  by 
contacting  the  PMS  Registrar, 
Pennsylvania  Medical  Society,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 
Advance  registration  is  neces¬ 
sary. 


Renal  disease  committee  members  named 


Three  new  physicians  have 
been  named  to  two-year  terms 
on  the  governor’s  Renal  Disease 
Advisory  Committee,  Secretary 
of  Health  J.  Finton  Speller,  M.D., 
announced  recently. 

They  are:  Edward  S.  Cooper, 
M.D.,  Germantown;  Joseph  J. 
Mowad,  M.D.,  Danville;  and 


Mario  J.  Sebastianelli,  M.D., 
Jessup.  Committee  members 
who  were  reappointed  to  the 
committee  include  Drs.  J.  D. 
Lasher,  Erie;  James  A.  Nicotero, 
Pittsburgh;  Bradford  K.  Strock, 
Mechanicsburg;  and  Frank  J. 
Sweeney,  Bala  Cynwyd. 

One  of  the  committee’s  re¬ 


sponsibilities  is  to  regulate 
state-approved  treatment 
centers  for  patients  suffering 
from  chronic  kidney  disease. 
There  are  currently  some  543 
Pennsylvania  residents  being 
treated  at  thirty-three  such  hos¬ 
pital  centers,  according  to 
George  A.  Jones,  M.D.,  director 
of  the  Chronic  Renal  Disease 
Services. 


Three  groups  announce  annual  meetings 


The  Wainwright  Tumor  Clinic 
Association’s  annual  meeting  will 
be  held  on  May  8,  1974,  at 
Shadyside  Hospital  in  Pittsburgh, 
Whitney  C.  Corsello,  M.D.,  presi¬ 
dent,  has  announced. 

A.S.  Ketchum,  M.D.,  National 
Cancer  Institue  surgeon;  Robert 
J.  Hartzog,  M.D.,  Singer  Memori¬ 
al  Research  Institute  of  Pitts¬ 
burgh  pathologist  and  re¬ 
searcher;  Richard  Desser,  M.D., 
Michael  Reese  Hospital,  Chi¬ 
cago;  and  Joseph  H.  Burchenall, 
Memorial  Hospital  of  New  York 


City  chemotherapist,  will  present 
the  cancer  oriented  program.  All 
physicians  are  welcome  to  attend 
the  meeting  which  will  begin  at  9 
a.m. 


The  annual  meeting  of  the 
Pennsylvania  Society  of  Anesthe¬ 
siologists  will  occur  May  10-12  at 
Seven  Springs  Mountain  Resort, 
Champion. 

Anesthesia  and  its  relation  to 
endocrine,  neurosurgical,  pedi¬ 
atric,  and  cardiopulmonary 
problems  will  be  discussed 


during  the  scientific  sessions.  A 
seminar  on  malpractice  loss 
prevention  sponsored  by  Ar¬ 
gonaut  Insurance  Company,  un¬ 
derwriter  of  the  State  Society’s 
professional  liability  program, 
will  be  a  feature  of  the  meeting. 


The  annual  meeting  of  the 
Pennsylvania  Allergy  Association 
will  be  held  June  14-16,  1974,  at 
the  Hershey  Hotel,  Hershey.  Pro¬ 
gram  Chairman  is  Leonard  S. 
Girsh,  M.D.,  Philadelphia. 

Topics  applicable  to  clinical 
allergy  will  deal  with  immunology 
and  pharmacology. 
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Medical  co-op  new— idea  time  tested 


Members  of  the  State  Society 
received  last  month  their  initial 
invitation  to  join  the  Pennsylvania 
Medical  Cooperative,  a  venture 
being  sponsored  by  the  State  So¬ 
ciety  as  mandated  by  the  1973 
House  of  Delegates.  Purpose  of 
the  cooperative,  membership  in 
which  is  open  to  State  Society 
members  only  by  purchase  of  a 
$100  lifetime  share,  is  to  afford 
physicians  substantial  savings  in 
the  purchase  of  office  supplies. 

The  concept  is  simple.  The  co¬ 
operative  will  purchase  supplies 
in  large  amounts  directly  from 
manufacturers  at  wholesale 
prices  and  resell  to  members  at 
cost.  Being  built  into  the  plan  is 
an  automatic  replenishment  fea¬ 
ture  which  will  maintain  the  office 
inventory  of  basic  supplies  at  the 
level  desired  by  the  physician 
member. 

If  you’ve  received  your  letter  of 
invitation,  you  may  be  wondering 
at  this  point  about  the  history  of 
cooperatives  in  the  United  States 
and  their  record  of  service  to 
their  members. 


Think  about  it  at  breakfast, 
while  you  enjoy  juice,  buttered 
toast,  cereal,  eggs,  bacon 
perhaps,  and  coffee.  You  may  not 
realize  it,  but  a  large  portion  of 
what  is  served  at  your  breakfast 
table  comes  to  you  through  coop¬ 
erative  enterprise  of  some  kind. 
Some  of  the  largest  food  produc¬ 
ers  in  the  nation  belong  to  coop¬ 
eratives,  through  which  they  buy 
supplies  and  market  their  goods. 

Think  about  credit  unions — 
these  are  cooperatives — and  al¬ 
most  22  million  Americans  use 
them  to  save  money  and  to 
borrow  at  low  interest  rates  when 
necessary.  Almost  eight  million 
Americans  now  belong  to  pre¬ 
paid  group  health  plans — 


another  form  of  a  cooperative. 
Students  form  co-ops  to  provide 
housing  and  books  to  members 
at  reasonable  cost.  Farmers  have 
joined  cooperatives  over  a  long 
period  of  time,  and  for  many 
reasons.  Cooperative  purchasing 
of  supplies  has  saved  them 
money.  Cooperative  action  has 
provided  electricity  and  tele¬ 
phone  service.  Cooperative  mar¬ 
keting  has  enabled  farmers  to 
offer  their  goods  to  the  public  at 
reasonable  prices. 

Millions  of  Americans  benefit 
from  cooperatives.  Why  not  you? 
See  the  announcement  of  the 
Pennsylvania  Medical  Coopera¬ 
tive  on  page  26  of  this  issue.  For 
further  information,  contact  the 
PMS  Council  on  Public  Service, 
20  Erford  Rd.,  Lemoyne  17043. 


Pennsylvania  MEDICAL  Cooperative 


Approve  new  residency  programs  in  state 


Additional  family  practice  re¬ 
sidency  programs  have  been 
•  approved  by  representatives  of 
the  American  Academy  of  Family 
Physicians,  the  American  Board 
of  Family  Practice,  and  the 


American  Medical  Association  at 
a  December  meeting  of  the 
Residency  Review  Committee 
for  Family  Practice. 

Newly  approved  family  prac¬ 
tice  training  programs  in  Penn¬ 


sylvania  are  at  Latrobe  Area 
Hospital,  Latrobe;  Chestnut  Hill 
Hospital,  Philadelphia;  and  at 
Thomas  Jefferson  University 
Hospital  (and  university  affi¬ 
liated  hospitals),  Philadelphia. 

These  latest  approvals  bring 
the  number  of  such  programs  in 
the  state  to  seventeen. 


State  M.D.s,  students  serve  on  S.S.  Hope 


Ten  Pennsylvania  physicians 
and  medical  students  have  com¬ 
pleted  two-month  rotational 
periods  of  service  aboard  the 
S.S.  Hope  during  her  final  six 
months  in  Maceio,  Brazil.  They 
were  engaged  in  public  health 
and  preventive  medicine  pro¬ 
grams  and  in  teaching  both  un¬ 


dergraduate  and  graduate 
courses  in  medicine  and  sur¬ 
gery. 

Those  who  have  served  since 
mid-June  are:  Robert  E.  John¬ 
stone,  anesthesiology  resident, 
Aldan;  Robert  J.  Demuth,  M.D., 
plastic  surgeon,  Erie;  Frank  B. 
Diamond,  Jr.,  medical  student, 


Hershey;  Brett  B.  Gutsche,  M.D., 
anesthesiologist,  Philadelphia; 
James  W.  Harwood,  medical 
student,  Philadelphia;  Charles  R. 
Bales,  M.D.,  plastic  surgeon, 
Erie,  Eric  M.  Kennel,  M.D.,  anes¬ 
thesiologist,  Philadelphia;  Rob¬ 
ert  Steiner,  M.D.,  radiologist, 
Philadelphia,  Frank  M.  Tooze, 
M.D.,  plastic  surgeon,  Erie;  and 
Theodore  C.  Smith,  M.D.,  anes¬ 
thesiologist,  Philadelphia. 
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The  HMO  Act  of  1973 
and  its 

meaning  to  private  practice 

LEIF  C.  BECK,  LI.B. 

Bala  Cynwyd 

Mr.  Beck  is  President  of  Management  Consulting 
for  Professionals,  Inc.  of  Bala  Cynwyd. 

The  “Health  Maintenance  Organization  Act  of 
1973,’’  signed  into  law  by  President  Nixon  on 
December  29,  1973,  is  of  importance  to  every 
private  practicing  physician.  It  thus  surprises  me 
that  most  of  them  seem  not  to  understand  what  it 
provides  and  how  the  resulting  HMOs  might 
operate.  Even  more  importantly,  each  private 
physician  should  become  aware  how  HMOs  might 
affect  his  own  future. 

I  recently  attended  a  two-day  briefing  session  on 
the  new  law,  sponsored  by  the  Group  Health  Asso¬ 
ciation  of  America,  and  I  am  convinced  that  the 
HMO  will  be  a  bona  fide  economic  competitor  to 
traditional  private  practices.  Furthermore,  con¬ 
sidering  the  amount  of  funding  assistance  and  cer¬ 
tain  other  advantages  the  Act  gives  to  HMOs,  the 
level  of  competition  will  undoubtedly  drive  many 
doctors  out  of  private  practice.  It  will  probably 
cause  the  remaining  doctors  some  degree  of  eco¬ 
nomic  disruption  as  well. 

My  statements  do  not,  however,  mean  that  I  am 
opposed  to  HMOs  or  to  the  new  Act.  In  fact,  I 
believe  the  new  arrangements  might  provide  the 
public  with  a  healthy  choice  between  contrasting 
concepts  of  health  care  delivery.  Such  competition 
exists  in  all  other  segments  of  our  society,  generally 
to  the  benefit  of  society  itself,  and  there  is  no  valid 
reason  why  the  same  should  not  be  true  in 
medicine.* 

As  a  result,  I  believe  physicians  should  learn 
basically  what  is  contained  in  this  important  new 
federal  law.  Some  of  them  will  consider  taking  the 
lead  in  forming  HMOs  in  their  own  areas,  hence 
using  the  Act  themselves;  others  will  consider 


*  The  risk,  of  course,  is  that  general  governmental  reg¬ 
ulation  over  private  practice  (such  as  continued  wage 
and  price  controls,  medicare  preferences,  and  the  like) 
will  unduly  restrict  private  practices  in  their  competi¬ 
tion  with  HMOs.  This  possibility  is  not  implicit  in  the 
new  Act  and  is  in  fact  contrary  to  its  intent  to  have  via¬ 
ble  alternatives.  I  hope  government  generally  will  re¬ 
spect  that  intent. 


joining  HMOs  or  contracting  to  provide  specialty 
services,  perhaps  even  on  a  fee-for-service  basis. 
In  whatever  capacity,  I  hope  this  series  of  articles 
on  the  Act  and  its  terms  will  be  useful. 

Introductory  Summary 

Very  briefly,  the  Act  defines  a  HMO  as  an  organi¬ 
zation  providing  broad  health  services  to  its 
members  on  a  “prepaid”  or  premium  basis.  There 
are  eleven  specific  requirements  that  an  HMO  must 
meet  to  qualify  within  the  Act,  and  these  include 
emphases  on  health  maintenance,  quality  control, 
and  professional  education,  as  well  as  encourage¬ 
ment  of  services  to  “medically  underserved  popula¬ 
tion”  groups  and  member-patient  participation  in 
policy  decisions.  All  of  these  aspects  will  be  dis¬ 
cussed  later. 

Recognizing  the  economic  difficulty  of  getting  an 
HMO  into  operation,  the  Act  calls  for  $325  million  of 
assistance  over  the  next  four  fiscal  years.  These 
funds  will  be  used  to  help  support  feasibility 
surveys,  planning  and  initial  development  costs, 
and  some  initial  operating  costs.  The  assistance 
will  be  in  various  forms,  including  outright  grants, 
contracts,  loans,  and  loan  guarantees. 

In  addition,  the  Act  gives  further  aid  to  HMOs  by 
requiring  most  employers  to  offer  health  benefit 
plans  through  area  HMOs  and  by  “preempting” 
certain  state  laws  regarding  medical  practice.  In 
my  view,  these  latter  non-dollar  aspects  may 
become  the  most  significant. 

HMO  Employee  Health  Plans 

Recognizing  that  the  best  way  for  an  HMO  to  ob¬ 
tain  its  desired  size*  is  through  employee  health 
benefit  plans,  Section  1310  of  the  Act  requires  use 
of  that  avenue.  It  provides  that  every  employer 
subject  to  the  Fair  Labor  Standards  Act  (the 
minimum  wage  laws)  and  having  at  least  twenty- 
five  employees  must  offer  its  employees  a  “dual 
choice.”  If  there  is  a  “qualified”  HMO  offering 
services  in  the  area  where  the  employees  live,  and 
if  the  employer  offers  any  health  benefits  plan  at 
all,  it  must  offer  the  HMO  arrangement  as  an  alter¬ 
native  choice. 

Since  most  companies  have  employee  health 
programs,  and  since  most  of  them  are  subject  to 
the  minimum  wage  law,  the  net  effect  of  this  dual 


*  To  assure  extensive  reach  of  the  “dual  choice’’  con¬ 
cept,  the  HMO  Act  requires  it  even  of  those  employers 
who  would  be  exempt  from  the  minimum  wage  laws 
under  the  Fair  Labor  Standards  Act’s  employee  exemp¬ 
tion  provisions. 
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choice  provision  may  be  dramatic.  It  will  simply 
cause  a  great  percentage  of  our  population  to  be 
presented  with  the  immediate  and  continuing  op¬ 
portunity  to  join  an  HMO  for  all  medical  care  and 
concurrently  cease  to  be  patients  of  their  former 
private  practitioners. 

The  HMO’s  appeal  to  these  employees  and  their 
union  leaders  may  be  far  greater  than  most  of  us 
anticipate.  The  HMOs  will  be  well-organized  and 
promoted,  with  freedom  from  traditional  medical 
restrictions  against  advertising  and/or  soliciting 
members  (discussed  later).  Their  “total  health 
care”  and  “health  maintenance  concepts”  will  be 
most  appealing  sales  points,  which  are  already 
particularly  popular  among  labor  unions.  Even 
company  personnel  managers  may  find  HMOs  to 
be  a  more  attractive  benefit.  If  only  20  percent  of 
the  employees  in  a  community  should  “buy”  this 
choice,  one  can  well  imagine  the  economic  effect 
upon  the  established  medical  practices. 

There  are  presently  at  least  sixty-seven  HMOs 
in  practice*,  and  with  $325  million  dollars  of  as¬ 
sistance  money  involved,  that  number  may 
become  perhaps  400  in  just  a  few  years  and  then 
over  1,000.  This  should  mean  at  least  one  active 
HMO  in  each  population  area,  so  that  the  pressure 
on  private  practice  should  become  quite  wide¬ 
spread. 

Some  restrictions  may  tend  to  lessen  the  effects 
described  above.  For  example,  an  HMO  must  offer 
such  an  extensive  package  of  merely  “basic” 
health  services  that  the  monthly  premium  may 
make  the  choice  too  costly.  And  since  the  Act  pro¬ 
tects  employers  by  not  requiring  them  to  pay  more 
for  health  benefits  through  the  HMO  than  under 
their  prevailing  programs,  much  of  the  cost  may 
pass  through  to  the  employees  themselves — 
making  the  HMO  still  harder  to  sell.  While  recog¬ 
nizing  these  problems,  however,  my  own  view  is 
that  they  will  merely  delay  HMO  development 
without  becoming  an  absolute  hindrance. 

Some  critics  in  the  medical  establishment  con¬ 
tend  the  HMOs  will  be  unable  to  recruit  enough 
doctors  to  meet  the  expansion  goals.  This  may  be 
a  problem,  yet  the  economics  are  so  huge 
(especially  when  including  the  governmental  as¬ 
sistance)  that  the  HMOs  should  be  able  to  com¬ 
pete.  What  is  more,  the  Act’s  entire  concept  of  fos¬ 
tering  independence  among  HMOs  in  such 
matters  as  income  division  methods  and  patient- 
physician  responsibility  may  make  some  HMOs  far 
more  attractive  than  the  traditional  stereotype  of 

*  This  is  the  number  presently  receiving  payments  for 
medicaid  services,  per  Lucille  Reifman,  associate  com¬ 
missioner,  Medical  Services  Administration,  Dept,  of 
Health,  Education,  and  Welfare. 


salaried  medicine.  Finally,  the  Act  permits  an  HMO 
to  contract  with  existing  medical  practices  for 
services,  even  on  a  fee-for-service  basis*  if 
desired,  and  this  may  be  the  source  for  much  of 
the  medical  manpower  during  the  growth  stage. 
As  HMOs  grow,  of  course,  their  economic  pres¬ 
sures  are  likely  to  influence  increasing  numbers  of 
private  practitioners  to  switch. 

Overriding  of  State  Laws 

Section  1311  of  the  Act  is  another  potent  force  in 
fostering  HMO  development.  It  does  this  by  cutting 
through  or  “preempting”  any  state  statutes  or  regu¬ 
lations  hindering  the  organization  or  operation  of 
HMOs.  If  any  state  rule  requires  a  medical  care  or¬ 
ganization  (1)  to  obtain  medical  society  approval, 
(2)  to  have  physician  control,  (3)  to  permit  open 
physician  membership,  or  (4)  to  meet  certain  in¬ 
surance  regulations,  those  rules  are  specifically 
made  inapplicable  to  any  HMO  which  is  either 
federally  “qualified”  or  financially  assisted  under 
the  Act.  This  variety  of  state  regulation  had 
seriously  impeded  HMOs  in  some  states,  although 
Pennsylvania  is  no  longer  one  of  them. 

The  Act  similarly  prohibits  any  state  from 
preventing  an  HMO  from  soliciting  patient- 
members  through  advertising  its  services,  charges, 
or  other  aspects.  Thus,  when  an  HMO  is  offered  to 
an  employee  group  as  a  new  choice,  the  HMO  may 
make  a  real  marketing  effort  in  much  the  same  way 
as  business  promotes  all  other  products  and  serv¬ 
ices.  Many  of  the  full-time  organizers  of  HMOs  are 
in  fact  marketing  experts,  indicating  a  relatively 
new  dimension  in  the  health  care  industry. 

While  the  HMO  and  its  details  may  be  advertised, 
the  Act  is  careful  to  prevent  any  advertising  of  the 
doctor  himself.  This  is  a  reasonable  reflection  of  the 
medical  ethical  rules  against  solicitation.  Neverthe¬ 
less,  the  traditional  fee-for-service  group  may  find 
it  difficult  to  retain  its  patients  as  they  become  bar- 
raged  by  sophisticated  marketing  of  the  HMO. 

Federal  Financial  Assistance 

HMOs  are  so  costly  to  bring  into  self-sufficiency 
that  their  development  has  been  sketchy  to  date. 
Arrangements  for  hospital  care,  extended  care  fa¬ 
cilities,  specialty  physicians,  and  the  like  may 
require  a  patient  base  of  thousands  before  the 
break-even  point  can  be  reached,  and  the  early 
losses  could  be  staggering.  Even  preliminary 
studies  into  an  HMO’s  feasibility  could  cost  far 
(Continued  on  page  15) 

*  There  must,  however,  be  a  core  “medical  group’’ 
which  is  principally  involved  in  the  HMO  practice.  It  is 
normally  contemplated  that  this  core  group  will  render 
at  least  the  bulk  of  the  primary  care. 
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editorials 


Give  PSRO  critical  test 

On  January  24,  1974,  at  the  midwinter  session  of 
the  AMA,  the  House  of  Delegates  adopted  a  posi¬ 
tion  paper  on  PSRO. 

The  establishment  of  a  Professional  Standards 
Review  Organization  (PSRO)  under  federal  gov¬ 
ernment  control  became  law  late  in  1972  as  part  of 
the  Social  Security  Amendments  of  1972. 

Many  recommendations  and  options  on  PSRO 
were  discussed  at  the  AMA  meeting.  In  general  it 
was  quite  obvious  that  many  delegates  were 
unhappy  with  PSRO,  and  some  of  the  discussion 
centered  around  repeal  of  the  legislation. 

As  distasteful  as  the  Bennett  Amendment  is  to 
physicians — like  any  law  of  the  land,  it  is  a  reaLity 
and  has  become  a  fact  of  life.  There  is  little  likeli¬ 
hood  of  repeal  because  it  must  be  given  an  oppor¬ 
tunity  to  show  whether  the  delivery  of  medical 
care  will  be  improved  under  a  legislatively  man¬ 
dated  peer  review  organization. 

The  sanest  approach  will  be  to  amend  the  law 
after  it  has  been  tested  to  eliminate  those  features 
which  may  contribute  to  the  deterioration  of  pa¬ 
tient  care  by  interfering  with  the  physician’s  judg¬ 
ment  in  the  care  of  his  patient. 

Safeguards  must  be  established  to  preserve 
confidentiality  between  physician  and  patient.  The 
bureaucratic  mind  will  attempt  to  implement  rules 
and  regulations  designed  to  enhance  its  public 
image  as  a  preserver  of  the  public  health. 

It  seems  assured  that  PSRO  will  achieve  the 
status  of  a  federal  government  regulatory  agency 
with  state  and  regional  offices.  While  the  exact 
role  remains  to  be  defined,  data  acquisition,  cost 
containment,  and  investigation  of  patient  griev¬ 
ances  against  health  providers  could  be  expected 
to  be  a  part  of  the  role. 

With  the  increasing  expansion  of  the  HMO  con¬ 
cept  and  the  push  from  our  present  “cottage  in¬ 
dustry”  into  health  care  corporations,  one  can  see 


the  gradual  evolvement  of  the  private  health  care 
system  into  a  public  utility. 

In  the  present  atmosphere  of  runaway  inflation, 
we  now  have  headlines  on  prices  in  the  oil  and 
food  industries  as  well  as  on  medical  care.  While 
recognizing  the  complexities  of  American  busi¬ 
ness  and  industry  and  their  long-standing  rela¬ 
tionships  with  government  regulatory  agencies,  it 
hardly  gives  me  comfort  to  see  the  continuing 
encroachment  by  federal  and  state  government  on 
the  private  sector  of  medical  care  as  an  answer  to 
the  so-called  health  care  crisis.  This  contrived 
crisis  has  been  used  as  the  club  to  convince  the 
public  of  the  need  for  all  sorts  of  government  pro¬ 
grams  of  health  care. 

It  would  give  me  great  satisfaction  to  see  a  task 
force  go  to  work  to  compare  the  cost  and  and  per¬ 
formance  of  current  government  medical  provider 
programs  with  the  cost  and  performance  of  the 
private  sector.  Neither  side  would  be  without  its 
deficiencies,  but  I  am  certain  that  by  any  measure, 
private  medicine  would  receive  a  superior  per¬ 
formance  rating. 

If  we  are  to  effect  beneficial  changes  in  the 
health  care  system,  it  must  be  with  knowledgeable 
physicians  and  health  care  fiscal  and  administra¬ 
tive  professionals  already  thoroughly  familiar  with 
our  present  system. 

Above  all,  the  government  health  care  bureau¬ 
cracy  can  no  longer  enjoy  the  anonymity  it  has  had 
all  too  long.  The  decision  making  bodies  must 
maintain  a  high  degree  of  public  visibility  and  be 
held  publicly  accountable  for  their  actions  or  inac¬ 
tion.  Organized  medicine  must  assure  the  devel¬ 
opment  of  open  lines  of  communications  between 
government  regulator,  consumer,  and  provider  for 
prompt  resolution  of  problems  if  patients  are  to 
avoid  being  caught  in  a  morass  of  government  red 
tape  to  assure  the  medical  necessity  and  proper 
level  of  care  for  their  ailments. 

David  A.  Smith,  M.D. 

Medical  Editor 


Make  education  count 

The  goal  of  every  physician  is  improved  patient 
care.  The  goal  of  any  continuing  education  pro¬ 
gram  is  better  health  care.  How  to  get  from  here  to 
there  is  sometimes  a  problem.  Many  of  us,  at  one 
time  or  another,  have  gone  to  a  conference  whose 
title  was  not  descriptive  of  the  program  and  little 
useful  knowledge  applicable  to  our  practices  was 


gained.  This  unfortunate  situation  can  be  avoided 
by  forethought  and  preliminary  planning. 

In  order  to  determine  the  program  most  suited 
to  your  personal  needs,  obtain  a  general  overview 
of  your  practice.  Collect  and  summarize  data  on 
patients.  Using  the  summary,  form  an  outline  of 
educational  needs.  Compare  your  practice  per¬ 
formance  against  acceptable  professional  stand¬ 
ards.  You  will  have,  in  effect,  performed  a  medical 
audit  on  yourself. 
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Having  determined  educational  needs  by 
searching  for  deficiencies  in  practice  profiles,  the 
next  step  is  to  formulate  educational  objectives. 
This  simply  means  that  a  statement  of  what  you 
hope  to  do  or  know  at  the  conclusion  of  the  pro¬ 
gram  is  clearly  defined. 

For  example,  by  evaluation  of  your  practice,  you 
determine  that  you  need  to  know  more  about  the 
management  of  hypertensive  encephalopathy. 
Your  goal  is  the  reduction  of  mortality  from  hyper¬ 
tensive  crisis.  The  objective,  then,  would  be  to 
increase  your  knowledge  and  skills  in  dealing  with 
this  entity — specifically,  knowledge  pertaining  to 
newer  antihypertensive  drugs  and  their  use. 

There  are  a  number  of  methods  by  which  knowl¬ 
edge  may  be  gained.  Suppose  that  you  decide,  in 
keeping  with  the  above  example,  that  a  lecture 
course  would  best  suit  your  needs  because  you 
are  attempting  to  gather  new  facts.  Several 
sources  of  programs  are  available.  The  most 
comprehensive  list  is  found  in  the  August  supple¬ 
ment  of  the  Journal  of  the  American  Medical  Asso¬ 
ciation  which  details  Category  One  accredited 
meetings  held  throughout  the  country  and  is 


HMO  Act  of  1973 

(Continued  from  page  13) 

more  than  most  venturers  can  afford.  Thus,  govern¬ 
mental  assistance  during  these  early  stages  of  an 
HMO’s  development  has  been  essential. 

The  Act  appropriates  $165  million  dollars  over 
three  fiscal  years  simply  to  grants  and  contracts  for 
“feasibility  surveys,  planning,  and  initial  develop¬ 
ment.”  There  are,  of  course,  certain  limits  on  any 
single  organization’s  support.  No  single  grant  or 
contract  for  a  feasibility  survey  may  exceed 
$50,000,  nor  may  a  grant,  contract,  or  loan  guaran¬ 
tee  for  planning  exceed  $125,000.  Furthermore,  the 
federal  assistance  may  not  exceed  90  percent  of 
the  total  costs  (unless  the  HMO  is  to  serve  a 
“medically  underserved  population”),  so  that  some 
economic  stake  is  required  of  the  organizers. 

It  is  likely  that  there  will  be  far  more  requests  for 
financial  assistance  than  there  is  money  available. 
Thus  the  HEW  officials  acknowledged  the  likeli¬ 
hood  of  “intense  competition”  for  grants  resulting 
in  an  inordinate  emphasis  on  application  prepara¬ 
tion.  The  best  prepared  and  most  knowledgeable 
applications,  showing  sound  planning  and  commit¬ 
ment,  will  obviously  receive  the  best  reception. 

In  view  of  this  competition  and  stress  on  the 
application  process,  I  believe  a  potential  HMO  will 
have  to  invest  substantial  time  and  money  simply  to 
reach  the  point  of  seeking  federal  assistance.  Since 
the  applicant  could  be  a  physician  group,  an  insur¬ 
ance  company,  a  hospital  or  medical  school,  a 


broken  down  by  medical  specialties.  Specialty 
journals  also  include  course  announcements. 
PENNSYLVANIA  MEDICINE  provides  comprehen¬ 
sive  course  listings  in  the  September  and  January 
issues.  When  you  have  found  one  or  more  possible 
conferences,  write  for  information  concerning  the 
program.  Not  all  conferences  on  hypertension  will 
include  hypertensive  crisis. 

Do  not  overlook  your  own  hospital  departmental 
programs.  Many  are  of  excellent  quality  and  may 
be  tailored  to  your  needs.  Medical  staff  meetings 
may  also  provide  information  since  many  are 
based  on  medical  audits.  The  list  of  accredited 
Pennsylvania  hospitals  is  increasing  since  greater 
emphasis  is  being  placed  on  continuing  medical 
education. 

Finally,  when  the  program  is  over,  evaluate  it. 
Have  you  reached  your  objectives?  Your  methods 
of  treatment  should  have  changed  and  as  a  result 
improved  your  patient  care.  Continuous  review  of 
your  practice  will  reveal  the  benefits  of  careful 
selection  of  continuing  education  courses. 

David  A.  Smith,  M.D. 

Medical  Editor 


public  community  service  group,  a  labor  union,  a 
foundation,  or  of  any  other  basic  form,  the  applica¬ 
tions  will  vary  rather  dramatically.  Physician 
groups  must  recognize  their  disadvantage  in  this 
competition  unless  they  invest  heavily  in  business 
help  to  plan  the  earliest  “prefeasibility”  study 
stages  and  then  to  prepare  the  all-important 
application. 

Conclusion 

This  first  article  has  attempted  to  demonstrate 
the  significance  of  the  new  HMO  Act  before  even 
describing  HMOs  and  the  Act’s  many  requirements 
of  form  and  activity.  I  hope  it  has  been  helpful  in 
showing  that  HMOs  will  become  a  major  influence 
on  medical  practice  through  their  marketing  activi¬ 
ties  and  their  financial  assistance  opportunities. 

HMOs  will  create  both  threats  and  opportunities 
for  the  private  practitioners.  The  threats,  of  course, 
emanate  from  the  economic  competition  develop¬ 
ing  as  an  HMO  grows  in  a  specific  area  and  as 
physicians  relocate  in  response  to  these  growth 
patterns.  The  opportunities  may  be  just  as  exciting, 
for  physicians  might:  (1)  join  together  and  form 
their  own  HMOs;  (2)  become  the  core  “medical 
groups”  of  HMOs  sponsored  by  other  organiza¬ 
tions;  or  (3)  contract  with  HMOs  to  provide  inde¬ 
pendent  specialty  services  to  the  HMO  members. 

Next  month’s  article  will  consider  the  Act’s 
guidelines  for  organization  and  operation  of  an 
HMO  and  how  physicians  can  deal  with  these  three 
alternatives. 
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The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper¬ 
tensive  patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a  complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es¬ 
sential  hypertension  is  charac¬ 
terized  by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas¬ 
ingly  concerned  with  the  ef¬ 
fects  of  an  antihypertensive 
agent  not  only  on  blood  pres¬ 


sure  itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec¬ 
tively?  Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main¬ 


tained?  And,  also,  is  there 
likely  to  be  drug-induced  pos¬ 
tural  hypotension  serious 
enough  to  pose  a  threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder¬ 
ate  hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap¬ 
proval  from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu¬ 
ally  maintained  with  no  cardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo¬ 
merular  filtration  rate,  or  fil¬ 
tration  fraction.  And  ALDOMET 
usually  does  not  cause  sympto¬ 
matic  postural  or  exercise 
hypotension. 


Some  patients  on  continuous 
methyldopa  therapy  may  de¬ 
velop  a  positive  direct  Coombs 
test.  For  more  details,  see  the 
brief  summary  of  prescribing 
information. 

Contraindicated  in  active  he¬ 
patic  disease  and  known  sensi¬ 
tivity  to  the  drug.  Not  recom¬ 
mended  in  pheochromocytoma 
or  pregnancy.  It  should  be  used 
with  caution  in  patients  with  a 
history  of  liver  disease  or  dys¬ 
function.  Discontinue  the  drug 
if  fever,  abnormal  liver  func¬ 
tion,  jaundice,  or  acquired 
hemolytic  anemia  occurs. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 


METHYLDOPA  MSD 


smoothly  lowers  blood  pressure 


For  a  brief  summary  of  prescribing  information,  please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  known  sen¬ 
sitivity.  Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon¬ 
sive  to  mild  sedation  or  thiazide  therapy.  Use  cau¬ 
tiously  in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  Acquired  hemolytic  anemia  has  occurred 
rarely  in  association  with  therapy  with  methyldopa. 
Should  clinical  symptoms  indicate  the  possibility 
of  anemia,  hemoglobin  and/or  hematocrit  deter¬ 
minations  should  be  performed.  If  anemia  is  pres¬ 
ent,  appropriate  laboratory  studies  should  be  done 
to  determine  if  hemolysis  is  present.  Evidence 
of  hemolytic  anemia  is  an  indication  for  discontin¬ 
uation  of  the  drug.  Discontinuation  of  methyldopa 
alone  or  the  initiation  of  adrenocortical  steroids 
usually  results  in  a  prompt  remission  of  the  ane¬ 
mia.  Rarely,  however,  fatalities  have  occurred. 

Some  patients  on  continued  therapy  with  methyl¬ 
dopa  develop  a  positive  direct  Coombs  test;  inci¬ 
dence  reported  has  averaged  between  10%  and 
20%.  It  rarely  occurs  in  first  six  months  of  ther¬ 
apy,  and  if  not  seen  within  twelve  months,  is  un¬ 
likely  to  develop  with  continued  administration. 
Positive  Coombs  test  is  dose-related;  lowest  in¬ 
cidence  occurs  in  patients  on  1  g  methyldopa  or 
less  per  day.  Reversal  of  the  positive  Coombs  test 
occurs  within  weeks  to  months  after  discontinua¬ 
tion  of  methyldopa.  Prior  knowledge  of  a  positive 
Coombs  reaction  aids  in  evaluation  of  cross  match 
for  transfusions.  Patients  with  positive  Coombs 
tests  at  time  of  cross  match  may  exhibit  incom¬ 
patible  minor  cross  match.  When  this  occurs,  an 
indirect  Coombs  test  should  be  performed.  If  nega¬ 
tive,  transfusion  with  blood  otherwise  compatible 
in  the  major  cross  match  may  be  carried  out.  If 
positive,  advisability  of  transfusion  with  blood 
compatible  in  major  cross  match  should  be  deter¬ 
mined  by  hematologist  or  expert  in  transfusion 
problems. 

Fever  has  occurred  within  first  three  weeks  of  ther¬ 
apy,  sometimes  with  eosinophilia  or  abnormalities 
in  liver  function  tests,  such  as  serum  alkaline 
phosphatase,  serum  transaminases  (SGOT,  SGPT), 
bilirubin,  cephalin  cholesterol  flocculation,  pro¬ 
thrombin  time,  and  bromsulphalein  retention.  Jaun¬ 
dice,  with  or  without  fever,  may  occur,  with  onset 
usually  in  the  first  two  to  three  months  of  therapy. 
Rare  cases  of  fatal  hepatic  necrosis  have  been  re¬ 
ported.  Liver  biopsy  in  several  patients  with  liver 
dysfunction  has  shown  microscopic  focal  necrosis 
compatible  with  drug  hypersensitivity.  Rarely,  re¬ 
versible  reduction  in  leukocyte  count  with  primary 
effect  on  granulocytes  has  been  seen;  reversible 
agranulocytosis  has  been  reported.  Methyldopa 
may  interfere  with  measurement  of  creatinine  by 
alkaline  picrate  method  and  of  uric  acid  by  phos- 
photungstate  method.  When  used  with  other  anti¬ 
hypertensive  drugs,  potentiation  of  antihyperten¬ 
sive  action  may  occur. 

Usage  in  Pregnancy  and  Childbearing  Age— Not 


recommended  in  pregnancy.  In  women  of  child¬ 
bearing  age,  weigh  potential  benefits  against  pos¬ 
sible  fetal  hazards. 

Precautions:  Perform  periodic  hepatic  function 
tests  and  white  cell  and  differential  blood  counts 
during  first  six  to  twelve  weeks  of  therapy  or  in 
unexplained  fever.  Discontinue  if  fever,  abnormal¬ 
ities  in  liver  function  tests,  or  jaundice  appears. 
Since  methyldopa  causes  fluorescence  in  urine  sam¬ 
ples  at  the  same  wavelengths  as  catecholamines, 
spuriously  high  levels  of  urinary  catecholamines 
may  be  reported.  This  will  interfere  with  the  diag¬ 
nosis  of  pheochromocytoma.  Discontinue  drug  if 
involuntary  choreoathetotic  movements  occur  in 
patients  with  severe  bilateral  cerebrovascular  dis¬ 
ease.  Anesthetics  requirements  may  be  reduced; 
hypotension  occurring  during  anesthesia  usually 
can  be  controlled  with  vasopressors.  Hypertension 
may  occur  after  dialysis  because  methyldopa  is 
removed  by  this  procedure. 

Dosage  should  be  limited  initially  to  500  mg  daily 
when  following  previous  antihypertensive  agents 
other  than  thiazides.  Do  not  exceed  recommended 
daily  dose  of  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa¬ 
tients  with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sen¬ 
sitivity  in  those  with  advanced  arteriosclerotic 
vascular  disease;  this  may  be  avoided  by  lower 
doses.  Tolerance  occasionally  seen  either  early  or 
late,  but  more  likely  between  second  and  third 
month  after  initiation  of  therapy;  increased  dos¬ 
age  or  combined  therapy  with  a  thiazide  frequently 
restores  effective  control. 

Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres¬ 
sure,  including  dizziness,  lightheadedness,  and 
symptoms  of  cerebrovascular  insufficiency,  are 
seen  occasionally.  Angina  pectoris  may  be  aggra¬ 
vated.  Symptoms  of  orthostatic  and  exercise  hypo¬ 
tension  may  occur;  if  symptoms  occur,  reduce 
dosage.  Bradycardia,  nasal  stuffiness,  mild  dry¬ 
ness  of  mouth,  and  gastrointestinal  symptoms  in¬ 
cluding  distension,  constipation,  flatus,  and  diarrhea 
occur  occasionally;  these  can  be  relieved  by  reduc¬ 
ing  dosage.  Nausea  and  vomiting  have  been  re¬ 
ported  in  only  a  few  patients.  Sore  tongue  or 
“black  tongue,’’  pancreatitis,  and  inflammation 
of  salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently;  if 
edema  progresses  or  signs  of  pulmonary  conges¬ 
tion  appear,  discontinue  drug.  Rarely,  urine  ex¬ 
posed  to  air  may  darken  due  to  breakdown  of 
methyldopa  or  its  metabolites.  Other  rare  reac¬ 
tions  include  breast  enlargement,  lactation,  impo¬ 
tence,  decreased  libido,  skin  rash,  mild  arthralgia, 
myalgia,  paresthesias,  parkinsonism,  psychic  dis¬ 
turbances  including  nightmares,  reversible  mild 
psychoses  or  depression,  reversible  thrombocyto¬ 
penia,  drug-related  fever  and  abnormal  liver  func¬ 
tion  studies  with  jaundice  and  hepatocellular 
damage  (see  Warnings  and  Precautions),  rise  in 
BUN,  and  a  single  case  of  bilateral  Bell’s  palsy. 

Supplied:  Tablets,  containing  250  mg  methyldopa 
each,  in  single-unit  packages  of  100  and  bottles 
of  100  and  1000. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  &  Dohme,  Division  of  Merck  &  Co.,  live.. 
West  Point,  Pa.  19486 
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Let’s  make 
blood  pressure 
“required 
reading 
for  all 
physicians. 
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With  recent  estimates  that  about 
23  million  Americans  have  high 
blood  pressure— and  that  half  of 
them  are  not  even  aware  of  it— 
detection  of  the  problem  in 
asymptomatic  persons  has  be¬ 
come  an  issue  of  national 
importance. 

Family  physicians  are  being 
urged  to  take  blood  pressure 
readings  as  a  matter  of  office 
routine,  regardless  of  the  pre¬ 
senting  complaint  or  the  reason 
for  the  visit.  And  because  many 
people  do  not  see  a  family 
physician  for  relatively  long 
periods  of  time,  some  experts 
are  suggesting  that  ophthalmolo¬ 
gists,  gynecologists,  derma¬ 
tologists,  orthopedists,  psy¬ 
chiatrists,  dentists,  school 
nurses,  family  planning  coun¬ 
selors,  and  other  health-care 
personnel  make  blood  pressure 
reading  a  routine  part  of  every 
examination  or  consultation. 

Of  course,  a  diagnosis  of  hyper¬ 
tension  cannot  be  made  on  the 
basis  of  a  single  reading,  but 
routine  blood  pressure  readings 
can  uncover  potential  trouble  in 
a  certain  proportion  of  patients. 
And  when  trouble  is  suggested, 
further  evaluation  can  be  pur¬ 
sued  more  effectively. 


Blood  pressure - 
“required  reading” 
for  all  physicians. 


Maybe  the  patient’s  self-diagno¬ 
sis  is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis¬ 
charge  and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a  cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a  complete  history  and  ex¬ 
amination  rule  out  allergic  rhini¬ 
tis,  the  long-term  outlook  will  he 
a  lot  more  favorable  than  his 
own  “diagnosis”  would  have  in¬ 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a  cold,  he’s 
suffering  from  the  same  irritat¬ 


ing  symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with¬ 
out  much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 
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Whether  it’s  a  cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller¬ 
gic  manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea¬ 
sonal  allergies,  sinusitis,  rhinitis,  con¬ 
junctivitis  and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain¬ 
dicated  during  pregnancy  and  in  children 
under  1 2  years  of  age.  Because  of  its  dry¬ 
ing  and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron¬ 
chial  asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu¬ 
lar  diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma¬ 
chinery,  etc.  Patients  receiving  antihista¬ 
mines  should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

MHmetapjP 
MJ.x'fi'it  tubs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac¬ 
tions  to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi¬ 
tude,  giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick¬ 
ening  of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo¬ 
tension/hypertension,  headache,  faint¬ 
ness,  dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar¬ 
rhea,  constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

AH-^OBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a  terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester¬ 
day’s  pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A  far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No,  2,  3.  or  4  contains:  Phenobarbital  ('/«  gr.),  16.2  mg,  (warning: 
may  be  habit  forming):  Aspirin  (2’/j  gr.).  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Codeine 
phosphate.  ’A  gr.  (No.  2),  'h  gr.  (No.  3)  or  1  gr.  (No.  4)  (warning:  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2  and  No.  3 — 1  or  2  capsules  every  3  to  4  hours  as  needed; 
Phenaphen  No.  4 — 1  capsule  every  3  to  4  hours  as  needed.  For  further  details 
see  product  literature. 

/jj] ;  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub¬ 
'll  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5  times  within  6  months,  unless  restricted  by  state  law. 


A.  H.  Robins  Company,  Richmond,  Va. 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 

cumulative  action  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  “roller-coaster”  nor  a  “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


BllliiSOlfooUM 

(SODIUM  BUTABARBIlflL) 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  orq.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5  cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  ©  Mcn  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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acute  , 
gonorrhea 


This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 

It  took  just  one  short  visit. . . 
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*Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly1;  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andltobkin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
—  For  Intramuscular  Injection: 

2  gm  vials  containing  5  ml  when  reconstituted 
with  diluent. 

4  gm  vials  containing  10  ml  when  reconstituted 
w'ith  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 
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tFor  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. _ 
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Radwan  A.  Badawi,  M.D.,  748  Quincy  Ave.,  Scranton  18510. 
Mariel  G.  Carino,  M.D.,  226  Main  St.,  Blakely  18447. 

Ching-Hai  Chang,  M.D.,  141  Salem  Ave.,  Carbondale  18407. 

Min  Suk  Chai,  M.D.,  141  Salem  Ave.,  Carbondale  18407. 
Victorio  B.  Cinco,  M.D.,  Williamson  Bldg.,  Olyphant  18447. 
Virgil  Gheorgiu,  M.D.,  1007  Medical  Arts  Bldg.,  Scranton 
18503. 

Gerald  A.  Gryczko,  M.D.,  606  Gladiola  Dr.,  Clarks  Summit 
18411. 

Francis  J.  LaLuna,  M.D.,  748  Quincy  Ave.,  Scranton  18510. 
Jorge  Miranda,  M.D.,  140  Salem  Ave.,  Carbondale  18407. 
Olindo  J.  Preli,  M.D.,  Medical  Arts  Bldg.,  Suite  1008,  Scranton 
18503. 

Chang  Nam  Rhiew,  M.D.,  5D  Abington  Garden,  Chinchilla 
18410. 

Sang  John  Suh,  M.D.,  517  S.  Main  St.,  Old  Forge  18518. 

John  G.  Wandalowski,  M.D.,  748  Quincy  Ave.,  Scranton  18510. 
Jun  Yi  Wu,  M.D.,  302  Harrison  Ave.,  Scranton  18510. 


LANCASTER  COUNTY: 

John  M.  Grasse,  Jr.,  M.D.,  115  N.  9th  St.,  Akron  17501. 

Cynthia  Harrison,  M.D.,  104  Kloss  Dr.,  Apt.  A.,  Lancaster 
17603. 

George  R.  Hart,  M.D.,  800  S.  Market  St.,  New  Wilmington 
16142. 


LUZERNE  COUNTY: 

George  A.  Grinaway,  M.D.,  Wilkes-Barre  General  Hospital, 
Wilkes-Barre  18702. 

Haragopal  S.  Penugonda,  M.D.,  16  Blue  Bird  Court,  Wilkes- 
Barre  18706. 


McKEAN  COUNTY: 

Thomas  Logio,  M.D.,  2  Thompson  Park,  Kane  16735. 

MONTOUR  COUNTY: 

Gerald  H.  Cohn,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

Roger  W.  Rodgers,  M.D.,  401  Laura  Dr.,  No.  3,  Danville  17821. 

NORTHUMBERLAND  COUNTY: 

Jaime  M.  Singzon,  M.D.,  330  N.  12th  St.,  Sunbury  17801. 


POTTER  COUNTY: 

George  C.  Poore,  M.D.,  Mapleview  Health  Center,  Coudersport 
16915. 

Teguh  B.  Sulistio,  M.D.,  Cole  Memorial  Hospital,  Coudersport 
16915. 

SCHUYLKILL  COUNTY: 

Hector  F.  Esquivel,  M.D.,  Creswell  Gardens,  R.D.  1,  Ashland 
17921. 

Jangwoo  Lee,  M.D.,  2059  King  Ave.,  Pottsville  17901. 

Abdul  Wahhab,  M.D.,  7th  and  West  Market  St.,  Pottsville  17901 . 

VENANGO  COUNTY: 

James  W.  M.  Ham,  M.D.,  161 1  Elk  St.,  Franklin  16323. 

Charles  P.  Van  Tilburg,  M.D.,  201  Prospect  Ave.,  Franklin 
16323. 

WESTMORELAND  COUNTY: 

Benja  Assanasen,  M.D.,  R.D.  1,  Box  205,  Avonmore  15618. 
Charin  Assanasen,  M.D.,  R.D.  1,  Box  205,  Avonmore  15618. 
Young  Jo  Song,  1260  Martin  Ave.,  New  Kensington  15068. 

John  W.  Stilley,  M.D.,  Latrobe  Area  Hospital,  Latrobe  15650. 

YORK  COUNTY: 

Gary  L.  Blacksmith,  Jr.,  M.D.,  179  Reynolds  Mill  Rd.,  York 
17403. 

Kenneth  P.  Heaps,  M.D.,  1  Rathton  Rd.,  York  17403. 

Clifford  W.  Lynd,  Jr.,  M.D.,  101  N.  Findlay  St.,  York  17402. 
Thomas  D.  Schonauer,  M.D.,  1  Rathton  Rd.,  York  17403. 
Kenneth  F.  Woerthwein,  M.D.,  116  N.  George  St.,  York  17401. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic  -analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non¬ 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient's  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
131 1  resin  sponge  uptake,  T3  ,3’l  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  'A  grain;  V2  grain;  scored  1 
grain;  IV2  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY: 

ARE  PATIENTS 
GETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid®  (thyro- 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant... for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


Now!  You  Too  Can  Reap  the  Benefits  of 

Group  Purchasing 


Pennsylvania  MEDICAL  Cooperative 

VMM 


Physicians  can  enjoy  substantial  savings  on 
the  cost  of  their  office  supplies  if  they  buy  them 
cooperatively,  or  on  a  group  basis,  instead  of  indi¬ 
vidually,  according  to  results  of  a  study  conducted 
for  the  Pennsylvania  Medical  Society. 

That’s  a  mighty  appealing  prospect  in  this  day 
of  rapidly  rising  costs.  And  it’s  what  the  new  Penn¬ 
sylvania  Medical  Cooperative  is  all  about. 

The  concept  of  the  Pennsylvania  Medical 
Cooperative  is  very  simple.  The  Cooperative  will 
purchase  medical  supplies  in  large  quantities  di¬ 
rectly  from  the  manufacturer  and  resell  them  to 
its  physician  members  at  cost. 

Initially  the  Cooperative  will  confine  itself  to 
the  sale  of  expendable  supplies,  with  expected  sav¬ 
ings  of  30  to  50  per  cent.  Later  the  Cooperative 
will  expand  into  the  field  of  surgical  supplies,  office 

Another  new  benefit  to  members 


equipment,  etc.,  with  the  potential  for  even  greater  I 
savings. 

Membership  in  the  Cooperative  will  be  open 
to  Pennsylvania  Medical  Society  members  only.  | 
The  cost  of  membership  is  nominal  ...  a  once-  I 
and-done  purchase  of  a  $100  lifetime  share.  And  ! 
this  amount  ...  or  a  substantial  part  of  it  ...  is  jj 
returnable  if  you  wish  to  withdraw  for  any  reason,  i 

This  is  your  chance  to  simplify  your  purchas-  I 
ing  procedures,  take  a  giant  stride  toward  inven-  |] 
tory  control,  and  make  substantial  savings  in  the  $ 
process.  For  complete  information,  please  write  I 
or  call. 

Pennsylvania  Medical  Cooperative 
20  Erford  Road 
Lemoyne,  Pennsylvania  17043 
717-238-1635 

of  Pennsylvania  Medical  Society 


M.D.s  in  the  news 


Frank  I.  Marlowe,  M.D.,  Wyn- 
newood,  assistant  professor  of 
otolaryngology  at  Medical  College 
of  Pennsylvania,  has  been  elected 
vice  president  of  the  recently 
formed  Philadelphia  Society  of 
Facial  Plastic  Surgeons.  Dr.  Mar¬ 
lowe  is  a  fellow  of  the  American 
College  of  Surgeons,  the  American 
Academy  of  Ophthalmology  and 
Otolaryngology,  and  the  American 
Academy  of  Facial  and  Plastic 
Reconstructive  Surgery. 

Warren  W.  Nichols,  M.D.,  senior 
physician  in  the  division  of  metabo¬ 
lism  and  genetics  at  Children’s  Hos¬ 
pital  of  Philadelphia,  participated 
recently  in  a  symposium  on  the  po¬ 
tential  genetic  effects  of  environ¬ 
mental  pollutants  which  was  held  in 
Moscow  and  Kiev,  U.S.S.R. 

George  L.  Jackson,  M.D.,  director 
of  nuclear  medicine  at  Harrisburg 
Hospital,  has  been  elected  to  the 
first  Board  of  Regents  of  the  newly 
formed  American  College  of  Nu¬ 
clear  Physicians. 

Robert  W.  Leipold,  M.D., 
McClure,  has  become  director  of 
the  department  of  community  medi¬ 
cine  at  the  Geisinger  Medical 
Center  in  Danville.  He  is  a  past 
president  of  the  Mifflin-Juniata 
Medical  Society  and  is  a  diplomate 
of  the  American  Board  of  Family 
Practice.  He  expects  to  establish  a 
family  practice  residency  program 
at  Geisinger. 

Geisinger  Medical  Center,  Dan¬ 
ville,  has  announced  a  number  of 
new  staff  appointments.  They  are: 
Carl  L.  Reams,  M.D.,  associate  in 
the  department  of  otolaryngology; 
Francis  K.  Moll,  M.D.,  associate  in 
orthopedic  surgery;  Hugh  R.  Wil¬ 
liams,  M.D.,  associate  in  psychiatry; 
and  John  T.  Fazekas,  M.D.,  as¬ 
sociate  in  the  department  of 
radiology. 

Four  Luzerne  County  Medical  So¬ 
ciety  members  have  earned  the 
PMS  Fifty-Year  Award.  They  are: 

Louis  W.  Jones,  M.D.,  Harveys  Lake; 
Charles  J.  Kistler,  M.D.,  Kingston; 
Michael  Murphy,  M.D.,  West  Pitt- 
ston;  and  Francis  G.  Tonrey,  M.D., 

Mountaintop. 


The  current  edition  of  Who’s  Who 
in  the  World  contains  the  name  of 
Hartwig  Kuhlenbeck,  M.D.,  Ph.D.  He 
is  professor  emeritus  in  anatomy  at 
the  Medical  College  of  Pennsyl¬ 
vania.  He  is  currently  completing 
the  final  volumes  of  an  extensive  in¬ 
vestigation  in  comparative  neuro¬ 
biology.  In  1963,  Dr.  Kuhlenbeck 
was  internationally  recognized  by 
being  elected  to  the  Max  Planck  In¬ 
stitute  for  Brain  Research.  The  soci¬ 
ety  has  a  membership  of  about  200 
of  the  world’s  foremost  scientists. 


Gunter  R.  Haase,  M.D.,  has  been 
appointed  director  of  the  depart¬ 
ment  of  neurology  of  Pennsylvania 
Hospital  and  named  a  full  professor 
at  the  University  of  Pennsylvania 
School  of  Medicine.  He  was  for¬ 
merly  professor  of  neurology  at 
Temple  University  School  of  Medi¬ 
cine  and  chairman  of  the  depart¬ 
ment  at  Temple  University  Hospital. 
He  is  a  diplomate  of  the  American 
Board  of  Neurology  and  Psychiatry 
and  a  fellow  of  the  American  Acad¬ 
emy  of  Neurology,  the  Association 
for  Research  of  Nervous  and  Mental 
Diseases,  the  American  Association 
for  the  Advancement  of  Science, 
and  the  Philadelphia  College  of 
Physicians. 

James  C.  Giuffre,  M.D.,  executive 
and  medical  director  of  St.  Luke’s 
Hospital  and  Children’s  Medical 
Center,  Philadelphia,  has  been 
given  a  distinguished  service  award 
and  presented  with  a  check  to  be 
used  for  hospital  improvements  by 
the  Italian  American  Press,  Radio, 
and  Television  Association.  Dr. 
Giuffre  has  established  a  waterfront 
clinic,  an  airport  clinic,  and  a  drug 
education  program  for  policemen, 
all  of  which  are  administered  by  St. 
Luke’s  Hospital. 


DR.  HAASE 


DR.  KUHLENBECK 


Richard  L.  Naeye,  M.D.,  chairman 
of  the  department  of  pathology  at 
the  Milton  S.  Hershey  Medical 
Center,  Pennsylvania  State  Univer¬ 
sity,  has  received  a  U.S.  Public 
Health  Service  grant  for  research 
on  the  vascular  factors  in  hemody¬ 
namic  regulation.  Charles  W.  Lloyd, 
M.D.,  professor  of  obstetrics  and 
gynecology  at  Hershey,  has  re¬ 
ceived  a  grant  from  Lilly  Research 
Laboratories  for  research  on  blasto- 
kinin  and  prostaglandins  in  human 
endometrium. 

Eugene  G.  Isidro,  M.D., 

Lawrence,  has  been  named  chief 
pathologist  and  director  of  clinical 
laboratories  at  Jameson  Memorial 
Hospital,  New  Castle.  The  new  as¬ 
sociate  pathologist  is  Bienvenido  S. 
Ong,  M.D.  Dr.  Isidro  is  a  diplomaje 
of  the  American  Board  of  Pathology 
and  a  fellow  of  the  College  of  Amer¬ 
ican  Pathologists  and  the  American 
Society  of  Clinical  Pathologists. 

The  Chester  County  Medical  So¬ 
ciety  has  honored  Edith  Johnson, 
M.D.,  West  Chester,  with  presenta¬ 
tion  of  a  PMS  Fifty-Year  Award. 

James  H.  Gault,  M.D.,  has  been 
appointed  senior  physician  and 
chief  of  cardiovascular  laboratories 
at  the  Lancaster  General  Hospital. 
He  was  previously  professor  of 
medicine  and  chief  of  the  division  of 
cardiology  at  the  Milton  S.  Hershey 
Medical  Center,  Pennsylvania  State 
University,  Hershey. 

Elizabeth  Blackwell,  M.D., 
received  a  singular  honor  when  the 
U.S.  Postal  Service  issued  a  com¬ 
memorative  stamp  in  her  honor  as 
the  first  woman  in  the  western 
hemisphere  to  earn  a  medical 
degree.  Presentation  of  the  honor 
was  made  at  a  meeting  of  the  Mont¬ 
gomery  County  Medical  Society 
recently. 

Mayer  A.  Green,  M.D.,  Pittsburgh, 
recently  served  as  program  director 
of  the  postgraduate  course  in  pedi¬ 
atric  allergy  of  the  Association  of 
Convalescent  Homes  and  Hospitals 
for  Asthmatic  Children  held  at 
Miami  Beach,  Florida.  He  was 
named  president  elect  of  the  asso¬ 
ciation. 
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m.d.'s  in  the  news 


Harry  Prystowsky,  M.D.,  provost 
and  dean  at  the  Milton  S.  Hershey 
Medical  Center  of  Pennsylvania 
State  University,  was  one  of  four 
participants  in  a  seminar  of  the  Na¬ 
tional  Academy  of  Sciences  Insti¬ 
tute  of  Medicine  Overview  Com¬ 
mittee  on  Education  and  Health 
Professions  in  Washington,  D.C., 
recently  to  debate  the  role  of  regu¬ 
lations  as  seen  by  health  univer¬ 
sities. 

Cyril  H.  Wecht,  M.D.,  Allegheny 
County  coroner,  has  been  elected 
chairman  of  the  Allegheny  County 
Drug  and  Alcohol  Planning  and 
Implementation  Council.  He  is 
chairman  of  the  drug  abuse  com¬ 
mittee  of  the  Allegheny  County 
Medical  Society,  clinical  associate 
professor  of  pathology  at  the  Uni¬ 
versity  of  Pittsburgh  Schools  of 
Medicine  and  Dental  Medicine, 
research  professor  of  law,  and 
director  of  the  institute  of  forensic 
sciences  at  Duquesne  University 
School  of  Law. 

Jaime  M.  Singzon,  M.D.,  has 

been  named  medical  director  of  the 
chronic  respiratory  disease  clinic  at 
Shamokin  State  General  Hospital. 
The  clinic  has  been  established  for 
black  lung  disease  victims  and 
victims  of  other  industrially  caused 
respiratory  ailments.  Dr.  Singzon  is 
a  fellow  of  the  American  Thoracic 
Society  and  the  American  College 
of  Chest  Physicians. 


Harold  R.  Schumacher,  M.D.,  co¬ 
director  of  hematology  at  Harris¬ 
burg  Hospital,  has  been  certified  by 
the  American  Board  of  Internal 
Medicine  in  the  subspecialty  of 
oncology.  He  is  also  certified  in 
hematology. 

The  late  Louis  A.  Krimm,  M.D.,  of 

Williamsport,  has  been  named  re¬ 
cipient  of  a  Dr.  John  W.  Lauler  Me¬ 
morial  Award  for  contributions  in 
the  field  of  rehabilitative  medicine. 
Presentation  was  made  by  the 
Lycoming  County  Medical  Society 
to  Mrs.  Krimm,  whose  husband  had 
been  instrumental  in  establishing 
the  Williamsport  Hospital’s  physical 
therapy  department. 

Frank  R.  Bondi,  M.D.,  chairman  of 
the  department  of  surgery  at 
McKeesport  Hospital,  has  been 
named  “Man  of  the  Year”  by  the 
Greater  McKeesport  Jaycees.  Dr. 
Bondi  is  president  of  the  South¬ 
western  Pennsylvania  chapter  of 
the  American  College  of  Surgeons 
and  a  member  of  the  American 
Board  of  Surgery. 

Gerald  J.  Effinger,  M.D.,  Penndel, 
has  been  awarded  Philadelphia 
State  Hospital’s  annual  award  for 
outstanding  individual  achievement 
in  1973.  The  citation  was  for  in¬ 
troducing  new  tuberculosis  treat¬ 
ment  which  has  completely  elimi¬ 
nated  the  disease  at  Byberry.  His 
program  is  being  adopted  in  other 
Pennsylvania  state  hospitals. 


Steven  Barrett,  M.D.,  Allentown, 
member  of  the  PMS  Committee  on 
Quackery,  was  a  speaker  at  the  an¬ 
nual  meeting  of  the  American  Asso¬ 
ciation  for  the  Advancement  of 
Science  which  was  held  in  San 
Francisco  recently.  He  spoke  in  op¬ 
position  to  the  health  and  organic 
food  fad,  charging  it  is  largely 
based  on  misinformation. 

Anthony  Kales,  M.D.,  professor 
and  chairman  of  psychiatry  and 
director  of  the  sleep  research  labo¬ 
ratory  at  the  Milton  S.  Hershey  Med¬ 
ical  Center,  Pennsylvania  State  Uni¬ 
versity,  reported  in  a  paper  in  the 
February  4  JAMA  that  hypnotic 
drugs,  although  initially  effective  in 
relieving  the  symptoms  of  insomnia, 
lose  their  effect  within  a  week  or 
two  and  that  their  prolonged  use 
often  increases  insomnia. 

Robert  J.  Coffey,  M.D.,  professor 
of  surgery  at  Georgetown  University 
School  of  Medicine,  was  the  L. 
Kraeer  Ferguson  Visiting  Professor 
of  Surgery  at  the  Medical  College  of 
Pennsylvania  recently.  He  delivered 
a  lecture  on  the  surgical  treatment 
of  hyperparathyroidism,  conducted 
teaching  rounds  with  residents,  and 
held  seminars  with  medical  stu¬ 
dents.  Dr.  Coffey  is  past  president 
of  the  Southeastern  Surgical 
Congress  and  a  surgical  consultant 
at  the  National  Institutes  of  Health 
and  the  U.S.  Naval  Hospital  in 
Bethesda,  Md. 


New  Officers 


Northampton  County  Medical  Society 
Gilbert  M.  Hoffman,  M.D.,  Bethlehem,  president 
Charles  K.  Zug,  M.D.,  vice  president 
John  H.  Hobart,  M.D.,  Easton,  treasurer 
Joseph  W.  Fisher,  Jr.,  M.D.,  Wilson,  secretary 

Cambria  County  Medical  Society 
William  H.  Frank,  M.D.,  Johnstown,  president 
Donald  Pohl,  M.D.,  Johnstown,  president  elect 
Thomas  J.  Schaefer,  M.D.,  Johnstown,  vice  president 
Donald  Mitchell,  M.D.,  Johnstown,  secretary 
William  L.  Hughes,  M.D.,  Johnstown,  treasurer 

Lycoming  County  Medical  Society 
Richard  B.  Tobias,  M.D.,  Williamsport,  president 
Warren  H.  Hayes,  M.D.,  Williamsport,  president  elect 
Matthew  M.  Mansuy,  M.D.,  Williamsport,  vice  president 
Donald  F.  Shearer,  M.D.,  Montoursville,  treasurer 
Edward  N.  Moser,  M.D.,  Williamsport,  secretary 


Erie  County  Medical  Society 
Robert  L.  Lasher,  M.D.,  Erie,  president 
James  F.  Walker,  M.D.,  Erie,  president  elect 
Anthony  T.  Merski,  M.D.,  vice  president 
John  P.  Mraz,  M.D.,  Erie,  secretary 
Robert  J.  Demuth,  M.D.,  Erie,  treasurer 

Montgomery  County  Medical  Society 
Samuel  S.  Faris,  M.D.,  Glenside,  president 
Frederick  P.  Sutliff,  M.D.,  Bryn  Mawr,  president  elect 
Alan  L.  Dorian,  M.D.,  Norristown,  vice  president 
Ulysses  E.  Watson,  M.D.,  Philadelphia,  secretary 
Joseph  L.  Hunsberger,  M.D.,  Norristown,  treasurer 

Bucks  County  Medical  Society 
Julio  E.  Vassalluzzo,  M.D.,  Langhorne,  president 
Robert  R.  Koelsch,  M.D.  Sellersville,  president  elect 
William  A.  Sugden,  M.D.,  Buckingham,  vice  president 
David  P.  Morrison,  Jr.,  M.D.,  Doylestown,  secretary 
Carl  M.  Shetzley,  M.D.,  Buckingham,  treasurer 
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book  review 


Neonatology:  Diseases  of  the  Fetus  and  Infant. 
Edited  by  Richard  E.  Behrman.  698  pages,  illus¬ 
trated.  St.  Louis:  C.V.  Mosby  Company,  1973. 

This  new  book  is  a  valuable  reference  for  any¬ 
one  who  is  involved  in  the  care  of  the  newborn. 
Written  by  thirty  different  authors,  the  book 
presents  the  most  current  material  on  the 
pathophysiology,  diagnosis,  and  treatment  of 
disorders  which  have  their  onset  in  utero  or  during 
the  neonatal  period.  This  book  is  comprehensive 
and  detailed,  covering  every  type  of  neonatal 
disorder.  Divided  into  twenty-one  chapters,  each 
chapter  is  written  by  one  or  more  authorities  in 
each  particular  field,  which  gives  the  book  greater 
depth  than  would  have  been  possible  with  any 
single  author  edition.  Each  chapter  is  well  illus¬ 
trated  and  is  concluded  by  an  extensive  bibliogra¬ 
phy. 


A  fifteen-page  appendix  of  normal  tables  and 
drug  dosages  is  included  at  the  end  of  the  book, 
followed  by  a  detailed  index. 

The  editor’s  expressed  purpose  of  providing  “a 
comprehensive  and  detailed  description  of  the 
diseases  that  affect  infants  during  the  early  weeks 
of  life”  is  well  accomplished  by  this  textbook.  Not 
only  is  the  most  up-to-date  scientific  and  clinical 
data  on  each  subject  of  this  rapidly  changing  field 
of  neonatology  presented,  but  each  section  is  also 
coupled  with  practical,  useful  treatment  sugges¬ 
tions  for  the  neonatal  practitioner. 

This  book  would  be  an  extremely  valuable  addi¬ 
tion  to  the  library  of  any  physician  involved  in  the 
care  of  the  neonate,  both  as  a  textbook  and  as  a 
ready  reference  source. 

Jay  Marlin  Nissley,  M.D.,  Resident  in  Pediatrics 
Polyclinic  Hospital,  Harrisburg 


VALLEY  FORGE  INVESTMENT  CORP. 


A  Financial  Consulting  Company  providing  the  following  services  to  our  professional  clientele: 


•  Professional  investment  management  of  personal  assets* 

•  Analysis  of  the  feasibility  of  incorporating 

•  Investment  management  of  pension  and  profit  sharing  funds* 

•  Real  estate  investment  opportunities* 

•  Full-Service  consulting  to  existing  professional  corporations 

•  Long-Range  financial  planning  and  estate  analysis 

•  we  function  exclusively  as  financial  consultants,  servicing  our  clients  on  a  fee  basis 

•  we  do  not  sell  insurance,  stocks,  or  mutual  funds 

•  references  will  be  provided  upon  request 


A  preliminary  consultation  at  no  cost  or  obligation  can  be 
arranged  by  calling  (215)  687-6800. 


Valley  Forge  Investment  Corp. 
1  Continental  Drive 
King  of  Prussia,  Pa.  19406 
(215)  687-6800 


OBJECTIVE  FINANCIAL  CONSULTANTS 


Through  wholly  owned  subsidiaries 


Please  contact  me  to  discuss  your  services  as  they  may  apply  to 
my  personal  situation. 

Name _ _ _ _ _ 

Address  - - - 


Telephone _ 

Best  time  to  call 
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ACt/ft/NCTOfiE 

an  ancient  art  in  modern  society 


TERUO  MATSUMOTO,  M.D.,  Ph.D. 
BRUCE  A.  LEVY,  M.D. 
Philadelphia 


This  paper  was  written  at  the  request  of  the  Pennsylvania  Medical 
Society  to  clarify  the  current  status  of  acupuncture  to  the  profes¬ 
sional  community  of  Pennsylvania  desiring  to  know  more  about 

this  subject. 


“P  HE  ANCIENT  art  of  acupuncture 
(acus:  needle,  punctura:  punc¬ 
ture)  began  long  before  the  possi¬ 
bility  of  manufacture  of  such  a 
metallic  implement.  Historically  it 
began  in  the  arid,  rocky,  barren 
Yellow  River  Valley  of  China  which 
is  not  an  area  where  the  art  of 
herbal  or  western  medicinal  therapy 
could  flourish.  When  injury  oc¬ 
curred  and  subsequent  infections 
developed,  these  people,  through  a 
slow  trial  and  error  period,  learned 
to  drain  the  abscess  and  relieve  the 
pain  from  it  by  the  use  of  pressure 
applied  to  these  painful  areas.  Pres¬ 
sure  could  be  applied  by  the  fingers 
or  materials  at  hand,  such  as  rocks 
and  sticks.  They  also  learned  that 
when  painful  illnesses  developed, 
they  could  relieve  the  pain  and 
some  of  the  disease  symptoms  by 
pressure  applied  to  specific  points 
on  the  body.  Through  the  years 
these  points  have  been  refined, 
charted,  and  taught  to  aspiring 
practioners.  These  points  are  what 
we  now  denote  as  meridian  or 
acupuncture  points,  and  there  are 
approximately  365  in  use  today.5 

This  ancient  art,  for  the  most 
part,  would  have  remained  unknown 
to  the  American  public  and  profes¬ 


sional  community  if  President  Nixon 
had  not  made  his  historic  trip  to 
China.  After  this  event,  the  “in” 
word  of  the  day  was  acupuncture, 
and  the  American  public  clamored 
for  more  information  about  it.  The 
only  problem  was  that  everybody 
discussed  the  subject,  but  very  few 
people  knew  very  much  about 
acupuncture.  There  were  dramatic 
cures  printed  in  the  lay  media,  and 
occasional  case  reports  could  be 
found  in  the  medical  literature. 
However,  no  scientific,  objective 
studies  were  reported  in  either.  The 
American  public  wanted  acupunc¬ 
ture,  and  in  our  society  with  its 
buyers’  and  sellers’  market,  acu¬ 
puncture  clinics  began  to  appear 
around  the  country.  No  scientific  c. 
monetary  control  was  placed  on 
these  establishments,  nor  was  per- 

Dr.  Matsumoto  is  professor  of 
surgery  and  Dr.  Levy  is  a  fellow 
in  the  division  of  surgical 
research  at  Hahnemann  Medical 
College  and  Hospital,  Philadel¬ 
phia.  The  authors  wish  to  thank 
Philip  E.  Ingaglio,  M.D.,  member 
of  the  Pennsylvania  State  Board 
of  Education  and  Licensure  for 
proper  guidance. 


forming  this  form  of  therapy  limited 
to  medical  physicians. 

At  this  point,  the  National  Insti¬ 
tutes  of  Health  stepped  into  the  pic¬ 
ture  to  establish  an  ad  hoc  com¬ 
mittee  to  scientifically  study  acu¬ 
puncture  under  the  leadership  of 
John  J.  Bonica,  M.D.,  the  chairman 
of  the  department  of  anesthesiology 
at  the  University  of  Washington, 
Seattle,  Wash.  He  has  long  been 
considered  a  leading  expert  in  the 
management  of  chronic  pain,  and  in 
his  institution  one  of  the  first  ethical 
pain  clinics  was  established.  The 
first  meeting  was  held  in  February 
1973  at  the  National  Institutes  of 
Health  in  Bethesda,  Md.  The  senior 
author  of  this  paper  was  one  of  the 
physicians  who  was  invited  to  this 
meeting.8  Dr.  Matsumoto  presented 
his  beginning  scientific  animal  and 
clinical  research  into  this  unknown 
subject  of  acupuncture.  He  was  en¬ 
couraged  to  pursue  further  objec¬ 
tive  clinical  and  animal  research 
into  the  subject,  and  received  per¬ 
mission  from  the  Pennsylvania 
State  Board  of  Medical  Education 
and  Licensure  and  the  Institutional 
Animal  and  Human  Research  Com¬ 
mittees  of  Hahnemann  Medical 
College  and  Hospital  to  conduct  ex- 
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perimental  and  clinical  studies  of 
acupuncture. 

Ancient  Theory 

Classical  Chinese  medicine 
teaches  that  everything  in  the  uni¬ 
verse  is  made  up  of  either  positive 
(yang)  or  negative  (yin)  components, 
and  that  the  body  is  made  up  of 
twelve  specific  organ  systems,  each 
one  having  its  own  specific  meridi¬ 
an.  Through  these  meridians  flow 
the  energy  forces  of  life  or  “chi”  in 
Chinese  (“ki”  in  Japanese).  When 
disease  or  dysfunction  occurs,  it  is 
evidenced  as  a  disruption  in  the 
normal  balance  of  energy  flow.  Six 
of  these  organs  are  considered  to  be 
solid  (liver,  heart,  spleen,  lungs, 
kidneys,  and  pericardium)  and  are 
believed  to  be  controlled  by  the  neg¬ 
ative  energy  forces  or  yin.  The  other 
six  organs  are  thought  to  be  hollow 
(stomach,  gallbladder,  small  intes¬ 
tine,  large  intestine,  urinary  bladder, 
and  triple  warmer)  and  are  positively 
or  yang  controlled.  If  body  balance 
should  become  disrupted  and  un¬ 
treated  by  trying  to  establish  normal 
energy  patterns,  the  human’s  ability 
to  react  as  a  minicosmos  in  the  uni¬ 
verse  would  disappear,  and  death 
would  ensue.18 

This  is  only  a  brief  discussion  of 
ahcient  theory  concerning  acupunc¬ 
ture.  However,  we  find  it  totally  un¬ 
tenable  with  modern  western  medi¬ 
cal  knowledge  and  with  the  results 
which  we  have  obtained  in  our  ex¬ 
perimental  study  of  this  art. 


Experimental  Animal  Research 

Two  years  ago  we  had  no  idea 
how  to  study  acupuncture  in  the 
research  laboratories.  Through  a 
slow  trial  and  error  procedure,  we 
determined  that  a  needle  placed 
and  manually  stimulated  in  the  sec¬ 
ond  web  space  of  the  rabbit’s  paw 
would  produce  a  great  deal  of  anal¬ 
gesia  while  that  in  the  third  paw 
web  space  would  produce  only 
minimal  analgesia.  We  then  selec¬ 
tively  manually  stimulated  the  dif¬ 
ferent  anatomic  structures  in  this 
area  and  found  that  direct  stimula¬ 
tion  of  the  superficial  distal  radial 
nerve  reproduced  the  analgesic 
pattern  obtained  by  cutaneous  man¬ 
ual  stimulation  of  the  second  web  of 
the  paw.  However,  no  analgesia  was 
obtained  when  stimulation  was 
applied  to  the  tendons,  bones,  or 
muscles  in  this  area.3 

The  electroencephalographic  pat¬ 
tern  of  all  the  animals  was  monitored 
to  determine  if  there  was  any  alter¬ 
ation  in  consciousness  or  if  the 
animal  experienced  any  pain.  When 
the  animal  experienced  any  pain,  a 
characteristic  spike  would  appear 
on  the  electroencephalogram  (EEG) 
(Figure  1).  This  spike  could  not  be 
elicited  with  pressure,  noise,  or 
photic  stimulation.  To  determine 
pain,  the  skin  of  the  animal  was 
touched  with  a  test  tube  of  hot  water. 
If  there  was  no  response,  the  skin 
was  tested  with  a  25  gauge  needle.  If 
still  no  response  occurred,  a  kocher 
clamp  was  applied  to  the  area.  An 


area  was  considered  to  be  analgesic 
only  if  the  animal  displayed  no  evi¬ 
dence  of  pain  (crying,  movement,  or 
EEG  spike)  when  these  three  painful 
stimuli  were  applied. 

We  then  acquired  a  signal  gener¬ 
ator  because  alterations  of 
frequency  and  wave  form  could  be 
accomplished  with  this  apparatus. 
Again,  through  a  trial  and  error 
procedure,  we  found  the  best  loca¬ 
tion  to  produce  analgesia  was  to 
have  the  negative  lead  on  the  vertex 
and  the  positive  lead  on  the  nerve 
directly.  The  generator  could  emit  a 
square,  delta,  and  sine  wave.  All 
wave  forms  produced  some  degree 
of  analgesia,  but  the  sine  wave  set 
at  10  kilohertz  frequency  and  a  cur¬ 
rent  of  200  microamperes  produced 
the  best  analgesic  distribution.9/13 

By  surgically  isolating  nerves  and 
then  applying  acupuncture  to  them 
with  either  manual  stimulation  or 
the  newly  acquired  People’s  Re¬ 
public  of  China  acupuncture  anes¬ 
thesia  apparatus  71-1  (Figure  2),  we 
again  found  that  acupuncture  is  di¬ 
rectly  transmitted  by  the  nervous 
system.  If  the  nerves  were  first 
precut  or  blocked  with  a  local  anes¬ 
thetic,  then  no  analgesia  could  be 
obtained  upon  subsequent  acu¬ 
puncture  stimulation.  Therefore,  the 
performance  of  analgesia  acupunc¬ 
ture  requires  an  intact  nervous 
system.3 

Other  observations  showed  that 
when  adequate  acupuncture  anal¬ 
gesia  was  obtained,  there  was:  (1) 
an  increased  incidence  of  bowel 
movements  associated  with  visible 
peristaltic  waves  and  high  pitched 
peristaltic  sounds11/12;  (2)  that  in  the 
areas  of  analgesia  there  appeared 
(grossly  at  least)  to  be  no  evidence 
of  neuromuscular  blockade;  (3)  in 
over  60  percent  of  the  animals  (sixty 
rabbits),  a  change  from  a  quick  beta 
to  a  slower  beta  rhythm  occurred; 
and  (4)  in  over  50  percent  of  these 
animals  the  electroencephalo¬ 
graphic  pattern  converted  to  an 
alpha  rhythm.  No  subject  began  with 
a  normal  alpha  rhythm,  nor  was 
there  any  replacement  of  this  alpha 
rhythm  by  low  amplitude  fast  waves, 
nor  superimposed  upon  this  rhythm 
were  there  any  sleep  spindles  which 
would  indicate  a  decrease  in  the 
level  of  consciousness.17  Finally,  by 
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Figure  3.  Double  Blind  Study:  Three  needles  placed,  but 
only  one  being  actually  stimulated. 


varying  the  placement  of  the  needle 
along  the  course  of  the  peripheral 
nerve,  distally  and  proximally,  a 
greater  or  lesser  degree  of  analg¬ 
esic  area  could  be  obtained.13 
Therefore,  from  our  work  certain 
assumptions  can  be  made.  Acu¬ 
puncture  is  transmitted  by  the 
nervous  system,  requires  an  intact 
functioning  nervous  system  to  be 
successful,  and  is  not  a  form  of  hyp¬ 
nosis.  How,  then,  does  it  work? 

Gate  Theory 

In  1965,  Doctors  Melzack  and 
Wall16  published  a  new  theory  on 
pain  mechanisms  which  has  come 
to  be  known  as  the  Gate  Theory  of 
Pain.  In  essence  it  states  that  pain 
is  carried  to  the  substantia  gela- 
tinosa  of  the  spinal  column  by  small 
fibers,  and  it  is  in  this  area  where 
modulation  of  afferent  patterns  sent 
to  the  central  nervous  system 
occurs.  Since  many  of  the  larger 
fibers  are  inactive  in  the  absence  of 
stimulation,  their  stimulation  by 
sheer  size  and  number  can  block 
out  a  major  amount  of  input  by  the 
smaller  fibers.  Therefore,  a  gate 
closes  on  the  input  of  pain,  and  only 
the  other  sensations  of  the  nervous 
system  which  are  carried  by  larger 
fibers  are  allowed  to  be  transmitted 
to  the  central  nervous  system. 

We  agree  in  large  part  with  this 
theory  as  a  possible  neurophysio¬ 
logic  mechanism  for  the  transmis¬ 
sion  of  acupuncture.  However, 
when  proper  acupuncture  is  per¬ 
formed,  the  patient  experiences 
pain,  “Te-chi”  in  Chinese,  or 


“Tokuki”  in  Japanese.  We  have 
termed  this  sensation  “needle 
shock.”  Therefore,  it  is  our  belief 
that  acupuncture  is  transmitted  to 
the  spinal  column  by  the  small  A 
delta  and  C  pain  fibers  and  not  ini¬ 
tially  by  the  larger  fibers.  Once  the 
suprathreshold  level  of  pain  is 
reached  in  the  substantia  gela- 
tinosa,  the  neurons  here  close  the 
so-called  gate  on  the  transmission 
of  pain,  and  then  only  transmission 
of  large  fiber  sensation  to  the  cen¬ 
tral  nervous  system  occurs. 

Experimental  Clinical  Usage 

We  initially  studied  its  effect  on 
twenty-four  patients  with  chronic 
pain  from  osteoarthritis  of  the  cer¬ 
vical  spine.8-14  No  patient  had  posi¬ 
tive  physical  findings  other  than  os¬ 
teoarthritis  of  the  cervical  spine.  All 
had  been  treated  by  their  family 
physicians  and  by  rheumatologists, 
neurosurgeons,  or  orthopedic  sur¬ 
geons  for  more  than  one  year 
without  appreciable  improvement; 
and  all  had  been  referred  by  one  of 
these  physicians. 

After  being  given  a  careful  expla¬ 
nation  of  the  procedure,  patients 
were  requested  to  sign  a  permit 
prior  to  acupuncture.  No  acupunc¬ 
ture  was  given  on  the  initial  visit,  but 
rather  efforts  were  made  to  screen 
the  patients  to  be  sure  that  they  met 
study  criteria,  to  evaluate  mental 
stability,  to  give  them  a  full  under¬ 
standing  of  the  procedures,  and  to 
emphasize  the  importance  of  their 
assistance  in  obtaining  accurate 
data. 


A  “single  blind”  study  was  con¬ 
ducted  on  one  half  (twelve)  of  these 
patients,  and  they  were  divided  into 
three  equal  subgroups.  A  traditional 
acupuncture  point  was  selected 
which  was  the  most  tender  point 
along  the  neck-arm-hand  musculo¬ 
skeletal  meridian.  Two  other  points 
were  selected  which  were  not  as¬ 
sociated  with  a  tender  area,  were 
not  on  traditional  acupuncture  me¬ 
ridian  lines,  and  which  elicited  no 
“needle  shock”  upon  stimulation  of 
the  acupuncture  needle.  On  each 
point  “sparrow  pecking”  and 
twirling  were  alternated  every 
minute  for  ten  minutes.  The  first 
subgroup  of  four  patients  received 
acupuncture  on  the  specific  point, 
while  the  other  two  subgroups 
received  acupuncture  on  either  one 
of  the  control  points. 

In  the  twelve  other  patients  a 
“double  blind”  study  was  per¬ 
formed.  Three  needles  were  placed 
by  a  physician,  but  each  electrical 
lead  was  attached  by  a  third  person 
in  an  order  unknown  to  the 
physician  (Figure  3).  The  twelve  pa¬ 
tients  in  this  study  were  subdivided 
into  three  equal  groups  as  follows: 

Group  1:  Electrical  current  was 
applied  at  the  tender  point  for  five 
minutes,  and  no  current  was 
applied  to  the  two  control  points. 

Group  2:  Electrical  current  was 
applied  to  the  first  control  point  for 
five  minutes,  and  no  current  was 
applied  to  the  tender  or  the  second 
control  point. 

Group  3:  Electrical  current  was 
applied  to  the  second  control  point 
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T  =  Total  Improvement 
E  =  Excellent  Improvement 


S  =  Satisfactory  Improvement 
N  =  No  Improvement 


for  five  minutes,  and  no  current  was 

propriate  point,  and  the  majority  of 

applied  to  the  tender  or  the  first 

these  patients  improved. 

control  point. 

This  study  showed  that  acupunc- 

In  all  groups,  three  treatments 

ture  must  be  given  at  the  specific 

were  given  seventy-two  hours  apart. 

point,  and  that  it  has  a  significant 

All  patients  who  had  received 

efficacy  in  the  treatment  of  this 

acupuncture  at  the  real  points 

disorder.  The  results  are  tabulated 

noted  improvement  of  pain  after 

in  Table  1 . 

treatment.  The  patients  in  the  con- 

After  this  initial  study,  the  ef- 

trol  groups  experienced  no  im- 

ficacy  of  acupuncture  for  the  treat- 

provement  by  the  third  treatment. 

ment  of  chronic  pain  due  to  cervical 

The  control  group  patients  were 

osteoarthritis  (fifty-six  patients)  and 

then  given  acupuncture  at  the  ap- 

lumbosacral  osteoarthritis  (fifty-two 

TABLE  II 

Effect  of  Acupuncture  on  Cervical  Osteoarthritis 

Group 

Number  of  Patients  (% ) 

Total  Improvement 

14  (25%) 

Excellent  Improvement 

21  (38%) 

Satisfactory  Improvement 

12(21%) 

No  Improvement 

9  (16%) 

Worse 

0(  0%) 

Total 

56  (100%) 

TABLE  III 

Effect  of  Acupuncture  on  Lumbosacral  Osteoarthritis 

Group 

Number  of  Patients  (% ) 

Total  Improvement 

10(19%) 

Excellent  Improvement 

19  (37%) 

Satisfactory  Improvement 

14  (27%) 

No  Improvement 

9  (17%) 

Worse 

0(  0%) 

Total 

52(100%) 

patients)  was  critically  evaluated  in 
the  108  patients.15  The  results  as 
tabulated  in  Tables  2  and  3  show 
that  ninety  of  the  108  patients  (83 
percent)  in  this  study  showed  objec¬ 
tive  and  subjective  satisfactory  im¬ 
provement  after  acupuncture  thera¬ 
py- 

There  were  four  parameters  used 
in  the  evaluation  of  these  patients. 
The  first  three  were  of  an  objective 
nature,  while  the  last  parameter 
was  of  a  subjective  nature:  (1)  A  50 
percent  or  greater  increase  in  neck 
and  shoulder  or  back  and  hip  range 
of  motion  as  compared  to  preacu¬ 
puncture  therapy;  (2)  A  50  percent 
or  greater  decrease  in  frequency 
and  dosage  of  medications  as  com¬ 
pared  to  preacupuncture  therapy; 
(3)  The  L-C  neurometer  (Figure  4) 
readings  decreased  to  50  milliam- 
peres  or  lower  as  compared  to  100 
milliamperes  or  greater  preacu¬ 
puncture  readings  at  the  tender 
musculoskeletal  arm-shoulder-neck 
or  lumbosacral-sciatic  meridian 
points;  (4)  Subjective  opinion  of  the 
patient  that  his  pain  was  much 
improved,  his  ability  to  perform 
daily  activities  was  increased,  and 
emotionally  the  patient  felt  better. 
The  results  were  evaluated  and 
tabulated  in  the  following  manner. 

1.  Total  improvement:  Full  range 
of  motion  (off  all  medications), 
neurometer  readings  of  zero  at  the 
affected  points,  and  subjective  im¬ 
provement  (T). 

2.  Excellent  improvement:  Posi¬ 
tive  results  in  all  four  of  the 
parameters  studied  (E). 

3.  Satisfactory  improvement:  Pos¬ 
itive  results  in  three  out  of  the  four 
parameters  studied  (S). 

4.  No  improvement:  Positive 
results  in  two  or  less  of  the 


Figure  4.  L-C  Neurometer. 
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parameters  studied  (N). 

5.  Worse:  Any  negative  result  in 
any  of  the  parameters  studied  (W). 

From  the  results  it  can  be  seen 
that  acupuncture  has  a  statistically 
significant  efficacy  in  the  treatment 
of  chronic  pain  resulting  from  os¬ 
teoarthritis  of  the  cervical  or  lum¬ 
bosacral  spines.  An  interesting  find¬ 
ing  is  that  no  patient  became  worse 
from  the  therapy. 

From  the  above  studies,  the  ef¬ 
ficacy  of  acupuncture  was  es¬ 
tablished,  and  it  was.  shown  not  to 
be  a  result  of  a  placebo  effect.  How¬ 
ever,  some  form  of  psychological 
factor  cannot  be  totally  excluded.  It 
is  essential  to  have  well-controlled 
studies  with  reasonable  statistical 
analysis  for  any  disease  process  in 
order  to  establish  the  efficacy  of 
therapy  (This  clinical  study  was 
presented  at  the  59th  Clinical 
Congress  of  the  American  College 
of  Surgeons  in  Chicago,  Illinois,  in 
October  1973,  and  complete  details 
of  our  studies  will  be  published  as 
part  of  a  monograph  entitled 
“Acupuncture  for  Physicians,”  by 
the  Charles  Thomas  Publishing 
Company  of  Springfield,  III). 

Anesthetic  Usage 

Dr.  Levy,  the  junior  author,  has 
completed  fifteen  months  of  clinical 
training  in  anesthesiology,  and  for 
the  past  year  has  been  a  fellow  in 
surgical  research  studying  the  ef¬ 
fects  of  acupuncture  and  doing 
basic  science  research  into  this 
field.  All  of  Dr.  Levy’s  training  has 
occurred  at  Hahnemann  Medical 
College  and  Hospital.  However,  next 
year  he  will  attend  the  University  of 
Washington  Medical  School  in 
Seattle  to  complete  his  training  in 
anesthesiology  and  to  develop  some 
expertise  in  the  use  of  local  anes¬ 
thetics  for  the  treatment  of  chroni¬ 
cally  painful  disorders,  under  the 
supervision  of  John  J.  Bonica,  M.D. 
Dr.  Levy  has  administered  close  to 
1,000  anesthetics,  and  this  type  of 
background  is  essential  for  the  study 
of  acupuncture  in  its  intraoperative 
usage. 

Even  in  China,  acupuncture  anes¬ 
thesia  is  a  young  science,  having 
begun  approximately  fifteen  years 
ago.  Although  its  application  was 
once  more  popular,  currently  its 


usage  is  restricted  to  less  than  20 
percent  of  the  intraoperative  cases 
performed  in  the  Republic  of  China.10 
Reports  from  the  Orient  tell  of 
major  surgical  procedures  being 
performed  under  acupuncture,  and 
here  in  this  country  dental  proce¬ 
dures2-4  and  childbirth1  have  been 
successfully  performed  using  this 
method  of  anesthesia.  However, 
one  fact  must  be  understood,  and 
that  is  that  the  majority  of  these 
procedures  could  be  adequately 
performed  under  local  anesthesia 
by  competent  general  surgeons. 
From  our  experience  and  from  dis¬ 
cussion  of  this  subject  with  our  col¬ 
leagues  in  the  field  of  anesthesi¬ 
ology,  we  have  come  to  believe  that 
a  large  percentage  of  the  American 
public  desire  to  have  general  anes¬ 
thesia  for  surgical  procedures  in¬ 
stead  of  witnessing  the  procedure. 
If  this  were  not  the  case,  many  more 
anesthetic  procedures  could  be  and 
would  be  performed  under  local  an¬ 
esthesia  instead  of  general  anes¬ 
thesia.  Since  general  anesthesia 
carries  a  mortality  risk  of  from  1  in 
5,000  to  10,000  cases  and  can  cause 
other  problems  such  as  malignant 
hyperthermia,  nausea,  atelectasis, 
and  drug  reaction,  we  believe  that 
acupuncture  anesthesia  may  have 
some  indications  for  use  in  modern 
surgery.  This,  however,  will  require 
education  of  the  American  public  by 
competent  anesthesiologists  so  that 
patients  may  understand  which 
form  of  anesthesia  may  be  best  for 
them  in  a  given  procedure. 

The  advantages  of  acupunture  are 
that  the  patient  is  conscious,  can 
communicate,  has  minimum  pos¬ 
toperative  pain,  has  minimal  side  ef¬ 
fects,  and  it  is  an  easy  method  to 
learn  and  perform.7-10 

We  have  read  about  a  thoraco¬ 
tomy  being  performed  under  acu¬ 
puncture  anesthesia  in  China, 
during  which  time  the  patient  spoke 
and  drank  water.  Doubts  come  to 
our  minds  concerning  the  preopera¬ 
tive  and  postoperative  care  of  the 
patient.  Was  the  patient  given  a  bi¬ 
lateral  pneumothorax  preopera- 
tively  and  intensive  chest  physical 
therapy?  If  this  was  not  done  then 
how  could  the  patient  breath  easily 
after  the  chest  was  opened?  Atmo¬ 
spheric  pressure  would  cause  the 


lungs  to  acutely  compress  and  the 
patient  would  require  a  great  deal 
of  positive  pressure  ventiliation  to 
reexpand  his  lungs.  How  did  the  pa¬ 
tient  compensate  for  the  large  V/Q 
abnormality  or  shunt  which  would 
arise  during  this  procedure?  Much 
more  scientific  information  is  nec¬ 
essary  before  we  allow  lay  reports 
to  color  and  influence  professional 
thinking.  The  primary  factor  which 
we  must  always  keep  in  mind  is  the 
safety  of  the  patient. 

Indications  for  the  use  of 
acupuncture  include  the  patient’s 
desire  for  this  form  of  anesthesia, 
his  general  state  of  health,  and  the 
type  of  operation  to  be  performed. 
Therefore,  minor  surgical  proce¬ 
dures  such  as  excisions,  biopsies, 
and  dental  extractions  could  be 
performed  quite  well  using  this 
method.  There  appears  to  be  an 
even  greater  indication  for  use  of 
acupuncture  in  childbirth  because 
of  the  lack  of  risk  of  placental 
transfer  and  depression  of  the  fetus 
by  anesthetic  agents.  It  could  also 
prove  to  be  a  boon  to  those  patients 
who  have  to  undergo  minor  surgical 
procedures  and  who  have  shown 
adverse  reactions  to  anesthetics  in 
the  past  or  where  the  anesthetic 
risk  far  outweighs  the  surgical 
risk — such  as  a  lipoma  of  the  back 
which  is  too  large  to  be  done  under 
local  anesthesia  and  would  require 
general  endotracheal  anesthesia. 
Also  included  in  this  group  could  be 
ear,  nose  and  throat,  genitourinary, 
and  gynecological  surgical  proce¬ 
dures. 

Although  we  feel  that  acupunc¬ 
ture  may  be  indicated  as  suitable 
anesthesia  in  childbirth,  we  still  do 
not  know  what  effects,  if  any,  could 
occur  to  the  mother  or  fetus  by  its 
use.  Again,  much  more  scientific  in¬ 
formation  must  be  obtained  before 
it  can  be  used  routinely  on  the  preg¬ 
nant  female. 

We  have  been  studying  acupunc¬ 
ture  for  over  two  years  and  have 
performed  it  on  over  1,000  an¬ 
imals9-13  and  500  patients  to  total 
approximately  5,000  applications  of 
acupuncture.  This  was  our  prepara¬ 
tion  before  we  ever  attempted  to 
use  it  as  an  intraoperative  anesthet¬ 
ic  agent. 

We  have  performed  three  sur- 
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gical  procedures  using  acupuncture 
as  the  sole  means  of  anesthesia. 
None  of  the  patients  were  given  any 
form  of  premedication,  but  a 
preoperative  interview  to  discuss 
the  procedure  was  held.  These 
operations  were  performed  on 
January  31,  1974;  February  1,  1974; 
and  February  14,  1974. 

The  first  patient  was  a  42-year- 
old  white  male  who  had  a  five  year 
history  of  a  mass  on  the  back.  The 
patient  was  in  good  health,  having 
no  known  medical  problems,  and 
his  chest  film,  EKG,  SMA-12, 
complete  blood  count,  and  coagula¬ 
tion  profile  were  all  within  normal 
limits.  The  mass  was  a  sebaceous 
cyst  located  in  the  subcutaneous 
plane  over  the  T4-T6  spinous 
processes.  The  mass  measured  5 
cm  in  length,  5  cm  in  width,  and  was 
3  cm  in  depth.  The  patient  was 
given  manual  acupuncture  at  both 
“Hoku”  in  Chinese  and  “Gokoku”  in 
Japanese  (Figure  5),  first  dorsal 
web,  acupuncture  points  for  fifteen 
minutes.  This  was  continued  for 
another  twenty  minutes  while  the 
procedure  was  taking  place.  The 
patient  experienced  no  pain  except 
a  sensation  of  pulling  when  the 
mass  was  being  extracted.  The  pa¬ 
tient  had  no  pain  in  the  incisional 
site  for  two  hours  after  the 
procedure,  and  he  required  only 
thirty  mg  of  oral  codeine  that  night 
and  once  the  next  afternoon. 

The  second  case  was  that  of  a  40- 
year-old  white  female  who  had  un¬ 
dergone  a  right  radical  mastectomy 
three  years  prior  to  this  operation 
for  adenocarcinoma  of  the  breast. 
That  had  been  her  first  anesthetic 
experience,  and  she  experienced  an 
extremely  difficult  endotracheal  in¬ 
tubation  because  of  an  unknown 
tracheal  stenosis.  All  of  her  routine 
laboratory  studies  were  within 
normal  limits  (as  with  the  first  pa¬ 
tient),  and  acupuncture  anesthesia 
was  elected  for  the  present 
procedure — a  left  supraclavicular 
lymph  node  biopsy.  Again,  manual 
stimulation  was  given  to  both  Hoku 
points  for  fifteen  minutes,  and  the 
procedure  was  performed  within  fif¬ 
teen  minutes  while  this  manual 
technique  was  continued.  The  pa¬ 
tient  experienced  no  pain  during 
the  procedure  except  for  the  sensa¬ 


tion  of  pulling.  She  could  describe 
to  Dr.  Matsumoto  what  instrument 
he  was  using,  but  did  not  experi¬ 
ence  any  pain  from  its  application. 
She  drank  water  immediately  after 
the  procedure  and  experienced  no 
pain  in  the  incisional  area  for  forty- 
eight  hours  after  the  procedure  was 
performed. 

The  third  case  was  that  of  a  30- 
year-old  black  male  who  had  an  in¬ 
fected  sebaceous  cyst  of  the  right 
earlobe.  The  patient  was  in  good 
health  and  all  of  his  routine  labora¬ 
tory  studies  were  within  normal 
limits.  Again,  manual  stimulation 
was  given  to  both  Hoku  points  for  fif¬ 
teen  minutes,  and  the  excision  and 
drainage  was  performed  within  ten 
minutes  while  the  manual  technique 
was  continued.  The  patient  experi¬ 
enced  no  pain  during  the  procedure 
and  none  for  the  first  six  hours  pos- 
toperatively.  The  patient  then 
required  only  ten  grains  of  aspirin 
orally  to  relieve  his  pain. 

In  all  three  cases  the  analgesic 
area  which  was  obtained,  using  the 
classic  anesthetic  test  of  pin¬ 
pricking,  was  from  C2-T8  bilaterally. 
Although  analgesia  was  obtained  in 
these  dermatomes,  there  was  no 
corresponding  loss  of  muscle 
power  or  loss  of  proprioceptive  sen¬ 
sations.  Therefore,  it  is  our  belief 
that  acupuncture  has  a  use  in  the 
field  of  anesthesiology,  but  it  will  be 
limited  to  a  narrow  scope  of  sur¬ 
gical  patients. 


Continued  Experimental  Research 

Because  of  the  incidental  obser¬ 
vation  of  increased  peristalsis  after 
acupuncture  and  a  report  of  its  use 
in  decreasing  postvagotomy  gas¬ 
trointestinal  atony,  we  are  now 
studying  the  effects  of  acupuncture 
on  the  autonomic  nervous  system 
directly  in  our  laboratory. 

Clinically,  we  have  expanded  our 
studies  to  include  patients  with  in¬ 
tractable  pain  from  carcinoma, 
migraine  headaches,  tic  dou¬ 
loureux,  postoperative  pain,  rheu¬ 
matoid  arthritis,  and  coronary  artery 
disease,  as  well  as  its  effects  on 
neurosensory  hearing  loss,  stroke 
of  greater  than  six  months  in  dura¬ 
tion,  and  organically  proven  impo¬ 
tence. 

Before  using  it  on  deaf  patients, 
we  obtain  a  complete  ear,  nose,  and 
throat  evaluation  including  tym- 
panograms  and  audiogram.  Al¬ 
though  some  of  our  patients  state 
that  they  can  hear  much  better  after 
acupuncture  therapy,  repeat  audio- 
grams  do  not  bear  this  out.  One  of 
two  phenomena  is  occuring.  Either 
the  patient  wants  to  hear  better  and 
believes  that  he  does  or  the 
audiograms  are  not  a  sensitive 
enough  technique  to  determine  the 
increased  threshold  of  hearing. 

Out  of  twenty  patients  studied 
with  proven,  unresponsive  migraine 
cephalgia,  seventeen  of  these  pa¬ 
tients  have  been  substantially 
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improved  using  similar  objective 
and  subjective  parameters.  These 
patients  have  now  been  followed  for 
six  months  and  are  still  doing  quite 
well. 

Conclusions  and  Precautions 

Approval  to  do  acupuncture  in 
the  State  of  Pennsylvania  is  de¬ 
pendent  upon  whether  the  program 
conforms  with  the  present  policy  of 
the  Pennsylvania  State  Board  of 
Medical  Education  and  Licensure, 
which  has  stated  that  acupuncture 
should  be  conducted  on  a  research 
basis  in  the  clinical  setting  of  a 
medical  school.  At  present,  this  is 
an  appropriate  attitude,  because 
the  safety  of  the  patient  must  be  the 
primary  concern  of  the  physician. 
Acupuncture  should  be  performed 
only  when  the  following  conditions 
are  met:  (1)  A  proper  medical  evalu¬ 
ation  is  conducted  to  determine  the 
diagnosis;  (2)  Acupuncture  is  a 
proper  indication  in  the  therapy  of 
the  disorder,  for  which  the  patient 
has  not  responded  to  conventional 
forms  of  modern  medical  therapy; 
(3)  The  proper  technique  of 
acupuncture  must  be  applied  by 
those  who  are  skilled  in  this  art. 

The  day  may  come  when 
physicians  will  be  able  to  train  tech¬ 
nicians  and  have  them  apply 
acupuncture  under  physician  super¬ 
vision,  and  in  their  offices.  However, 
a  great  deal  of  training  will  be 
required  before  that  day  is  reached, 
and  currently,  it  is  our  belief  that 
only  medically  licensed  physicians 
should  be  performing  this  art.  Such 
a  training  curriculum  is  presently 
being  prepared  in  the  division  of 
surgical  research  at  Hahnemann 
Medical  College  and  Hospital.  Fi¬ 
nally,  appropriate  precautions  must 
be  taken  so  that  this  technique  is 
not  misused  and  so  that  adverse  re¬ 
actions  to  this  form  of  therapy  can 
be  anticipated  and  properly  treated 
if  they  do  occur. 

We  stress  these  precautions 
because  out  of  the  more  than  five 
hundred  patients  we  have  treated 
with  acupuncture,  three  patients 
who  were  referred  by  family 
physicians  and  specialists  and  who 
had  been  medically  cleared  had 
diseases  which  were  best  treated 
by  means  other  than  acupuncture. 


The  first  patient  was  an  obese,  50- 
year-old  white  female  who  had  been 
conservatively  treated  for  shoulder 
pain  for  over  one  year.  Upon  exami¬ 
nation  the  patient  was  found  to  have 
right  upper  quadrant  tenderness.  A 
cholecystectomy  was  performed 
following  a  positive  oral  cholecys- 
togram,  and  the  patient  has  had  no 
recurrence  of  shoulder  pain. 

The  second  case  was  that  of  a  60- 
year-old  white  female  who  was  diag¬ 
nosed  as  having  osteoarthritis  of 
the  left  hand  and  who  had  been 
treated  with  oral  analgesics  without 
success  for  over  two  years.  Exami¬ 
nation  revealed  tenosynovitis  of  the 
left  thumb.  She  received  injections 
of  local  anesthetics  and  steroids, 
and  the  hand  was  immobilized  for 
one  week  in  a  splint.  Six  months 
have  elapsed  since  this  treatment, 
and  she  has  full  use  of  the  thumb 
without  pain. 

The  third  case  is  of  a  more 
serious  nature.  The  patient,  a  forty- 
five-year-old  white  female,  devel¬ 
oped  suture  line  pain  ten  years  after 
a  right  radical  mastectomy.  She 
was  hospitalized  and  evaluated  for 
evidence  of  metastasis.  However, 
all  studies  were  negative.  She 
received  daily  acupuncture  treat¬ 
ment  for  five  days  and  her  pain 
resolved.  She  was  seen  two  weeks 
later  as  an  outpatient,  and  pain  had 
returned  to  only  a  small  erythe¬ 
matous  area  along  the  suture  line. 
We  were  suspicious,  biopsied  the 
area,  and  the  tissue  diagnosis 
showed  metastatic  carcinoma.  She 
received  radiation  and  chemother¬ 
apy  and  is  now  doing  fairly  well.  We 
bring  this  last  case  up  for  two 
reasons:  First,  to  emphasize  the 
need  for  continued  observation  of 
the  patient  even  though  the 
symptom  has  been  relieved,  and 
second,  to  remind  physicians  that 
patients  may  develop  new  disorders 
which  are  totally  unrelated  to  the 
initial  condition. 

Modern  medicine  as  developed  in 
the  western  hemisphere  and  now 
practiced  throughout  the  world  ap¬ 
pears  to  be  highly  effective  in  the 
cure  of  disease.  However,  there  are 
still  certain  syndromes  and  dis¬ 
eases  for  which  modern  medicine  is 
not  effective  in  at  least  ameliorating 
the  disruptive  symptoms  of  these 


disorders.6  Chronic  pain  is  certainly 
one  of  them  and  frequently  be-, 
comes  a  problem  for  the  patient  and 
his  family.  Patients  suffering  from 
chronic  pain  due  to  these  disorders 
are  considerable  in  number  and 
may  be  helped  by  properly  con¬ 
ducted  acupuncture.  It  is  essential, 
therefore,  that  these  patients  be 
thoroughly  evaluated  medically  in 
order  not  to  lose  the  golden  period 
during  which  an  underlying  dis¬ 
order  such  as  carcinoma  or  infec¬ 
tion,  which  is  mimicking  a  benign 
chronic  pain  disorder,  could  pos¬ 
sibly  be  treated  effectively  by  stand¬ 
ard  modern  medical  therapy.  □ 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


prescribing  convenience: 


^  up  to  5  refills  in6months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  Y2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 
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Healing  nicely, 
but  it  still 
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#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


In  congestive  heart  failure... 

secondary  aldosteronism 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure" 


'Decreased' 
Cardiac 
Output 


Decreased  renal 
blood  flow 
with  decreased 
glomerular 
filtration 


Transudation 
from  capillaries 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


Increased 

venous 

pressure 


Decreased 

effective 


blood 


volume 


Aldosteronism 


is  a  primary  factor 


To  "switch  off”  the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone 

brand  of 

j  spironolactone  25-mg.  tablets 

the  only  specific 
aldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

Three  ways  to  use  Aldactone  in 
congestive  heart  failure 

1.  As  the  only  diuretic 

■  Often  sufficient  alone. 

■  Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule. 

(  ■  Avoids  potassium  loss. 

2.  As  the  basic  daily  diuretic  with  an  "add-on" 
alternate-day-diuretic  ("A.D.D."  schedule) 

■  Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

■  Aldactone  plus  ''A.D.D.''  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  ''add-on''  diuretic.2 

[  ■  Avoids  acute  volume  depletion  and 
*  aldosterone  rebound.2 

3.  As  a  daily  diuretic  in  combination  with 
a  daily  dose  of  a  thiazide 

■  Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications— Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail¬ 
ure,  cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema.  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a  thiazide  diuretic. 

Contraindications— Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in¬ 
dicated  unless  a  glucocorticoid  is  also  given.  Discontinue  potassium  supplemen¬ 
tation  if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry¬ 
ness  of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a  low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper¬ 
azotemia  exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper¬ 
tensive  drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro¬ 
intestinal  symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti¬ 
caria,  mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice.  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adjust  subsequent  dosage  according 
to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg.  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a  thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred.  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A  daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A  glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a  conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1  liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a  history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize"  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight. 

References:  1.  Coodley,  E.:  Consultant  12:106-107,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W„  and  Lauler,  D.  P.:  Am.  J.  Med.  53:673-684  (Nov.)  1972. 
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Division  of  Sandoz-Wander,  Inc. 


LINCOLN.  NEBRASKA  68501 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a  brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com¬ 
ponent.  Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple¬ 
ments  or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a  thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide^  check  serum 
potassium  frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec¬ 
trolytes  were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio¬ 
syncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili¬ 
rubinemia,  thrombocytopenia,  altered  carbo¬ 
hydrate  metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti¬ 
hypertensive  effects  may  be  enhanced  in  post¬ 
sympathectomy  patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  descreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur¬ 
bances.  Rarely,  necrotizing  vasculitis,  pares¬ 
thesias,  icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of  SmithKline  Corp. 
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ROTENT  NEEDS  A  DIURETIC 
SHE  NEEDS  DYAZIDE 


•  relieves  edema* 


•  conserves  potassium 

•  reduces  the  risk  of  digitalis  intoxication  due  to  potassium 
depletion.  Potassium  depletion  sensitizes  the  myocardium 
to  the  toxic  effects  of  digitalis,  and  reduces  its  inotropic 
effect. 
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ich  capsule  contains  50  mg.  of  Dyrenium 
and  25  mg.  of  hydrochlorothiazide. 


MEETS  THE  HEARTFELT  HEED 
OF  THE  DIGITALIZED  PARENT 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 


The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 


The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat¬ 
ing  organizations  for  the  laws,  regula¬ 
tions  and  professional  traditions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den¬ 
tists  and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter¬ 
ests  of  patients.  Productive  coopera¬ 
tion  has  been  achieved  through 
mutual  respect  as  well  as  a  common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den¬ 
tal  and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them¬ 
selves  guaranteed  absolute  protec¬ 
tion  from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter¬ 
professional  communications  regard¬ 
ing  drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im¬ 
proved  through  such  communica¬ 
tion,  taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi¬ 
cians  and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec¬ 
tion  remain  primary  and  do  not  per¬ 
mit  delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under¬ 
standing  and  cooperation  among  the 
professions  continue  to  grow. 


There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor¬ 
ized  substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. ,  Washington,  D.  C.  20005 
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Physician  training 


Education  programs  require  defining  objectives 


^  EDICINE  as  a  profession  is  in  a 
state  of  confusion  largely  be¬ 
cause  of  lack  of  adequate  definition 
of  objectives.  This  confusion  has 
not  spared  the  education  programs 
and  faculties  responsible  for 
training  physicians.  Some  of  the 
most  important  aspects  of  medical 
practice  have  been  poorly  defined. 
This  communication  will  attempt  to 
suggest  some  possibilities  of  reso¬ 
lution. 

Inappropriate  Cost  Accounting 

A  painful  example  of  ill-defined 
objectives  has  been  the  modus 
operandi  of  federal  support  of  medi¬ 
cal  education  and  research.  There 
are  those  who  would  point  the 
finger  at  organized  medicine,  the 
American  Medical  Association  and 
its  component  parts,  the  Associa¬ 
tion  of  American  Medical  Colleges, 
and  the  various  specialty  societies, 
as  being  responsible  for  inadequate 
physician  (especially  family  physi¬ 
cian)  manpower  today.  This  accusa¬ 
tion  is  quite  inappropriate  since  the 
federal  government  and  its  support 
mechanisms  are  primarily  respon¬ 
sible.  It  was  the  government  which 
determined  the  policies  and  mecha¬ 
nism  for  financial  support  of  medi¬ 
cal  research  and  education,  and 
this  in  turn  was  primarily  respon¬ 
sible  for  physician  manpower  dis¬ 
tribution  and  the  type  and  number 
of  physicians  being  trained  who  are 
available  today.  It  appears  to  the 
author  that  the  federal  government 
and  especially  Congress,  through 
its  funding  mechanism  of  the  last 
twenty  years,  failed  to  make  a  forth¬ 
right  determination  of  its  objectives 
in  broad  perspective.  The  support 
has  frequently  been  allocated  on 
the  basis  of  brush  fire  techniques 
and  political  expediency  which  un¬ 
fortunately  continues  to  be  a  modus 
operandi  of  many  interested  parties. 
Funding  was  and  continues  to  be 
too  frequently  based  on  popularity 
of  the  moment  or  special  interests 
of  lobbyists  which  were  not  neces¬ 
sarily  appropriately  weighted  in  the 
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context  of  an  overall  evaluation  of 
medical  need  and  the  potential  for 
bringing  worthwhile  programs  to 
fruition. 

Confusing  the  issue  even  more 
has  been  the  inappropriate  cost  ac¬ 
counting  procedures  that  were  used 
in  the  medical  schools  and  en¬ 
couraged  by  the  National  Institutes 
of  Health.  The  medical  schools  have 
become  increasingly  dependent 
upon  the  federal  government  be¬ 
cause  of  its  research  programs  sup¬ 
port.  Much  of  the  funding  obtained 
in  the  name  of  research  was  applied 
to  general  education  and  support  of 
the  medical  schools’  teaching  facul¬ 
ty.  As  a  result,  most  medical 
schools  as  of  four  years  ago  could 
not  distinguish  support  funds  which 
were  appropriately  being  applied  in 
support  of  research  from  funding 
being  used  for  general  education, 
which  resulted  in  inappropriate  sup¬ 
port  by  the  NIH  through  research 
grants.  The  sudden  requirement  of 
specific  cost  accounting  by  the  gov¬ 
ernment,  probably  more  than  any 
single  item,  has  been  responsible 
for  the  administrative  chaos  and  the 
fiscal  crisis  that  has  suddenly 
gripped  our  medical  schools.  If  this 
were  not  so,  a  reduction  of  research 
funds  should  not  affect  the  educa¬ 
tional  process  for  the  medical 
student.  Because  funding  has  been 
misapplied  and  the  cost  accounting 
system  has  been  inaccurate,  most 
medical  schools  are  in  a 
catastrophic  situation  as  of  this 
moment  since  research  support  has 
been  curtailed  or  at  least  has  not 
been  increased  to  keep  pace  with 
the  operational  costs  of  the  medical 
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schools.  This  situation  exists  be¬ 
cause  we  did  not  adequately  define 
the  objectives  of  the  research  being 
done  in  medical  schools  and  of 
medical  education  in  general  in 
order  to  gain  a  precise  evaluation  of 
cost.  If  we  do  not  know  what  the 
package  is,  we  can  hardly  deter¬ 
mine  the  cost  of  purchase. 

With  this  increasing  dependence 
on  the  government  for  support, 
even  the  private  medical  schools 
have  gradually  moved  into  the  area 
of  public  domain  and  the  consumer, 
i.e.,  the  public,  is  not  going  to  con¬ 
tinue  to  pay  for  an  item  when  he 
does  not  know  exactly  what  the 
item  is  and  what  he  is  paying  for. 
Fortunately,  some  of  these 
problems  are  now  on  the  way  to 
solution  through  capitation  grants 
for  student  education  from  both  the 
stfcte  and  federal  governments 
which,  in  turn,  are  separated  from 
grants  for  research  support  and 
which  will  be  audited  as  such.  The 
crisis  that  now  exists  in  medical  ed¬ 
ucation  is  largely  due  to  the  fact 
that  the  federal  government  has 
reorganized  its  own  cost  account¬ 
ing  system,  which  has  required  that 
the  medical  schools  follow  suit. 

These  same  problems  permeate 
not  only  medical  education,  but  our 
entire  system  of  health  care  as  well. 
The  whole  cost  accounting  system 
for  support  of  the  delivery  of 
ambulatory  health  services  is  poorly 
defined  and  is  currently  oriented  to 
the  hospital  rather  than  to  the 
ambulatory  patient  health  facility. 
For  example,  in  most  hospital  insur¬ 
ance  programs,  including  Blue 
Cross  and  medicare,  it  has  not  been 
possible  to  have  diagnostic  services 
paid  for  when  the  patient  was  not  in 
the  hospital  (except  in  a  few  cate¬ 
gories  such  as  certain  emergency 
x-ray  studies).  This  has  lead  to  un¬ 
necessary  admissions  and  unneces¬ 
sary  exhorbitant  expenditures.  This 
is  a  catastrophic  mistake  which  may 
well  be  corrected  as  more  profi¬ 
cient  ambulatory  specialists  are  de¬ 
veloped  and  trained. 
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Categories  of  Physicians 

Although  fiscal  problems  are 
most  obvious  at  this  time,  a  deter¬ 
mination  of  definition  and  objec¬ 
tives  is  just  as  lacking  in  the  curric¬ 
ulum  and  organization  of  the  aca¬ 
demic  and  professional  programs  of 
the  medical  schools.  For  example, 
what  is  the  definition  of  a  family 
physician  as  contrasted  to  a  gener¬ 
al  internist,  or  precisely  what  shall 
be  the  role  of  a  family  physician  in 
the  health  care  system?  Certainly, 
the  respective  roles  of  these  profes¬ 
sionals  must  be  determined  if  we 
are  to  be  training  family  physicians 
as  specialists  in  their  fields.  Fur¬ 
thermore,  their  relationship  with  the 
medical-surgical  systems  special¬ 
ists  and  the  general  internist,  pedia¬ 
trician,  and  surgeon  must  be  deter¬ 
mined. 

Today  the  purpose  for  which  the 
physician  is  being  trained  has  ex¬ 
tended  greatly  and  is  quite  variable. 
For  example,  the  development  of 
specialties  oriented  to  sophisticated 
laboratory  support  has  increased 
the  complexities  of  medical  educa¬ 
tion.  In  fact,  the  spectrum  of  activity 
for  which  the  physician  is  being 
trained  is  probably  as  wide  as  in  the 
liberal  arts  and  the  physical 
sciences.  In  the  physical  sciences 
no  one  would  think  of  training  a 
physicist  by  giving  him  the  same 
course  that  is  given  to  the  chemist  or 
the  biologist,  although  there  may  be 
quite  a  bit  of  overlap  in  the  basic  or 
core  curriculum. 

The  range  of  activity  open  to  the 
physician  as  he  is  now  deployed  in 
the  medical  sciences  encompasses: 

(1)  the  general  practice  of  medicine 
and  delivery  of  ambulatory  health 
services,  i.e.,  the  family  physician; 

(2)  general  internal  medicine  as  the 
coordinator  of  institutional  medical 
services  with  ambulatory  services 
being  a  secondary  responsibility;  (3) 
medical  systems  specialty  work- 
oriented  around  laboratory  proce¬ 
dures  in  the  interpretation  of 
diseases  by  the  body  system  in¬ 
volved;  (4)  surgery  and  its  spe¬ 
cialties;  (5)  administrative  medicine 
such  as  in  the  Regional  Medical  Pro¬ 
grams  or  government  medicine;  (6) 
research  medicine  requiring  pro¬ 
found  knowledge  of  laboratory  tech¬ 
nology,  biostatistics,  etc.;  (7)  en¬ 
vironmental  control  and  related 


work;  (8)  industrial  medicine;  and  (9) 
additional  categories. 

Probably  the  category  of  physi¬ 
cians  that  is  most  urgently  needed 
today  is  the  specialist  in  ambulatory 
services,  and  this  is  where  we  must 
place  the  emphasis  in  medical 
school.  That  is,  on  the  training  of 
physicians  who  can  and  will  become 
most  proficient  in  treating  patients 
who  are  ambulatory  in  the  communi¬ 
ty  setting.  I  define  this  prototype  as  a 
family  physician.  Because  of  back¬ 
ground  and  conditions  of  training, 
many  physicians  are  reluctant  to  ac¬ 
cept  this  role  today,  or  at  least  be  so 
labeled,  even  though  this  is  in  fact 
their  modus  operandi.  However, 
armed  with  an  accurate  definition 
and  image,  there  is  no  doubt  in  my 
mind  that  the  family  physician 
trained  in  the  future  will  become  just 
as  highly  specialized  in  ambulatory 
services  operating  in  his  community 
as  the  specialty  physicians  oriented 
to  hospitals  are  now.  As  in  the  case 
of  emergency  room  specialists,  this 
will  require  a  complete  new  empha¬ 
sis  in  the  curriculum  for  training 
these  physicians. 

The  Family  Physician 

The  family  physician,  whether  a 
member  of  a  group  or  in  solo  prac¬ 
tice,  must  be  a  specialist  in  ambula¬ 
tory  care  in  the  community  setting. 
If  in  solo  or  small  group  practice,  he 
must  assume  directorship  of  the 
health  care  unit  (Fig.  1).  Specialists 
in  general  ambulatory  medicine 
(family  physicians)  can  be  divided 
for  the  most  part  into  two  sub-ca¬ 
tegories:  (a)  the  solo  family 
physician  or  group  of  physicians  in 
rural  areas,  and  (b)  the  urban  spe¬ 
cialists  primarily  giving  ambulatory 
care.  The  latter  type  of  practice  is 
likely  to  be  one  of  three  types:  (1)  a 
small  clinic-type  operation,  in¬ 
cluding  a  small  group  of  physicians 
with  a  large  retinue  of  supporting 
personnel  such  as  clinical  psy¬ 
chologists,  nurses,  technicians,  etc. 
(Fig.  1);  (2)  emergency  room  care;  or 

(3)  group  practice  of  specialists, for 
ambulatory  care.  Hospital  practice 
will  include  a  category  of  emergency 
room  specialists  who  are  also 
oriented  to  ambulatory  services  but 
who  handle  a  general  mixture  of 
emergency  problems  on  an  emer¬ 


gency  room  basis  as  well  as  major 
emergencies  since  the  emergency 
room  is  the  entryway  to  the  hospital 
for  patients  with  acute  medical 
problems.  These  family  physicians, 
regardless  of  location,  should  have 
access  to  the  hospital  and  should 
have  admission  privileges,  but  their 
primary  expertise  must  be  caring  for 
ambulatory  patients. 

The  organizational  structure  for 
managing  ambulatory  patients  is 
through  the  clinic-type  organiza¬ 
tion.  A  group  of  medical  specialists 
and  allied  health  personnel  ban 
together  for  comprehensive  ambu¬ 
latory  medical  care.  The  total  care 
of  the  patient  and  his  family  is  de¬ 
pendent  on  the  organizational 
cohesiveness  and  effectiveness  of 
the  group  practice  for  success 
(Fig.  2). 

Departments  of  general  internal 
medicine  and  pediatrics  in  the  hos¬ 
pital  should  serve  as  coordinators 
of  medical  services  throughout  the 
hospital;  that  is,  they  must  be  able 
to  accept  uncategorical  patients 
and  also  to  coordinate  the  work  of 
specialists  in  hospital  medicine. 
This  joint  service  then  becomes 
responsible  for  interrelating  the 
family  medicine  ambulatory  service 
with  the  systems  specialties,  e.g. 
neurology-neurosurgery,  cardiac 
surgery,  nephrology-urology,  etc.  In 
this  endeavor  they  will  be  working 
with  the  surgical  specialists,  many 
of  whom  will  never  have  had 
training  in  the  broad  base  of  medi¬ 
cine  according  to  our  current 
training  program.  With  these  basic 
definitions  as  a  guide,  the  organiza¬ 
tional  structure  of  the  specialty  of 
family  practice  and  its  relationship 
with  the  medical-surgical  spe¬ 
cialties  can  be  developed.  The 
degree  to  which  the  family  physi¬ 
cian  can  depend  on  specialists  for 
support  in  the  care  of  his  patients 
and  the  degree  to  which  he  must  be 
entirely  self-sufficient  will  depend 
on  the  community  being  serviced 
and  the  resources  available. 

All  of  this  clearly  presents  the 
need  for  redefinition  of  the  primary 
physician  as  a  family  physician  or 
as  a  member  of  a  comprehensive 
group  practice  of  specialists  who 
care  for  the  whole  range  of  pa¬ 
tients — primarily  on  an  ambulatory 
basis.  Obviously  these  physicians, 
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Figure  1 


Continuing  Education  As  It  Relates  To 
AMBULATORY  MEDICAL  CARE  AND  HOSPITAL  REFERRAL 


—indicates  DIRECT  PATIENT  REFERRAL 

—indicates  PRIMARY  PARTICIPATION  IN  PATIENT  CARE  OR  PROFESSIONAL  EDUCATION 


Figure  2 


PATIENT  FLOW  THROUGH  MEDICAL  CARE  FACILITIES 
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to  be  effective,  require  not  only  sci¬ 
entific  information,  but  also  a 
knowledge  of  government  facilities, 
availability  or  government  support 
for  medical  care,  and  the  availabil¬ 
ity  of  specialties,  social  services, 
etc.  The  great  need  for  a  general 
practitioner  or  family  physician  who 
has  not  categorized  his  practice  has 
been  emphasized  in  the  stress 
placed  on  the  health  care  delivery 
system  and  the  shortage  of 
physicians.  Here  again,  we  need  to 
define  our  objectives. 

Premedical  School  Curriculum 

Because  of  the  shortage  of 
physicians  and  the  mounting  cost  of 
medical  education  which  is  now 
rightfully  being  identified,  there  has 
been  great  pressure  by  the  govern¬ 
ment  and  its  accountants  and  also 
by  the  consumer  (the  public),  to 
reduce  the  time  period  allotted  for 
the  educational  experience.  This 
approach  has  pitfalls  and  shortcom¬ 
ings.  Efficiency  in  education  should 
be  increased,  but  neither  quality  nor 
quantity  sacrificed  for  expediency. 
Is  it  our  objective  to  develop  a  kind 
of  scientific  robot,  who,  from  the  day 
he  enters  college,  concentrates  on 
the  science  of  medicine  and  disre¬ 
gards  the  humanities  and  socio¬ 
economic  factors  that  will  affect  his 
life  and  his  environment  when  80 
percent  of  medical  problems  seen 
by  a  physician  in  general  practice 
are  primarily  related  to  social  and 
domestic  stresses  placed  upon  the 
patient?  If  we  are — then  let’s  be 
frank  in  acknowledging  our  objec¬ 
tives  along  with  its  deficits.  We 
should  not  infer  that  drastic  cuts  in 
educational  time  will  end  up  with  the 
same  quality  of  educational  experi¬ 
ence!  Or  should  emphasis  be  on  the 
development  of  a  well-rounded, 
socially  adjusted,  and  complete  man 
as  your  physician!  My  choice  would 
be  the  latter,  especially  since  the  so- 
called  primary  physician  must  direct 
much  of  his  effort  to  counseling  and 
advising  the  patient  on  his  domestic 
and  social  problems. 

Premedical  education  has  not 
been  as  bad  as  many  would  have  us 
think.  The  college  premedical 
school  curriculum  should  have  a 
broad  base  in  order  to  prepare  the 
student  for  leadership  and  contribu¬ 


tion  to  society,  whereas  the  scientif¬ 
ic  education  should  be  directly 
related  to  practical  application  of 
knowledge  and  training  useful  to  the 
physician  of  the  future.  In  summary,  I 
would  emphasize  that  our  college 
curriculum  should  be  designed  to 
provide  a  broad  base  for  the 
physician  as  an  individual  in  his 
social  and  economic  environment, 
but  at  the  same  time  it  should  be 
more  precise  in  directing  his  scien¬ 
tific  development  so  that  this  is  com¬ 
pletely  relevant  to  his  scientific  need 
as  a  future  physician.  I  am  sug¬ 
gesting  the  need  for  better  definition 
of  objectives,  while  at  the  same  time 
stressing  the  need  for  greater 
precision  and  more  scientific  pro¬ 
gramming  of  our  educational  efforts. 
I  believe  it  an  error  to  be  so  driven  by 
the  current  economics  of  the  situa¬ 
tion  as  to  accept  or  even  approve  of 
serious  curtailment  of  college  edu¬ 
cation,  which  will  subsequently  lead 
to  production  of  an  inferior  product. 

The  time  has  arrived  for  the 
Council  on  Education  of  the  Ameri¬ 
can  Medical  Association,  the  Ameri¬ 
can  Academy  of  Family  Physicians, 
and  the  Association  of  American 
Medical  Colleges  to  come  to  grips 
with  the  problem.  A  basic  core  of  the 
scientific  or  basic  science  curricu¬ 
lum  should  be  developed  and  rec¬ 
ommended  to  the  schools  involved 
with  premedical  education.  This 
should  then  be  developed  so  as  to 
interrelate  with  the  applied  sciences 
as  given  in  the  medical  schools.  For 
example,  basic  physiology  and  cell 
biology  could  be  given  in  the 
premedical  curriculum,  but  a  gener¬ 
al  departure  point  should  be  es¬ 
tablished  for  the  medical  school  in 
advanced  cell  biology  and  metabo¬ 
lism  and  in  applied  clinical  physiolo¬ 
gy.  The  students  then  get  off  on  at 
least  a  general  common  footing 
rather  than  in  the  complete  lack  of 
system  that  exists  today. 

Medical  School  Curriculum 

The  same  problem  exists  in  the 
medical  school  curriculum  that 
exists  in  the  premedical  school,  i.e., 
lack  of  definition  of  objectives.  The 
medical  school’s  educational 
process  also  presents  many  of  the 
problems  that  now  complicate  the 
teaching  of  the  physical  sciences, 


such  as  the  accumulation  of  scientif¬ 
ic  information  far  exceeding  the 
student’s  ability  to  encompass  the 
entire  breadth  of  knowledge  avail¬ 
able.  This  may  lead  to  frustration 
and  dilution,  plus  arbitrary  curtail¬ 
ment  of  subject  matter  by  the  curric¬ 
ulum  artists  rather  than  selection 
with  emphasis  on  a  lifetime  learning 
process. 

In  previous  years  the  medical 
school  curriculum  has  been  fairly 
well  standardized  since  the  days  of 
the  Flexner  Report,  with  all  students 
taking  the  same  courses.  The  spec¬ 
trum  of  what  physicians  were  ex¬ 
pected  to  do  was  less  variable  than 
at  present.  We  had  the  general 
physician  and  then  the  surgeon  who 
was  a  “generalist  who  in  addition 
wielded  the  knife.” 

The  job  description  from  physi¬ 
cian  to  physician  may  be  quite 
varied.  It  becomes  obvious  that  what 
is  good  training  for  one  of  these  ca¬ 
reers  may  not  be  applicable  to  the 
others.  Therefore,  in  order  to  adapt 
to  this  broad  variety,  many  schools 
have  established  a  series  of  elec¬ 
tives  which  too  often  are  not  in¬ 
tegrated  and  coordinated  towards  a 
specific  goal  or  objective  because 
the  integration  which  the  professors 
are  unwilling  or  unable  to  undertake 
is  left  to  the  inexperienced  student. 
Unfortunately,  the  student  has  little 
knowledge  of  what  would  be  most 
useful  to  him  for  his  future  endeavor. 
Excessive  elective  time  does  not 
seem  to  be  the  best  approach.  It 
would  seem  more  appropriate  to 
have  a  basic  core  curriculum  with 
selectives  (rather  than  electives)  to 
complete  the  major,  i.e.,  the  various 
types  of  future  endeavor  which 
would  be  adequate  to  meet  further 
needs,  just  as  there  is  a  basic 
requirement  for  the  speciality  of 
chemistry  in  the  liberal  arts  college, 
although  additional  course  electives 
are  acceptable  in  order  to  meet  the 
total  qualifications  required  of  a 
chemistry  major. 

At  some  medical  schools  a  track 
program  has  been  established  in 
which  it  is  acknowledged  that 
breadth  of  scientific  information 
must  be  sacrificed  for  more  in-depth 
knowledge  of  technology  in  a  res¬ 
tricted  area,  with  emphasis  on  the 
scientific  approach  to  a  problem. 
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Figure  3 

AFFILIATE  HOSPITAL  EDUCATIONAL  PROGRAM 


The  emphasis  under  these  circum¬ 
stances  must  be  on  the  scientific 
method  rather  than  on  a  total  body  of 
information  available.  Thus,  after 
proceeding  through  the  core  curric¬ 
ulum,  the  student  selects  the  line  of 
endeavor  that  he  will  follow,  in  either 
the  surgical  or  the  medical  spe- 
ciafties  (including  psychiatry  and 
the  laboratory  specialties).  When  the 
student  goes  into  the  medical 
specialties,  the  curriculum  is  es¬ 
tablished  so  that  he  accumulates  the 
basic  information  of  internal  medi¬ 
cine,  and  in  addition,  subspecialty 
experiences  are  offered.  The  stu¬ 
dent  can  select  many  of  these,  but  a 
basic  requirement  is  maintained. 

This  whole  approach  has  empha¬ 
sized  the  difference  between  the 
medical  and  surgical  specialties. 
For  the  most  part,  the  more  devel¬ 
oped  the  surgical  specialty  is,  the 
more  technical  it  becomes  and  the 
more  dependent  on  gadgetry, 
equipment,  and  machines,  such  as 
cardiovascular  surgery  using  heart 
bypass,  heart  assist,  and  pace¬ 
maker.  On  the  other  hand,  the 
systems  subspecialties  in  medicine 
require  a  major  background  of  labo¬ 
ratory  backup.  This  is  quite  different 
from  seeing  uncategorized  patients 


in  a  general  office  practice. 

Continuing  Education  Objectives 

The  need  for  definition  of  the  ob¬ 
jectives  to  be  achieved  in  the  con¬ 
tinuing  education  program  is  just  as 
important  as  in  the  medical  school 
curriculum.  Training  in  the  surgical 
specialties  and  laboratory  oriented 
subspecialties  in  medicine  would 
necessarily  be  quite  different  from 
the  continuing  education  of  the 
primary  general  physician  and  the 
general  internist. 

Most  of  the  educational  effort  in 
the  highly  scientific  specialty  serv¬ 
ices  is  being  conducted  by  the 
physician’s  specialty  society.  Pri¬ 
marily,  the  surgeon  keeps  in  touch 
with  his  surgical  colleagues  in 
order  to  remain  abreast  of  progress 
in  his  field  and  scientifically  ad¬ 
vanced,  as  does  the  subspecialty 
hematologist,  cardiologist,  etc. 

In  the  development  of  a  con¬ 
tinuing  education  program  with  a 
full  format,  the  following  three 
points  must  be  included:  (1)  The 
program  must  be  accessible  to  the 
physician;  (2)  The  training  and  in¬ 
formation  dispensed  must  be  rele¬ 
vant  to  the  physician’s  practice;  and 
(3)  The  program  must  be  attractive 


and  interesting.  The  medical  col¬ 
lege  continuing  education  program 
can  be  divided  into  two  large  cate¬ 
gories:  (a)  the  medical  school- 
based  continuing  education  activi¬ 
ties  such  as  symposia,  seminars,  tu¬ 
torial  programs,  and  the  university 
hospital  training  programs;  (b)  the 
affiliate  institution  for  continuing 
education — it  is  this  combine  of  in¬ 
tegrated  hospital  educational  pro¬ 
grams  that  probably  has  the  great¬ 
est  potential  for  future  achievement. 

Each  community  hospital  can 
become  a  secondary  center  for  con¬ 
tinuing  education  in  its  local  com¬ 
munity  (Fig.  3).  In  turn,  a  represent¬ 
ative  from  this  center  is  incorpo¬ 
rated  into  the  planning  process  of 
the  medical  college  and  university 
hospital  affiliation  “family.”  The  pro¬ 
gram  must,  then,  of  necessity  be:  (1) 
as  relevant  as  the  governing  board 
(council)  members  make  it;  (2)  as  at¬ 
tractive  and  as  effective  as  the  board 
members  make  it. 

However,  the  main  problem  still 
exists  as  to  how  to  teach  the 
physician  who  is  not  in  a  hospital 
and  who  does  not  wish  to  participate 
in  continuing  education.  I  suppose 
there  are  a  number  of  approaches  to 
such  a  problem  which  become  evi¬ 
dent.  Two  of  these  are:  (a)  long-term 
involvement  by  the  selection  of  ap¬ 
propriate  individuals  by  the  preme¬ 
dical  college  as  well  as  the  medical 
college  school  selection  and  indoc¬ 
trination  programs;  (b)  a  disciplinary 
club — that  is,  relicensure.  Hopefully 
this  can  be  avoided.  Relicensure 
would  require  that  the  physician  be 
certified  as  having  participated  in  a 
continuing  education  program  as 
well  as  re-examined — both  of  which 
procedures  are  rather  complex  to 
supervise.  A  beginning  has  been 
made  by  the  Pennsylvania  Medical 
Society  towards  a  continuing  educa¬ 
tion  requirement  for  membership  in 
the  Society. 

Medical  care  has  long  since 
passed  the  simple  operation  of  the 
solo  practitioner  caring  for  patients 
alone  in  a  simple  private  office. 
Complexities  bring  with  it  the 
necessity  of  organization,  and  or¬ 
ganization  requires  the  determi¬ 
nation  of  goals  and  objectives 
which  in  turn  requires  precise  defi¬ 
nitions  of  terms.  □ 
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I  I  NLESS  there  is  a  shift  in  the 
^  current  emphasis  in  specialty 
training,  educating  more  physicians 
may  not  increase  the  availability  of 
primary  health  care.  One  alternative 
is  the  training  of  allied  health  pro¬ 
fessionals  who  can  perform  tasks 
ordinarily  handled  by  the  physician, 
but  for  which  his  long  years  of 
training  are  not  required.  These 
primary  care  practitioners  would, 
under  the  preceptorship  of  a 
physician,  increase  his  effec¬ 
tiveness  by  performing  the  physical 
examination  and  recording  the  his¬ 
tory  on  all  patients.  This  would 
screen  and  provide  care  for  pa¬ 
tients  with  routine  health  problems. 
The  physician’s  skills  would  then  be 
applied  to  those  who  need  them. 

This  study,  conducted  in  two  dif¬ 
ferent  types  of  practices,  measures 
the  impact  of  a  physician’s  assistant 
(PA)  on  the  delivery  of  primary 
health  care.  Impact  for  the  purpose 
of  this  study  is  defined  as  reducing 
physician  encounter  time  per  pa¬ 
tient  and  increasing  the  availability 
of  care  to  his  patients. 

Two  settings  were  used  in  the 
study.  One  setting  was  a  university 
medical  center  group  practice 
comprising  four  physicians  board- 
certified  in  internal  medicine.  The 
physicians  are  members  of  the  fac¬ 
ulty  of  the  medical  school  and  do 
not  practice  full  time.  Each  physi¬ 
cian  has  office  hours  three  sessions 
per  week.  The  other  setting  was  a 
group  practice  in  Carlisle,  Pa. 
These  physicians  practice  family 
medicine. 

The  physician’s  assistants  who 
worked  in  these  practices  were  in 
their  second  year  of  the  Hahne¬ 


mann  Physician’s  Assistant  Train¬ 
ing  Program.  This  preceptorship 
period  allows  students  to  function  in 
the  usual  practice  setting,  but  under 
direct  supervision.  In  this  learning 
situation,  the  preceptors  use  case 
problems  to  instruct  the  students. 

The  two  students  had  different 
backgrounds  before  entering  Hah¬ 
nemann’s  program.  The  one  in  the 
medical  center  group  practice  had 
entered  the  program  directly  from 
high  school  and  had  not  had 
previous  medical  experience.  The 
second  student,  formerly  a  medical 
corpsman,  came  to  the  program 
with  some  clinical  experience. 

A  form  was  filled  out  by  the 
clinical  staff  for  each  patient  en¬ 
counter  in  both  practices  in  late 
February  and  March  1973.  Although 


the  number  of  records  approached 
300,  the  sample  was  inadequate  to 
provide  comparison  among  the 
original  subgroupings  specified, 
e.g.,  age,  sex,  disease. 

These  are  the  hypotheses  that 
were  tested:  (1)  The  physician’s  as¬ 
sistant  reduces  the  mean  physician 
time  for  patients  whom  they  see 
jointly.  (2)  The  age  of  patients  is  not 
a  factor  affecting  physician’s  assist¬ 
ant  utilization.  (3)  The  physician’s 
assistant  will  have  an  impact  on  the- 
physician  time  spent  on  new  pa¬ 
tients,  patients  with  routine  acute 
diseases,  and  patients  with  chronic 
problems  under  control. 

A  large  matrix  was  constructed  to 
represent  the  subgroupings  to  test 
for  significance  by  age,  sex,  and 
disease  and  for  the  individual 


Figure  1 

Frequency  Distribution — M.D.  Time  per  Encounter* 
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physician’s  potential  utilization  of 
the  physician’s  assistant.  The 
sample  did  not  provide  entries  in 
each  cell  and  provided  only  small 
sample  sizes  in  others.  Therefore,  it 
was  possible  only  to  compare 
subgroupings  for  which  there  were 
encounters  involving  the  physi¬ 
cian’s  assistant  and  those  involving 
the  physician  alone. 

To  test  the  first  hypothesis,  en¬ 
counters  involving  all  physicians  in 
the  sample  of  the  medical  center 
practice  were  aggregated.  Figure  1 
is  a  frequency  distribution  of 
physician  time  per  encounter  alone 
and  time  utilizing  the  physician’s 
assistant.  The  median  time  for  the 
combined  samples  was  ten  minutes. 
The  chi-square  test  for  small 
samples  indicates  that  a  statis¬ 
tically  significant  reduction  in 
physician  encounter  time  occurs 
with  the  use  of  physician’s  assist¬ 
ants  (Table  I). 

The  small-town  practice  data 
could  not  be  treated  in  the  same 
way.  After  six  months,  the  physi¬ 
cian’s  assistant  handled  his  own  pa¬ 
tients  and  reduced  the  effective 
physician  time  to  zero.  Since  the 
appointment  secretary  scheduled 
the  PA  for  half  as  many  as  the 
physician,  the  potential  access  to 
medical  care  was  increased  by  50 
percent. 

The  second  hypothesis  was  that 
there  was  a  difference  in  the  impact 
of  the  physician’s  assistant  ac¬ 
cording  to  the  age  grouping  of  pa¬ 
tients  and/or  sex  and/or  problem 
treated.  The  sample  of  the  patient 
contact  records  failed  to  provide 
entries  in  all  cells  of  the  matrix. 
Table  II  presents  the  impact  of  the 
physician’s  assistant  on  the  row- 
column  intersections  for  which 
there  were  data.  Since  the  samples 
were  too  small  for  a  statistical  test 
of  significance,  the  mean  values  are 
given  and  inferences  are  drawn  by 
“observation.”  (These  data  are  from 
the  medical  center  practice.  No 
comparison  could  be  made  for  the 
small-town  group  practice  since  the 
physician’s  assistant  operated  inde¬ 
pendently.) 

A  frequency  distribution  of  the 
patients  seen  by  the  physician’s  as¬ 
sistant,  as  compared  with  that  of  the 
physician  in  the  small-town  prac- 


TABLE I 

Medical  Center  Group  Practice 

Chi-Square  Test  on  Physician’s  Encounter  Times 
Patients  with  and  without  Physician’s  Assistant* 


No.  of  Patients  No.  of  Patients 

<10  min.  Encounters  >10  min.  Encounters 

Total 

Patients  seen 
without  P.A. 

15 

28 

43 

Patients  seen 
with  P.A. 

23 

9 

32 

Total 

38 

37 

75 

*  X2  =  8.62;  p  <  .01 ;  Median  time,  10  minutes. 


TABLE  II 

Comparison  of  Effective  Physician  Time  with  and  without  the  Physician’s 
Assistant  According  to  Age  and  Sex  of  Patient 

No.  of  P.A.  Mean  Phys.  Mean  P.A.  Inc./Dec. 

Pts.  Attendance  Time  (min.)  Time  (min.)  Phys.  Time 

Phys.  #21  2  w/out  12.5  0 

Age:  45-64  -5.6% 

Female  4  with  11.8  18.8 

Phys.  #21 

2 

w/out 

18.5 

0 

Age:  25-64 
Male 

2 

with 

10.0 

15.0 

-46.0% 

Phys.  #22 

5 

w/out 

10.8 

0 

Age:  25-44 
Female 

5 

with 

7.0 

14.8 

-35.2% 

Phys.  #22 

7 

w/out 

8.1 

0 

Age:  45-64 
Female 

3 

with 

7.0 

8.7 

-13.6% 

Phys.  #22 

2 

w/out 

10.0 

0 

Age:  45-64 
Male 

2 

with 

4.5 

13.5 

-55.0% 

Phys.  #22 

2 

w/out 

13.5 

0 

Age:  65  + 
Female 

1 

with 

5.0 

15.0 

-63.0% 

Phys.  #22 

2 

w/out 

8.0 

0 

Age:  65  + 
Male 

4 

with 

7.3 

10.8 

-8.8% 

Phys.  #23 

7 

w/out 

12.6 

0 

Age:  45-64 
Female 

3 

with 

7.3 

14.7 

-42.1% 

Phys.  #23 

5 

w/out 

15.4 

0 

Age:  45-64 
Male 

4 

with 

10.5 

16.8 

-31.8% 

Phys.  #23 

4 

w/out 

17.5 

0 

Age:  65  + 
Female 

2 

with 

8.5 

18.5 

-51 .4% 

Phys.  #23 

5 

w/out 

15.6 

0 

Age:  65  + 
Male 

2 

with 

12.5 

20.0 

-19.9% 
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Figure  2 

Patient  Problem  Distribution  -  Medical  Center 


a.  Seen  by  M.D.  (n  =  52) 


b.  Seen  by  P.A.  (n  =  45) 
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tice,  indicated  little  difference  in  the 
patient  age  groups  seen. 

The  third  hypothesis  was  that  the 
type  of  patient  problem  would 
cause  variation  in  the  impact  of  the 
physician’s  assistant.  Figure  2,  sub¬ 
ject  to  the  limitations  described 
above,  presents  the  usable  data  for 
the  medical  center  practice.  A  simi¬ 
lar  comparison  was  made  of  the 
types  of  problems  seen  by  the 
physician’s  assistant  and  the  physi¬ 


cian  in  the  small-town  practice 
during  the  same  period  (Figure  3). 
Because  the  sample  was  sfriall  in 
light  of  the  variety  of  problems  to  be 
handled,  the  problems  were  aggre¬ 
gated  according  to  category:  acute, 
chronic,  and  general.  In  the  medical 
center  practice,  the  physician’s  as¬ 
sistant  saw  all  the  “general”  pa¬ 
tients  which  was  a  very  small  per¬ 
centage  of  the  practice.  The 
physician  saw  about  70  percent 


more  of  the  chronic  patients.  The 
small-town  practice  saw  more 
“acute”  and  “general”  problems. 
The  physician’s  assistant  saw  more 
than  two  and  a  half  times  the  “gen¬ 
eral”  than  did  the  physician. 

The  study  was  conducted  at  two 
different  sites  and  was  superim¬ 
posed  on  the  normal  activity. 
Relying  on  the  clinical  staff  meant 
that  results  would  be  subject  to  the 
site  conditions.  The  medical  center 
group  practice  was  staffed  by  Hah¬ 
nemann  physicians  interested  in  the 
success  of  the  physician’s  assistant 
program.  These  physicians  were 
committed  to  the  principle  that  the 
preceptorship  was  a  learning  expe¬ 
rience.  They  used  the  office  setting 
as  a  teaching  vehicle  since  their 
contact  with  the  physician’s  assist¬ 
ant  immediately  before  and  after  of¬ 
fice  hours  was  minimal.  Thus,  while 
one  might  suspect  that  the  physi¬ 
cians  would  utilize  the  physician’s 
assistant  effectively,  some  of  the 
time  saved  was  reduced  by  time 
spent  teaching. 

Empirically,  according  to  the  sup¬ 
porting  staff,  the  physician’s  assist¬ 
ant  reduced  the  necessary  time  for 
new  patients  in  particular  because 
he  performed  the  physical  examina¬ 
tion  and  recorded  the  history  while 
the  physician  was  seeing  another 
patient.  This  reduced  the  physician 
time  for  the  routine  work-up  and  the 
patient  waiting  time  for  the  physi¬ 
cian.  One  obstacle  in  reducing 
physician  time  in  this  practice  set¬ 
ting  is  exemplified  by  the  case  of 
the  patient  who  is  referred  to  a 
medical  center  with  a  more 
complex  problem  or  the  case  where 
the  patient  perceives  his  problem 
as  being  more  complex.  Thus,  the 
physician  cannot  reduce  his  partici¬ 
pation  time  below  a  certain 
minimum. 

An  initial  examination  of  the  en¬ 
counter  forms  from  the  small-town 
practice  indicates  that  the  physi¬ 
cian’s  assistant  had  seen  almost  all 
of  his  own  patients  alone,  con¬ 
sequently  reducing  effective  physi¬ 
cian  time  expended  per  patient  to 
zero.  This  unexpected  finding 
changed  the  original  study  condi¬ 
tions,  and  thus  no  comparison  could 
be  made  of  the  reduction  in 
physician  time  between  sites.  The 
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Figure  3 

Patient  Problem  Distribution — Small  Town 

a.  Seen  by  M.D.  (n  =  215) 
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physician’s  assistant  stated  that  the 
physician  had  contact  with  one  of 
his  patients  per  four-hour  session. 
There  were  no  consultations  re¬ 
corded  for  the  sample  period,  how¬ 
ever.  In  this  practice,  the  physi¬ 
cian’s  assistant  saw  patients  for  one 
session  of  office  hours  per  day  and 
made  rounds  at  the  hospital  both 
alone  and  with  the  physician. 

The  physicians  in  the  small-town 


group  practice  site  had  no  formal 
connection  with  the  program  prior 
to  accepting  the  physician’s  assist¬ 
ant  but  were  interested  in  his  poten¬ 
tial  usefulness.  The  fact  that  the 
physician’s  assistant  was  permitted 
to  see  patients  on  his  own  after  a 
six-month  period  confirms  his  effec¬ 
tiveness.  Another  indication  of  his 
success  is  that  he  was  invited  to 
join  this  practice  after  graduation 


and  is  now  working  there. 

This  study  suggests  further  inves¬ 
tigation  into  utilization  of  the  allied 
health  professional.  Encounter  data 
gathered  in  other  settings  such  as 
outpatient  clinics  and  chronic  care 
facilities  can  provide  additional 
documentation  to  either  support  or 
disprove  the  efficacy  of  the  allied 
health  professional  in  delivering 
primary  health  care.  □ 
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TRAUMA! 

Beware  the  bruised  heart 

WILLIAM  E.  DeMUTH,  JR.,  M.D. 

A.  JAMES  LIEDTKE,  M.D. 

Hershey 

Most  heart  injuries  due  to  penetrating  chest  wounds  sive  major  surgery  for  correction  of  other  injuries  in  the 
are  highly  dramatic  and  readily  diagnosed  as  soon  as  immediate  period  following  trauma  are,  therefore,  po- 
the  victim  is  examined.  Much  less  apparent  are  cardiac  tentially  dangerous  and  may  prove  fatal  because  of  the 


injuries,  principally  myocardial  contusions,  which  result 
from  nonpenetrating  chest  trauma  (Figure  I).1  Such 
lesions  may  go  unrecognized  until  too  late,  leading  to 
death  from  uncontrollable  arrhythmias  and  acute  con¬ 
gestive  heart  failure. 

In  modern  society,  most  myocardial  contusions 
derive  from  sudden  decelerations  in  vehicular 
collisions.2  Steering  wheel  impact  injuries  to  the  mid¬ 
chest  and  sternum  may  cause  violent  intrathoracic 
compressions  serious  enough  to  bruise  the  heart.  Since 
this  kind  of  trauma  is  commonly  associated  with  other, 
more  obvious,  injuries  to  the  viscera,  musculoskeletal, 
and  nervous  systems,  damage  to  the  heart  is  usually 
the  least  suspected.  General  anesthesia  and  aggres- 

The  authors  are  from  the  departments  of  surgery  and 
medicine  at  the  Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey  Medical 
Center.  The  Pennsylvania  Division  of  the  American 
Trauma  Society  and  the  State  Society's  Commission 
on  Emergency  Medical  Services  assist  in  the  dissemi¬ 
nation  of  information  on  trauma. 


stress  imposed  on  a  bruised  and  weakened  myocar¬ 
dium  made  prone  to  electrical  and  mechanical  instabil¬ 
ity.  Thus  conservative  management,  particularly  in  the 


Figure  1 .  Illustration  of  myocardial  contusion  on  an¬ 
terior  surface  of  the  heart.  Arrow  points  to  a  superfi¬ 
cial  laceration. 
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treatment  of  most  fractures  (at  least  temporarily)  may, 
in  fact,  be  life  saving. 

At  least  70  percent  of  patients  with  myocardial  con- 


Figure  2.  An  example  of  the  severe  changes  in  elec¬ 
trical  and  mechanical  functions  which  occurred  fol¬ 
lowing  closed  chest  injury.  In  this  animal,  acute  de¬ 
velopment  of  complete  heart  block  was  recorded. 


Figure  3.  A  recording  of  the  major  arrhythmias  which 
can  occur  with  myocardial  contusion.  Note  the  cur¬ 
rent  of  injury  pattern  in  the  second  panel  from  the  top. 
This  animal  ultimately  reverted  to  sinus  mechanism  at 
five  minutes. 


tusions  complain  of  pain  identical  to  that  of  angina  pec¬ 
toris  or  coronary  insufficiency  (although  this  may  be 
obscured  if  accompanied  by  coexisting  chest  wall  inju¬ 
ries).  Almost  all  victims  with  cardiac  involvement  have 
a  tachycardia  (greater  than  90  beats/minute)  and  by 
electrocardiography,  demonstrate  widespread  ST-T 
wave  changes  in  most  leads.  Rarely,  “J”  point  eleva¬ 
tions  are  also  observed,  suggesting  a  current  of  injury 
pattern  and  should  always  raise  the  possibility  of  dam¬ 
age  to  one  or  more  cornary  arteries. 

Arrhythmias  and  disorders  of  conduction  are  major 
findings  in  cardiac  contusions.  The  most  frequent 
include:  (1)  premature  ventricular  contractions  (by  far 
the  most  common);  (2)  supraventricular  tachyarr¬ 
hythmias  including  atrial  tachycardia,  flutter,  and 
fibrillation;  (3)  varying  degrees  of  atrio-ventricular  heart 
block  and  dissociation;  (4)  bundle  branch  blocks;  (5) 
ventricular  tachycardia  and  fibrillation;  and  (6)  complete 
cardiac  standstill. 

A  model  in  dogs  for  evaluating  cardiac  injury  in  non¬ 
penetrating  chest  trauma  has  recently  been  developed 
in  our  laboratory3’4  and  confirms  the  major 
hemodynamic  and  electrical  alterations  which  result 
from  such  injuries.  Figure  2  shows  the  catastrophic  de¬ 
rangements  in  blood  pressure  and  the  electrocar¬ 
diogram  which  occurred  following  a  closed-chest  im¬ 
pact.  Figure  3  illustrates  the  variety  of  arrhythmias 
which  may  follow  closed-chest  trauma. 

Other  laboratory  studies,  particularly  blood  assays 
for  serum  enzymes,  are  usually  not  helpful,  largely 
because  of  associated  injuries  and  shock. 

Treatment  for  myocardial  contusions  is  identical  to 
that  prescribed  for  myocardial  infarction  and  includes: 
(1)  bed  rest — usually  one  to  three  weeks  followed  by 
graded  ambulation;  (2)  drugs — only  supportive;  digitalis 
should  only  be  given  to  control  supraventricular 
tachycardias  and  congestive  heart  failure;  vasodilators 
offer  no  benefits,  and  anticoagulants  are  often  contrain¬ 
dicated  because  of  associated  injuries;  (3)  oxygen,  if 
needed,  for  cyanosis,  dyspnea,  and  congestive  failure. 

Summary 

Myocardial  contusions  are  serious  and  often 
unrecognized  injuries  resulting  from  nonpenetrating 
chest  trauma.  Complaints  of  angina-like  chest  pain  and 
tachycardia  are  often  present,  and  electrocardiography 
should  be  performed  in  all  patients  for  the  purpose  of 
documenting  major  arrhythmias  and  to  serially  evaluate 
ST-T  wave  changes.  General  anesthesia  and  other 
stresses  should  be  avoided  (if  at  all  possible)  in  the  im¬ 
mediate  period  following  injury,  especially  if  alternative 
forms  of  treatment  are  available  for  associated  injuries. 
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PHYSICIANS  WANTED 

Otorhinolaryngologist — Busy  incorporated  practice 
New  Jersey  adjacent  Philadelphia,  Pa.  Associate 
needed  for  better  coverage  two  hospitals,  chief  of  serv¬ 
ice  at  one.  Retirement,  profit  sharing,  and  other  fringe 
benefits.  Reply  Department  640,  PENNSYLVANIA  MED¬ 
ICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Orthopedic  Surgeon  Wanted — Associate  for  well-es¬ 
tablished  orthopedic  clinic.  Eastern  Pennsylvania. 
Under  37  years.  Partnership  after  IV2  years.  No  invest¬ 
ment  needed.  Board  eligibility  required.  Write  Depart¬ 
ment  612,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Emergency  Room  Physicians — Needed  to  complete 
eventual  emergency  department  of  four  full  time 
physicians.  Modern  expanding  250-bed  fully  accredited 
hospital,  150  miles  north  of  Pittsburgh.  Small  town, 
good  schools,  great  hunting  and  fishing  country.  Con¬ 
tact:  Sister  M.  Raphael,  O.S.B.,  Administrator,  Andrew 
Kaul  Memorial  Hospital,  St.  Marys,  Pennsylvania  15857. 
Telephone:  (814)  781-7500. 

Physicians  Wanted — St.  Marys,  Pa. — Physicians 
needed  in  emergency  room,  obstetrics,  family  practice, 
and  general  practice.  Fully  accredited,  150  miles  north 
of  Pittsburgh.  Good  hunting,  fishing,  and  camping 
country.  Growing  area,  good  schools.  Sister  M. 
Raphael,  O.S.B.,  Administrator,  Andrew  Kaul  Memorial 
Hospital,  St.  Marys,  Pennsylvania  15857.  Telephone: 
(814)  781-7500. 

Position  open — Fourth  psychiatrist  53-bed  inpatient, 
outpatient,  partial  hospitalization  community  psychia¬ 
tric  program  with  halfway  house.  Community  consulta¬ 
tion.  Member  NAPPH,  Mennonite  Mental  Health  Serv¬ 
ices,  Accredited  Joint  Commission.  Salary  and  fringe 
competitive.  Contact:  Charles  A.  Neff,  M.D.,  Route  5, 
Box  345,  Lebanon,  Pa.  17042. 

Wanted — Young  family  practitioner  to  associate  with 
38-year-old  family  practitioner  on  Maryland’s  Eastern 
Shore.  Fully  equipped  and  staffed  office.  Hospital  privi¬ 
leges  available.  Excellent  hunting,  fishing,  sailing.  Fi¬ 
nancial  arrangements  negotiable.  Telephone  (301)  476- 
3790  or  write  to  Ronald  C.  Lenthall,  M.D.,  P.O.  Box  131, 
Trappe,  Md.  21673. 

Full-Time  Accident  Ward  Physician  Wanted  for  Dela¬ 
ware  County  Memorial  Hospital.  Drexel  Hill,  Pa.  Penn¬ 
sylvania  licensed.  Liberal  income  guarantee.  Call  or 
write  President.  Telephone:  (215)  259-3800. 

Physicians  Wanted:  Male  and  Female.  Licensed  for 
children’s  camps,  July-August.  Good  salary;  free  place¬ 
ment,  350  member  camps.  Write  Dept.  P.,  Association 
Private  Camps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 
Telephone:  (212)  695-2656. 


Internist,  Coatesville,  Pa.  to  work  on  Medical  Service  in 
accredited  psychiatric  Veterans  Administration  Hospi¬ 
tal,  38  miles  west  of  Philadelphia.  Affiliated  with  Jef¬ 
ferson  Medical  College,  Thomas  Jefferson  University, 
Philadelphia,  Pa.  License  any  state.  Salary  range 
$25,000  to  $32,000,  commensurate  with  training  and  ex¬ 
perience.  Excellent  fringe  benefits.  Contact  Chief  of 
Staff,  VA  Hospital,  Coatesville,  Pa.  19320.  Non¬ 
discrimination  in  employment. 

Psychiatrists  or  General  Practitioners  to  work  in 
accredited  Psychiatric  Veterans  Administration  Hospi¬ 
tal,  38  miles  west  of  Philadelphia.  Affiliated  with  Jef¬ 
ferson  Medical  College,  Thomas  Jefferson  University, 
Philadelphia.  Pa.  License  any  state.  Salary  range 
$25,000  to  $32,000,  commensurate  with  training  and  ex¬ 
perience.  Excellent  fringe  benefits.  Contact  Chief  of 
Staff,  VA  Hospital,  Coatesville,  Pa.  19320.  Non¬ 
discrimination  in  Employment. 

Internist,  orthopedic  surgeon,  dermatologist,  psychia¬ 
trist — Board  Certified  or  Board  Eligible.  To  join  small 
group  with  modern  offices  in  beautiful,  rapidly  growing 
community  with  full  hospital  privileges  available.  Write: 
Ralph  J.  Miller,  M.D.,  Heatherbrae  Square,  Indiana, 
Pennsylvania  15701. 

Industrial — Family  Practice  M.D.  Only — Excellent  1-2 
man  practice  grossing  $100,000  with  $35,000  retainer 
from  large  steel  corporation  using  their  fifteen  room 
clinic  located  in  attractive  area  30  miles  south  of  Pitts¬ 
burgh.  Present  physician  relocating  but  will  help  in¬ 
troduce.  Write  Department  639,  PENNSYLVANIA  MEDI¬ 
CINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40 
cents  each  additional  word;  $1.00  per  insertion  for 
answers  sent  in  care  of  Pennsylvania  Medical  Soci¬ 
ety.  Payable  in  advance. 

COPY  DEADLINE— Copy  due  by  the  first  day  of 
month  preceding  month  of  publication.  Send  to 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Le¬ 
moyne,  Pennsylvania  17043.  The  right  is  reserved  to 
reject  or  modify  copy  to  conform  with  publication 
rules. 

DEPARTMENT  NUMBERS— Advertisers  using  de¬ 
partment  numbers  forbid  disclosure  of  their  identity. 
Written  inquiries  are  forwarded  to  such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single 
words,  two  initials  of  a  name,  each  abbreviation, 
isolated  numbers,  groups  of  numbers,  hyphenated 
words.  Count  name  and  address  as  five  words,  tele¬ 
phone  numbers  as  one,  and  “Write  Department . . ., 
PENNSYLVANIA  MEDICINE”  as  five. 
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Emergency  Room  Physician — Excellent  opportunity  for 
a  full  time  physician  in  a  modern,  progressive  commu¬ 
nity  hospital  located  in  a  beautiful  suburb  30  miles 
north  of  Center  City  Philadelphia.  This  is  a  modern,  up- 
to-date,  completely  renovated  and  expanded  emer¬ 
gency  room  preparing  to  undertake  an  ever-increasing 
population  trend  in  this  suburb.  Currently  over  20,000 
visits  per  year.  For  additional  information  call  collect  or 
write:  T.  A.  Harrington,  Administrator,  Holy  Redeemer 
Hospital,  1648  Huntingdon  Pike,  Meadowbrook,  Pa. 
19046. 

Tired  of  the  Rat  Race?  Would  you  exchange  your  im¬ 
pending  coronary  for  37V2  hours  work  per  week  at  an 
adequate  salary?  General  Practitioners  needed  for 
medical  care  of  psychiatric  and  geriatric  patients.  Con¬ 
tact:  Superintendent,  Mayview  State  Hospital,  Bridge- 
vi lie.  Pa.  15017.  Telephone:  (412)  343-2700. 

Emergency  Room  Group  expanding  at  Frankford  Hospi¬ 
tal,  Philadelphia,  Pa.  For  more  information,  contact 
Ronald  E.  Cohn,  M.D.,  Telephone:  (215)  831-2143. 


FOR  SALE 

Modern,  air-conditioned  office  directly  across  from 
hospital  in  eastern  Pennsylvania  university  town.  Now 
housing  thriving,  established  private  orthopedic  prac¬ 
tice.  Three  examining  rooms,  large  waiting  room, 
private  consultation  room,  wall  to  wall  carpeting,  fully 
equipped.  Available  immediately.  Write  Department 
634,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd„ 
Lemoyne,  Pa.  17043. 

Manual — “Manual  of  Routine  Orders  for  Medical  and 
Surgical  Emergencies  (A  New  Concept  Designed  to 
Save  Lives).”  Price  $9.50.  Contact:  Warren  Green 
Publishing  Corp.,  10  South  Brentwood  Ave.,  St.  Louis, 
Missouri  63105. 

POSITIONS  WANTED 

Registered,  Type  A  Physician  Assistant  seeking 
employment  in  Pennsylvania.  Please  write  or  call  Rob¬ 
ert  Rock,  37  Sheridan  Drive,  No.  6,  Shrewsbury,  Mass. 
01545.  Telephone:  (617)  844-9952. 


Preliminary  Call 
to  the 

1974  Annual  Session 
House  of  Delegates 

The  1974  Annual  Session  of  the  House  of  Delegates  of  the  Pennsylvania  Medical  Society 
will  be  called  to  order  at  the  William  Penn  Hotel,  Pittsburgh,  Pennsylvania,  on  Thursday,  Oc¬ 
tober  10,  1974.  The  second  session  of  the  House  of  Delegates  is  scheduled  for  Friday,  Octo¬ 
ber  1 1,  1974.  The  third  and  concluding  session  of  the  House  of  Delegates  will  be  held  Satur¬ 
day,  October  12,  1974.  Since  the  third  session  may  last  into  mid-afternoon,  delegates  should 
plan  accordingly. 

All  proposed  amendments  to  the  Constitution  must  be  submitted  to  the  office  of  the  Secre¬ 
tary  of  this  Society  on  or  before  June  10, 1974.  Such  amendments  may  be  proposed  upon  the 
written  petition  of  15  active,  senior  active,  or  resident  or  intern  members  of  the  Society,  or  by 
the  Committee  on  Constitution  and  Bylaws.  While  there  is  no  specific  requirement  that  Bylaw 
amendments  be  submitted  in  advance  or  published  in  the  Official  Call,  this  is  preferable 
when  possible.  Written  resolutions  to  be  considered  by  the  House  may  be  submitted  to  the 
Secretary  by  a  delegate  acting  in  his  own  behalf  or  for  the  component  county  medical  society 
or  specialty  society  he  represents.  If  received  prior  to  September  10,  1974,  they  will  be 
published  in  the  Official  Reports  Book. 

Charles  E.  Schlager,  M.D. 

Secretary 
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This  is  the  new  Navy, 

Doctor! 


There  is  a  place  for  you  in  your  Navy. 

Join  your  contemporaries . . .  work  in  primary 
health  care . . .  in  30  specialties  and  subspecialties. 
There  is  continuing  medical  education  . . .  there 
are  graduate  medical  education  opportunities . . . 
there  are  opportunities  for  clinical  research. 

And  there’s  more. 

You’ll  receive  a  guaranteed  income  right 
from  the  start . . .  earn  30  paid  vacation  days 
annually.  And  medical  care  will  be  provided  for 
you  and  yourfamily. 

So  if  you  meet  all  qualifications, 


consider  the  Navy.  You’ll  find  it’s  the  place 
to  practice  medicine. 

For  complete  details,  use  the  coupon  or  call 
(toll-free):  The  Medical  Recruiter,  800-841-8000. 


r 


NAVY  OPPORTUNITY  INFORMATION  CENTER  A50 

P.O.  Box  2000 

Pelham  Manor,  N.Y.  10803 


Name 


(PLEASE  PRINT  OR  TYPE) 

Address 

Citv 

State  Zip 

Phone 

SDecialtv 

Date  of  Birth 

Current  Status 

(mo./day/year) 

(INTERN,  RESIDENT,  ETC.) 


COLD  FEET 
LEG  CRAMPS 
TINNITUS 

DISCOMFORT  ON  STANDING 


LIRO-NICIN 


gives  you  a  choice  for 

EDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/lOO  mg.  LIPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg.  Nicotinic  Acid . 250  mg. 

Niacinamide  .  75  mg.  Niacinamide  .  75  mg. 

Ascorbic  Acid  150  mg.  Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  25  mg.  Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg.  Riboflavin  (B-2)  .......  2  mg. 

PyndMine  HCL  (B-6)  10  mg.  pyridoxine  HCL  (B-6)  .10  mg. 

awanan/c  Vw'*®  ."inn  cnn  D0SE:  1  t0  3  tablets  dai|V' 

^nnnLABLE:  B°tt  6S  °f  10°’  5°°’  AVAILABLE:  Bottles  of  100,  500, 

1UUU  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 

(BwdVJJfcTHF  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 iPOR 
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•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at 

•  Dan  G.  Bierer,  Carnegie;  University  of  Maryland 
School  of  Medicine,  1935;  age  67;  died  January  18, 
1974.  He  had  practiced  medicine  in  Delmont  for  thirty 
years  and  for  the  past  seven  years  had  been  a  resident 
physician  at  Woodville  State  Hospital.  He  is  survived  by 
his  wife  and  two  daughters,  one  of  whom  is  Rosalie 
Bierer  Kryston,  M.D.,  Philadelphia. 

•  Joseph  J.  Callaghan,  Philadelphia;  Temple  Univer¬ 
sity  School  of  Medicine,  1927;  age  75;  died  November 
8,  1973.  No  further  information  is  available. 

•  Carl  H.  Campbell,  Charleston,  S.C.;  Jefferson  Medi¬ 
cal  College,  1917;  age  80;  died  December  2,  1973.  No 
further  information  is  available. 

•  Erwin  G.  Degling,  Lewisburg;  Hahnemann  Medical 
College  and  Hospital,  1941;  age  68;  died  February  20, 
1974.  No  further  information  is  available. 

•  Alfred  Dinert,  Philadelphia;  Medical  Faculty  of  the 
University  of  Vienna,  Austria,  1933;  age  69;  died  Febru¬ 
ary  9,  1974.  He  had  practiced  medicine  in  Philadelphia 
for  thirty-four  years.  He  is  survived  by  his  wife,  two 
daughters,  a  sister,  and  a  brother. 

•  John  W.  Egoville,  Philadelphia;  Temple  University 
School  of  Medicine,  1933;  age  65;  died  January  25, 
1974.  He  was  on  the  staff  of  the  Graduate  Hospital  and 
Presbyterian  Hospital,  Philadelphia.  He  was  a  fellow  of 
the  American  College  of  Surgeons  and  was  secretary 
and  regent  of  the  International  College  of  Surgeons. 
Survivors  include  his  wife,  two  sons,  and  a  brother. 

•  Robert  R.  Garison,  Williamsport;  Medical  College 
of  South  Carolina,  1946;  age  51;  died  February  16, 
1974.  He  is  survived  by  his  wife;  a  daughter;  a  son; 
three  sisters;  and  two  brothers,  one  of  whom  is  Gary 
Garison,  M.D.,  Fayetteville,  N.C. 

•  Leonard  C.  Hamblock,  Nakomis,  Florida;  University 
of  Pennsylvania  School  of  Medicine,  1925;  age  74;  died 
January  26,  1974.  He  was  formerly  chief  of  obstetrics 
and  gynecology  at  the  Methodist  Hospital,  Philadelphia, 
and  a  former  medical  director  of  the  Masonic  Home  at 
Elizabethtown.  Dr.  Hamblock  was  a  diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a 
founding  fellow  of  the  American  College  of  Obste¬ 
tricians  and  Gynecologists,  and  a  fellow  of  the  Ameri¬ 
can  College  of  Surgeons.  He  is  survived  by  his  wife. 

•  Howard  M.  Keebler,  St.  Marys;  Temple  University 
School  of  Medicine,  1940;  age  58;  died  January  13, 
1974.  He  was  head  of  the  obstetrics  department  at  the 
Andrew  Kaul  Memorial  Hospital.  He  is  survived  by  his 
wife,  two  daughters,  and  two  sons. 

•  William  P.  Kenworthy,  Jr.,  Atglen;  Jefferson  Medi¬ 
cal  College,  1934;  age  76;  died  September  1,  1973.  His 
wife  survives  him. 

•  John  B.  Laughrey,  Sutersville;  Jefferson  Medical 
College,  1908;  age  92;  died  February  3,  1974.  He  had 
practiced  medicine  for  sixty-three  years.  There  are  no 
immediate  survivors. 


time  of  death. 

•  Joseph  L.  Magrath,  Drexel  Hill;  Jefferson  Medical 
College,  1927;  age  77;  died  January  17,  1974.  He  was  a 
fellow  of  the  American  College  of  Surgeons  and  the  In¬ 
ternational  College  of  Surgeons.  Survivors  include  his 
wife;  two  sons,  one  of  whom  is  Joseph  Magrath,  Jr., 
M.D.,  Upper  Darby;  and  a  brother. 

•  Noah  K.  Mack,  Morgantown;  Hahnemann  Medical 
College  and  Hospital,  1937;  age  62;  died  January  15, 
1974.  His  wife,  three  daughters,  a  sister,  and  his  mother 
and  father  survive  him. 

•  James  L.  Martin,  Philadelphia;  Leonard  Medical 
School,  Raleigh,  N.C.,  1906;  age  92;  died  January  25, 
1974.  He  had  practiced  medicine  in  South  Philadelphia 
for  more  than  fifty  years  and  se'rved  as  an  instructor  in 
x-ray  and  radiology  at  Howard  University.  Information 
regarding  survivors  is  not  available. 

•  P.  Ralph  Meloro,  Broomall;  University  of  Pennsyl¬ 
vania  School  of  Medicine,  1940;  age  58;  died  January 
12,  1974.  He  was  a  fellow  of  the  American  College  of 
Obstetrics  and  Gynecology  and  an  associate  professor 
of  obstetrics  and  gynecology  at  Jefferson  Medical 
College.  He  is  survived  by  his  wife,  two  daughters,  a  son, 
two  brothers,  and  three  sisters. 

•  Dan  Phythyon,  Sharon;  Johns  Hopkins  University 
School  of  Medicine,  1918;  age  83;  died  December  26, 
1973.  He  was  formerly  head  of  the  department  of  ob¬ 
stetrics  and  gynecology  at  Sharon  General  Hospital.  Dr. 
Phythyon  was  certified  by  the  American  Board  of  Ob¬ 
stetrics  and  Gynecology  and  was  a  past  president  of 
the  Mercer  County  Medical  Society.  Survivors  include 
his  wife;  a  daughter;  and  two  sons,  one  of  whom  is 
James  M.  Phythyon,  M.D.,  Nashville,  Tennessee. 

•  Norwin  A.  Rosen,  Pittsburgh;  University  of  Pitts¬ 
burgh,  1949;  age  51 ;  died  January  7,  1974.  He  had  prac¬ 
ticed  medicine  in  East  Liberty  for  twenty-seven  years. 
He  was  a  fellow  of  the  Pennsylvania  Society  of 
Ophthalmology  and  Otolaryngology.  His  wife;  two 
daughters;  a  son;  a  sister;  and  a  brother,  Samuel  J. 
Rosen,  M.D.,  Pittsburgh,  survive  him. 

•  Yasohichi  F.  Yoshida,  Ardmore;  Jefferson  Medical 
College,  1927;  age  73;  died  January  27,  1974.  He  was  a 
fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  College  of  Obstetricians  and 
Gynecologists.  He  is  survived  by  his  wife,  four  daugh¬ 
ters,  two  sons,  two  sisters,  and  two  brothers. 

Eugene  M.  Hartnett,  Newtown  Square;  Georgetown 
University  School  of  Medicine,  1939;  age  60;  died  Sep¬ 
tember  11,  1973.  He  is  survived  by  his  wife. 

Charles  A.  Shillott,  Harrisburg;  Jefferson  Medical 
College,  1915;  age  82;  died  December  5,  1973.  He  is 
survived  by  a  daughter,  a  son,  and  two  sisters. 

Forrest  H.  Battis,  M.D.,  Philadelphia;  Howard  Uni¬ 
versity  School  of  Medicine,  1907;  age  89;  died  February 
9,  1974.  He  had  practiced  medicine  in  Philadelphia  for 
sixty-six  years.  His  wife  survives  him. 
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continuing  education 


This  issue  carries  no  education  course  listings.  New 
listings  will  be  published  in  the  May  issue.  Copies  of 
the  lists  published  in  the  December ,  January,  and 
March  issues  and  typed  copy  of  new  listings  received 
since  then  are  available  from  the  Council  on  Educa¬ 
tion  and  Science,  Pennsylvania  Medical  Society,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

The  Waldo  E.  Nelson  Lecture 
April  17,  1974 

Sponsored  by:  St.  Christopher’s  Hospital  for  Children 
and  the  Philadelphia  Pediatric  Society 
Speaker:  Arthur  McElfresh,  M.D. 

Subject:  Disseminated  Intravascular  Coagulation — What  Does  It 
Mean? 

Holiday  Inn  City  Line  Avenue  Philadelphia 

Cocktails — 6:15  p.m.  Dinner — 7  p.m.  Lecture — 8  p.m. 
(Buffet— $9.00) 

Contact:  Angelo  DiGeorge,  M.D.,  St.  Christopher’s  Hospital  for 
Children.  Telephone:  (215)  427-5179 
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Android-10  Tablets  Android-5  Buccai 

Methyltestosterone  N.F.  -2S^t%^rrig. 


jgF  & 

treatment  of 

DESCRIPTION:  Methylujlifosterone/fs  17/t-Hydroxy-1?- 
M«tJjylandrost-4-gpr3-one.  ACTIONS:  Methyltestosterone 
Is  an  oil  soluble  androgenic  hormone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunlchism.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro¬ 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficien¬ 
cy.  4.  Postpuberal  cryptorchidism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  Jaundice  and  altered 
swte«*r4«BCiM>»4asts,  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyltes¬ 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug.  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a  problem, 
especially  In  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  for  symptoms  of  eli- 


impotence  due  to  androgenic  deficiency  inffl^male.^^ 


macteric,  avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient's  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car¬ 
cinoma  of  the  prostate  and  In  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  if  priapism  or  other  signs  of  exces¬ 
sive  sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  In  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis¬ 


continued.  ADVERSE  REACTIONS:  Cholestatic  jaundice  * 
Oligospermia  and  decreased  ejaculatory  volume  *  Hyper¬ 
calcemia  particularly  In  patients  with  metastatic  breast 
carcinoma.  This  usually  indicates  progression  of  bone 
metastases  •  Sodium  and  water  retention  »  Priapism  • 
Virilization  in  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia.  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  Individualized,  as  patients  vary  widely  in  re¬ 
quirements.  Oaily  requirements  are  best  administered  in 
divided  doses.  The  following  isf  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
Impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
to,  26  mg.  In  bottles  of  60,  250. 


write  foe  Literature  and  Samples  tSiKlWI'Jfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  ivith  your 
Agent/ Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


Name _ 

Office  Address. 


City. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXKNDER 
KGENCY  NG 

INSURANCE  WORLD-WIDE  SINCE  1853 


State. - Zip 

Telephone _ 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Union  Bank  Building,  Pittsburgh,  PA.  15222 
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(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy.  j 

Synth  void  is  I4. 

It  provides  your  patients  with 
what  is  needed  for  complete  ( 

thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri¬ 
mary  or  secondary  atrophy  of  the  gland,  con¬ 
genital  defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe¬ 
dema,  hypothyroidism  without  myxedema,  hypo¬ 
thyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis¬ 
orders  associated  with  hypothyroidism.  SYN¬ 
THROID  (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a  rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy¬ 
roxine)  may  cause  diarrhea  or  cramps,  nervous¬ 
ness,  tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar¬ 
ent  for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap¬ 
pear,  discontinue  medication  for  2-6  days,  then 
resume  at  a  lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia¬ 
betic  drug  dosage  requirements.  If  hypothyroid¬ 
ism  is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor¬ 
tical  insufficiency),  Simmonds’s  Disease  (pan¬ 
hypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so¬ 
dium  levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patients'- 
with  cardiovascular  disease;  development  ofj 
chest  pains  or  other  aggravations  of  cardiovas-I 
cular  disease  requires  a  reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myocar- 1 
dial  infarction.  Side  effects:  The  effects  of  SYN-I1 
THROID  (sodium  levothyroxine)  therapy  are  slowl  , 
in  being  manifested.  Side  effects,  when  they  do  i 
occur,  are  secondary  to  increased  rates  of  body  j 
metabolism;  sweating,  heart  palpitations  with-j 
or  without  pain,  leg  cramps,  and  weight  lossl 
Diarrhea,  vomiting,  and  nervousness  have  alscti 
been  observed.  Myxedematous  patients  wit™ 
heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation! 
of  the  patient  during  the  beginning  of  any  thy-fl 
roid  therapy  will  alert  the  physician  to  any  uni 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs. L  2 


1  Synthroid  is  T4. 


o 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3x4  hormone  content  is  controlled 
by  chemical  assay. 

4  Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


O  Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 


7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a  daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


I  In  most  cases  with  side  effects,  a  reduction  of 
a  dosage  followed  by  a  more  gradual  adjustment 
I  upward  will  result  in  a  more  accurate  indication 
j  of  the  patient’s  dosage  requirements  without  the 
I  appearance  of  side  effects. 


I  Dosage  and  Administration:  The  activity  of 
la  0.1  mg.  SYNTHROID  (sodium  levothyroxine) 
TABLET  is  equivalent  to  approximately  one  grain 
]  thyroid,  U.S.P.  Administer  SYNTHROID  tablets 
►  as  a  single  daily  dose.  In  hypothyroidism  with- 
|  out  myxedema,  the  usual  initial  adult  dose  is 
i  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg. 
M  every  30  days  until  proper  metabolic  balance  is 
J  attained.  Clinical  evaluation  should  be  made 
l|  monthly  and  PBI  measurements  about  every  90 
I  days.  Final  maintenance  dosage  will  usually 

i  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 

starting  dose  should  be  0.025  mg.  daily.  The 


The  smooth  road  to 
thyroid  replacement  therapy. 


(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a  second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti¬ 
mum  maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In¬ 
jection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single¬ 
dose  vial,  with  5  ml.  vial  of  Sodium  Chloride  In¬ 
jection,  U.S.P.,  as  a  diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad¬ 
ministered  intravenously  utilizing  200-400  meg. 
of  a  solution  containing  100  meg.  per  ml.  If  sig¬ 
nificant  improvement  is  not  shown  the  following 
day,  a  repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro¬ 
nine  (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49: 855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A  New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield.  Illinois  6Q015 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

Vasodiian* 

©KUPfMHCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodiian  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodiian 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodiian 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration-.  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


Each  tablet  contains  80  mg  trimethoprim  C  M 

and  400  mg  sulfamethoxazole. 

A  high  assurance  of  clinical  efficacy 

■  in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■  against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter ,  Proteus  mirabilis ,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 


Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli ,  Klebsiella-Enterobacter , 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
orsulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe¬ 
rience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a  significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he¬ 
molysis  may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona¬ 
mides  and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy¬ 
tosis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions, epider¬ 
mal  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri¬ 
orbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan¬ 
creatitis.  CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly¬ 
cemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro¬ 
duced  thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine, 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2  tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho¬ 
prim  and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


A  high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information 
a  summary  of  which  appears  on  preceding  page. 


Russell  B.  Roth,  M.D. 
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1974  OFFICERS’  CONFERENCE  SETS  RECORD  A  record  attendance  of  290  was 

registered  for  the  1974  Officers' 

Conference  at  the  Host  Inn,  Harrisburg,  April  24  and  25.  Delegates  heard  reports  on 
family  physician  distribution,  PaMPAC ,  the  Society's  continuing  medical  education 
requirement,  and  Professional  Standards  Review  Organizations.  Executive  Vice  President 
John  F .  Rineman  launched  the  conference  with  an  illustrated  "report  to  the  stockholders . " 
All  councilor  districts  met  during  the  conference ,  as  did  several  committees ,  two  councils , 
Pennsylvania's  AMA  delegation,  the  Pennsylvania  Medical  Care  Foundation  Board  of 
Directors ,  and  the  Board  of  Directors  of  the  Pennsylvania  Medical  Political  Action 
Committee.  Society  President  Ralph  C.  Wilde  presided  at  the  Wednesday  evening  banquet 
featuring  political  humorist  Mark  Russell,  of  Washington,  D  .C  .  The  conference  concluded 
with  an  address  by  President  Wilde. 

INSURANCE  DEPARTMENT  SETS  HEARINGS  The  Pennsylvania  Insurance  Department 

will  conduct  informal  hearings  in 

Philadelphia  in  June  to  gather  information  on  the  performance  of  malpractice  insurers  in 
the  field  of  loss  prevention.  William  J.  Sheppard,  acting  insurance  commissioner,  said, 
"The  time  has  come  for  a  comprehensive  review  of  the  role  of. .  .insurers  in  halting  the 
upward  trend  of  malpractice  suits."  Meanwhile,  Aetna  Casualty  and  Insurance  Co. , 
which  covers  about  1,200  Pennsylvania  physicians  for  professional  liability,  has  with¬ 
drawn  its  recent  rate  increase  request .  Other  insurers  in  the  field  have  submitted  rate 
increase  requests ,  but  hearings  on  these  have  not  been  announced .  No  increase  in  rates 
has  been  requested  at  this  time  for  the  professional  liability  insurance  program  sponsored 
by  the  State  Society ,  underwritten  by  Argonaut  Insurance  Co . ,  and  administered  by  Parker 
and  Co.  of  Pennsylvania.  Approximately  one-third  of  the  Society's  members  are  covered 
by  the  program  and  are  receiving  Argonaut's  educational  materials  regularly.  Repre¬ 
sentatives  of  the  State  Society  will  appear  at  the  June  hearings . 

SENATE  PASSES  BATTERED  CHILD  BILL  The  Pennsylvania  Senate  late  in  April 

unanimously  passed  S.B.  1166,  which 
would  require  reporting  of  all  suspected  cases  of  child  abuse ,  and  sent  it  to  the  House 
of  Representatives,  where  it  was  referred  to  the  Committee  on  Health  and  Welfare.  The 
bill  provides  penalties  up  to  ninety  days  in  jail  for  failure  to  report  cases,  but  also  makes 
immune  from  civil  or  criminal  damages  those  medical ,  hospital ,  school ,  law  enforcement , 
or  other  child  care  personnel  who  report  as  required . 

» AMBULATORY  GYNECOLOGICAL  SURGERY  RULES  WITHDRAWN  The  Pennsylvania 

Department  of 

Health  will  rewrite  recently  withdrawn  proposed  regulations  governing  ambulatory 
gynecological  surgery  in  hospitals  and  clinics  which  were  criticized  as  too  restrictive 
by  the  State  Society  through  comment  from  James  A.  Collins,  M  .D . ,  chairman  of  the 
i Council  on  Education  and  Science.  The  Department  has  requested  Society  assistance  in 
rewriting  the  regulations. 


1 


May  1974 


HAP-PMS  ISSUE  ’JOINT  COMMUNIQUE’  Hospital  officials  throughout  Pennsylvania 

received  in  April  a  letter  from  Ralph  C . 

Wilde,  M.D. ,  State  Society  president,  and  Milton  H.  Appleyard,  chairman  of  the  Board 
of  Trustees  of  the  Hospital  Association  of  Pennsylvania,  expressing  the  concern  of  both 
associations  in  the  matter  of  holding  down  cost  of  hospitalizations.  In  keeping  with  the 
Society's  Resolution  73-25,  the  letter  requests  that  hospitals  make  staff  members  aware 
of  the  cost  of  hospitalization  through  such  techniques  as  placing  a  copy  of  each  patient’s 
bill  in  the  physician’s  mailbox. 

AMA  VIDEO  SHOW  SCHEDULED  HERE  The  AMA’s  latest  effort  at  public  education 

on  health — a  television  production  based  on 
the  magazine,  Today’s  Health — can  be  seen  in  Pennsylvania  on  KDKA ,  Pittsburgh, 
Sundays  at  12:  30  p.m.  ,  beginning  May  19;  and  on  WCAU,  Philadelphia,  Saturdays  at 
2:  30  p.m.  ,  beginning  June  2 . 

HEW  ANNOUNCES  FURTHER  PSRO  PROCEDURES  HEW  Secretary  Caspar  Weinberger 

announced  April  16  the  procedure 

through  which  the  Department  of  Health,  Education,  and  Welfare  will  assure  that  the 
Professional  Standards  Review  Organizations  authorized  in  the  various  geographic  areas 
represent  the  physicians  of  the  area.  Before  entering  into  an  agreement  with  an  organ¬ 
ization  seeking  to  be  the  PSRO,  the  department  must  notify  area  physicians  and  take 
steps  to  determine  that  the  organization  is  acceptable  to  area  physicians.  The  method  to 
be  used  was  published  in  the  Federal  Register,  and  will,  the  secretary  said,  assure  that 
”it  is  the  local  physicians  who  will  plan,  operate,  and  control  the  PSRO  in  each  area.” 
Details  will  appear  in  the  June  issue  of  PENNSYLVANIA  MEDICINE . 

HYPERTENSION  SCREENING  SERVICES  OFFERED  The  Pennsylvania  Department  of 

Health  has  planned  free  hyper¬ 
tension  screening  programs  at  various  locations  throughout  the  state  during  May ,  which 
has  been  declared  High  Blood  Pressure  Month  in  Pennsylvania  by  Governor  Milton  J . 
Shapp  (see  related  article  on  page  12  of  this  issue)  .  Educational  activities  will  continue 
throughout  the  year  as  a  cooperative  effort  of  the  Department  of  Health,  the  Pennsylvania 
Affiliate  of  the  American  Health  Association,  and  the  Pennsylvania  Medical  Society.  The 
July  PENNSYLVANIA  MEDICINE  will  be  a  special  issue  on  hypertension. 

FOUNDATION  OPENS  PITTSBURGH  OFFICE  The  Pennsylvania  Medical  Care 

Foundation  has  opened  its  Pittsburgh 
office  in  the  Allegheny  County  Medical  Society  headquarters.  Rose  G.  Ferraro,  R.N. , 
who  joined  the  Foundation  staff  in  April,  will  work  out  of  that  office  as  a  field  represent¬ 
ative  . 

REYE’S  SYNDROME  SEMINAR  SCHEDULED  Juniata  College  and  the  J.C.  Blair 

Memorial  Hospital  are  cosponsoring  a 

seminar  on  Reye’s  syndrome  at  the  college  on  Saturday,  May  18,  beginning  at  9  a.m . 
Robert  E.  Brown,  M  .D  . ,  chairman  of  the  department  of  pathology  at  the  hospital,  the 
main  speaker,  has  gained  nationwide  recognition  for  his  studies  of  the  disease  affecting 
children.  He  has  prepared  a  paper  on  the  subject  for  the  June  issue  of  PENNSYLVANIA 
MEDICINE.  Further  information  on  the  seminar  is  available  from  Dr.  Robert  P.  Zimmerer 
at  the  college . 
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INSURANCE 
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(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  &  COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A  long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “ Ombudsman 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  &  Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier _ 


Name  _ 

Office  Address  _ 

City  _ 

Telephone  _ 

Medical  Specialty  _ 

Date  your  professional  liability 
insurance  expires  _ 


This  psychoneurotic 

often  responds 


Before  prescribing,  please  con¬ 
sult  complete  product  information, 
a  summary  of  which  follows : 

Indications:  Tension  and  anx¬ 
iety  states ;  somatic  complaints 
which  are  concomitants  of  emo¬ 
tional  factors ;  psychoneurotic  states 
manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive 
symptoms  or  agitation ;  symptomatic 
relief  of  acute  agitation,  tremor,  de¬ 
lirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ;  ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff -man  syndrome,  convulsive  dis¬ 


orders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper¬ 
sensitivity  to  the  drug.  Children 
under  6  months  of  age.  Acute  narrow 
angle  glaucoma ;  may  be  used  in  pa¬ 
tients  with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy¬ 
chotic  patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis¬ 
orders,  possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication ;  abrupt  withdrawal  may 
be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity  i 
of  seizures.  Advise  against  simul¬ 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon¬ 
tinuance  (convulsions,  tremor,  ab¬ 
dominal  and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveil-  I 
lance  because  of  their  predisposition  I 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


V  V  hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a  few  days,  although 


some  patients  may  require  a  longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a  more  restful 
night’s  sleep. 


symptom  complex 

o\yium  (diazepam) 


Precautions:  If  combined  with 
;her  psychotropics  or  anticonvul- 
mts,  consider  carefully  pharma- 
>logy  of  agents  employed;  drugs 
ich  as  phenothiazines,  narcotics, 
irbiturates,  MAO  inhibitors  and 
her  antidepressants  may  poten- 
ate  its  action.  Usual  precautions 
dicated  in  patients  severely  de- 
•essed,  or  with  latent  depression, 
with  suicidal  tendencies.  Observe 
ual  precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N  J.  07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con¬ 
fusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head¬ 
ache,  incontinence,  changes  in  sali¬ 
vation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx¬ 
iety,  hallucinations,  increased  mus¬ 
cle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ;  should  these  occur,  dis¬ 
continue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium’  2-mg,  5-mg,  io-mg  tablets 

(diazepam) 


Android -25  »». 

Android-10  Tablets  Android-5  Buccal 

Methy (testosterone  N.F.  — 

For  tlj§  treatment  of  impotence  due  to  androgenic  deficiency  in 


DESCRIPTION;  MethylteStosterone/ls  1 7/f-Hydroxy-1 7- 
Med*ylandrost-4j0.,3-ofle.  ACTION#:  Methyltestosterone 
Is  an  oil  soluble  androgenic  hormone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunlchlsm.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro¬ 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficien¬ 
cy.  4.  Postpuberal  cryptorchidism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  jaundice  and  altered 
actjflsUasts,  such  as  increased  BSP  retention  and 


rises  In  SGOT  levels,  have  been  reported  after  Methyltes¬ 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug  Therefore,  in  the  presence  ot  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a  problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  tor  symptoms  of  cli¬ 


macteric,  avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient’s  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car¬ 
cinoma  of  the  prostate  and  in  carcinoma  ot  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  It  priapism  or  other  signs  of  exces¬ 
sive  sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
Oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiduely  In  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  P8I  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
carcinoma.  If  this  occurs,  the  drug  should  be  dis¬ 


continued.  ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  *  Hyper¬ 
calcemia  particularly  in  patients  with  metastatic  breast 
carcinoma.  This  usually  indicates  progression  of  bone 
metastases  •  Sodium  and  water  retention  »  Priapism  • 
Virilization  in  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia.  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  Individualized,  as  patients  vary  widely  in  re¬ 
quirements.  Oaily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg.  In  bottles  of  60,  250. 


Write  for  Literature  and  Samples 


f TTiwn 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 


glii  |ltg . . 


_____ 


EASTERN  PENNSYLVANIA  OFFICE: 

D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  R.  J.  Nolen,  Jr.,  and  G.  A.  Baack,  Representatives 
Suite  101,  The  Benson  Manor,  Jenkintown  19046  Telephone:  (215)  887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  S.  T.  Ingram,  and  D.  C.  Hoffman,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone  (412)  531-4226 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies  ? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent/ Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


Name _ 

Office  Address. 


City. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXKNDER 
KGENCY  NO 

INSURANCE  WORLD-WIDE  SINCE  1853 


State - Zip 

Telephone - - 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Union  Bank  Building,  Pittsburgh,  PA.  15222  k 
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There's  no 
gamble  on 
this  investment 


Pennsylvania  physicians 
are  responding 
enthusiastically 
to  the  proposed 
formation  of  a 
Pennsylvania  Medical 
Cooperative.  They  feel  the 
Cooperative's  cheaper-by-the-dozen 
approach  to  the  purchase  of  medical  supplies 
makes  a  lot  of  sense.  They  also  appreciate  the 
fact  that  they  are  not  being  asked  to  take  any 
financial  risk  whatever  in  availing  themselves 
of  the  Cooperative's  benefits. 

The  idea  behind  the  Pennsylvania  Medical 
Cooperative  is  a  very  simple  and  practical  one — and 
one  that  is  especially  appealing  in  these 
days  of  rapidly  rising  costs.  What  it  means  is  that 
instead  of  purchasing  supplies  in  small 
quantities,  individually,  the  State's  physicians 
will  be  banding  together  to  make  their 
purchases  on  a  mass  basis,  in  large  volume,  at 
significant  savings. 

Membership  in  the  Pennsylvania  Medical 
Cooperative  will  be  open  to  Pennsylvania 
Medical  Society  members  only,  through 
the  once-and-done  purchase  of  a  modest 
$100  lifetime  share.  If  the  proposed 
Cooperative  should  not  materialize,  the 
$100  membership  fee  will  be  returned  in  full. 


And  even  after  the  Cooperative 
is  in  operation  if  you  should 
wish  to  withdraw  all  or  a  substantial 
part  of  the  membership  fee  will  be  returned. 

At  the  outset  the  Pennsylvania 
Medical  Cooperative 
will  limit  itself  to 
the  purchase  and  sale 
of  expendable 
supplies.  By 
purchasing  such 
supplies  in  large 
quantities  directly 
from  the 
manufacturer 
and  reselling 
them  at  cost,  it  is  expected  that  the  Cooperative 
will  be  able  to  offer  its  physician  members  savings 
of  30  to  50  per  cent.  Later,  when  the 
Cooperative  expands  into  the  field  of  surgical 
supplies,  office  equipment  and  so  on,  the  potential 
for  savings  will  be  even  greater. 

The  Pennsylvania  Medical  Cooperative  has  much 
to  recommend  it:  an  opportunity  for 
substantial  savings  without  any  risk 
whatever,  and  a  chance  to  simplify 
your  purchasing  procedures  and  take  a  giant 
stride  toward  inventory  control.  For 
further  information,  please  write  or  call. 


Pennsylvania  MEDICAL  Cooperative 

20  Erford  Road  •  Lemoyne,  Pennsylvania  17403  •  Telephone  717/238-1635 

Another  New  Benefit  to  Members  of  Pennsylvania  Medical  Society 


newsfronts 


Dr.  Roth  named  recipient 
of  highest  PMS  award 

Russell  B.  Roth,  M.D.,  president  of  the  American 
Medical  Association  and  a  native  of  Erie,  Pa.,  where 
he  maintains  his  medical  practice,  has  been  named 
recipient  of  the  Distinguished  Service  Award  of  the 
Pennsylvania  Medical  Society,  Ralph  C.  Wilde, 
M.D.,  State  Society  president,  has  announced. 
Formal  presentation  will  occur  at  the  Society’s 
Dinner  October  11, 1974,  at  the  William  Penn  Hotel, 
Pittsburgh. 

Only  four  other  physicians  have  received  the 
award  since  its  establishment  in  1955.  In  1956, 
Jonas  E.  Salk,  M.D.,  formerly  of  Pittsburgh,  and  now 
director  of  the  Salk  Institute  in  California,  was 
honored  for  his  contribution  toward  perfection  of 
poliomyelitis  vaccine.  In  1962,  John  H.  Gibbon,  Jr. 
M.D.,  who  perfected  the  heart-lung  machine  and 
pioneered  in  the  field  of  open  heart  surgery,  was 
honored.  Dr  Gibbon  died  suddenly  in  1973.  James 
Z.  Appel,  M.D.,  of  Lancaster,  former  AMA  president, 
received  the  award  in  1 967  in  recognition  of  his  out¬ 
standing  leadership  in  organized  medicine.  Most 
recently,  Eugene  P.  Pendergrass,  M.D.,  of  Wyn- 
newood,  director  emeritus  of  radiology  and  radia¬ 
tion  therapy  at  the  Hospital  of  the  University  of 
Pennsylvania  and  professor  emeritus  at  the 
university’s  school  of  medicine,  received  the  award 
for  this  contributions  in  these  fields,  both  nationally 
and  internationally.  Dr.  Pendergrass  received  the 
award  in  1970. 

Dr.  Roth,  the  128th  president  of  the  AMA,  has 
practiced  urology  in  Erie  for  almost  thirty  years.  He 
returned  there  to  join  the  practice  of  the  late  Elmer 
Hess,  M.D.,  after  completing  his  military  service 
during  World  War  II  with  the  U.S.  Army  Medical 
Corps.  The  son  of  a  surgeon,  Dr.  Roth’s  early  inter¬ 
est  had  been  in  literature  and  composition.  He  was 
attracted  to  medicine  while  an  undergraduate  at 
Yale  University.  He  pursued  his  medical  studies  at 
Johns  Hopkins  University  School  of  Medicine  and 
obtained  his  medical  degree  in  1939.  He  stayed  on 
at  Hopkins,  serving  a  one-year  internship  in 
urology,  followed  by  a  year  of  pathology.  Following 
a  year  in  a  general  surgery  residency  at  St.  Mary’s 
Hospital,  Pierre,  S.D.,  he  continued  his  residency  in 
urology,  first  at  Henry  Ford  Hospital  in  Detroit  and 
then  as  senior  resident  at  Brady  Urological  Institute 
in  Baltimore.  Coincidentally,  Dr.  Hess,  who  chose 
Dr.  Roth  as  one  of  his  first  partners,  preceded  him 


as  president  of  the  AMA.  Dr.  Hess  served  in  1955. 

Early  in  his  career,  Dr.  Roth  put  into  practice  his 
belief  that  physicians  have  an  obligation  to  be  ac¬ 
tivists  in  medical  affairs.  He  served  as  president  of 
the  Erie  County  Medical  Society,  was  a  member  of 
the  Board  of  Trustees  of  the  Pennsylvania  Medical 
Society  for  ten  years,  serving  as  chairman  of  the 
Board  for  two  years,  and  was  speaker  of  the  Soci¬ 
ety’s  House  of  Delegates  for  four  years.  He  served 
the  AMA  in  numerous  capacities,  including  chair¬ 
manship  of  the  Council  on  Medical  Service,  vice 
speaker,  and  speaker  of  the  House  of  Delegates 
prior  to  his  election  to  the  post  of  president  elect  in 
1972. 

Dr.  Roth  is  well  known  in  Washington  where,  pur¬ 
suing  his  belief  that  physicians  should  speak  up  on 
legislative  proposals  involving  medical  care,  he 
frequently  testifies  for  the  AMA.  He  has  written  and 
lectured  widely  on  his  specialty  of  urology  as  well 
as  on  general  medical  and  socioeconomic  issues, 
and  he  has  acted  as  an  official  representative  of 
American  physicians  in  numerous  visits  to  foreign 
nations. 

The  60 -year  old  physician  and  surgeon  shares 
his  hobbies  with  his  wife  of  nine  years,  Jeanne. 
When  time  permits,  they  hunt  and  fish  and  relax  on 
their  houseboat  on  Lake  Erie. 

Dr.  Roth  is  a  member  of  numerous  professional 
associations,  including  the  American  Urological 
Association,  the  American  Association  of  Clinical 
Urologists,  and  the  Academy  of  International  Medi¬ 
cine.  He  has  served  in  an  advisory  capacity  on  med¬ 
ical  affairs  to  both  the  state  and  federal  govern¬ 
ments  and  is  active  in  community  affairs  and  local 
organizations  in  Erie. 


‘For  his  unswerving  dedication  to  the  cause  of 
physicians  and  the  welfare  of  patients  and  for 
the  excellence  of  his  leadership  in  organized 
medicine  on  the  state  and  national  level,  the 
Pennsylvania  Medical  Society  has  determined 
to  award  to  Russell  B.  Roth,  M.D.,  of  Erie,  presi¬ 
dent  of  the  American  Medical  Association,  its 
Distinguished  Service  Award.’  With  these  words 
Ralph  C.  Wilde,  M.D.,  State  Society  president, 
announced  the  honor  to  be  bestowed  on  Russ 
Roth.  He  is  known  to  his  colleagues  in  Pennsyl¬ 
vania  for  these  virtues,  and  for  more.  Respected 
clinician,  outstanding  teacher,  raconteur,  some¬ 
times  poet  and  writer  of  ditties,  vocalist,  and 
doodler  of  the  highest  order,  he  does  what  he 
does  well. 
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Foundation  funded;  nation’s  first 
PSRO  support  center  plans  aid 


A  $243,295  one-year  contract 
establishing  the  Pennsylvania 
Medical  Care  Foundation  as  the 
nation’s  first  statewide  PSRO 
support  center,  was  announced 
by  the  Department  of  Health,  Ed¬ 
ucation,  and  Welfare  (HEW)  ef¬ 
fective  March  29. 

Many  of  the  services  called  for 
in  the  contract  were  already 
being  provided  by  the  Founda¬ 
tion  on  a  limited  basis.  With  the 
addition  of  federal  funds  those 
services  will  now  be  expanded. 

“According  to  the  contract,  our 
job  basically  is  to  provide  profes¬ 
sional  and  technical  help  to  the 
local  PSRO  areas  in  Pennsyl¬ 
vania,”  said  Larry  Fosselman,  ex¬ 
ecutive  director  of  the  Founda¬ 
tion. 

“We’ve  been  providing  that 
help  to  the  extent  that  we  were 
able  with  PMS  funds.  The  addi¬ 


tion  of  the  federal  money  will 
allow  us  to  expand  the  Founda¬ 
tion  staff  to  a  total  of  ten  people 
and  to  open  field  offices  in  Pitts¬ 
burgh  and  Philadelphia,”  he 
explained. 

“As  a  first  step,  we’ll  assist 
them  in  preparing  applications 
for  PSRO  planning  contracts  for 
submittal  to  HEW.  That  in  itself  is 
a  major  undertaking,”  Fosselman 
said.  Proposals  for  these  con¬ 
tracts  must  include  the  develop¬ 
ment  of  a  formal  plan  for  the 
operation  of  a  PSRO  including 
review  systems,  organizational 
structures,  and  membership 
requirements. 

“Once  these  six-month  plan¬ 
ning  contracts  are  awarded,  we’ll 
then  assist  the  PSROs  in  carrying 
out  the  contract  requirements. 
We’ll  help  them  develop  organi¬ 
zational  structures,  which  in¬ 


cludes  the  writing  of  formal 
bylaws.  We’ll  also  assist  in  devel¬ 
oping  and  implementing  formal 
review  procedures  in  the  PSRO 
areas,”  Fosselman  added. 

Under  the  terms  of  the  con¬ 
tract,  the  Foundation  as  a  state¬ 
wide  PSRO  support  center  will 
also  provide  PSRO  areas  with  the 
administrative  assistance 
needed  to  get  each  organization 
off  the  ground.  “This  includes 
management  and  personnel  ad¬ 
vice;  helping  in  the  preparation 
of  job  descriptions;  staff  recruit¬ 
ment;  salary  administration;  per¬ 
formance  appraisals;  and  devel¬ 
oping  accounting  and  bookkeep¬ 
ing  systems — things  such  as 
that,”  Fosselman  said. 

“But  we’ll  also  provide  profes¬ 
sional  advice  to  the  local  organi¬ 
zations  through  our  physician 
consultants,”  Fosselman  said. 
“This  advice  will  include  the  in¬ 
terpretation  of  federal  guidelines 
and  regulations  to  fit  situations  in 
individual  areas,  as  well  as  ad¬ 
vice  on  recruiting  members  for 
the  PSRO  and  methods  of  peer 
review,”  he  added. 

The  HEW  contract  also 
requires  the  Foundation  to  pro¬ 
vide  advice  and  support  to  hospi¬ 
tal  utilization  review  committees. 

“We’ll  be  contacting  a  select 
group  of  hospitals,  probably 
about  thirty  altogether,  to  offer 
assistance.  Basically  our  func¬ 
tion  here  will  be  to  insure  that 
these  hospitals  and  hospital 
utilization  review  committees  will 
meet  the  requirements  for  utiliza¬ 
tion  and  quality  review  under  the 
PSRO  law.” 

“Since  we  are  the  first  organi¬ 
zation  to  be  designated  as  a 
statewide  PSRO  support  center, 
our  activities  will  serve  as  a 
model  for  PSRO  support  centers 
that  might  be  funded  in  other 
states,”  said  Fosselman.  “Thus 
the  role  we  develop  as  a  support 
center  will  no  doubt  have  a  great 
impact  on  the  entire  PSRO  pro¬ 
gram.” 


CLAUDE  NICHOLS,  M.D.,  (second  from  left),  president  of  the  Dauphin  County 
Medical  Society  (DCMS),  greets  Michael  Rosenstein,  research  director  for  the 
Health  and  Welfare  Committee  of  the  Pennsylvania  House  of  Representatives, 
who  discussed  legislation  as  it  affects  medical  practice  at  a  county  society  dinner 
meeting  last  month.  Joseph  Ichter,  M.D.,  (far  right),  DCMS  program  chairman,  and 
Robert  H.  Craig,  director  of  governmental  relations  for  the  State  Society,  appear 
with  them. 
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S.  B.  1326  calls  for  health  facility 
reporting,  licensing,  cost  approval 


What  does  the  future  hold  for 
Senate  Bill  1326,  “The  Compre¬ 
hensive  Health  Care  Act,”  in¬ 
troduced  November  28, 1973,  and 
referred  to  the  Senate  Health  and 
Welfare  Committee,  which  has 
since  then  conducted  extensive 
hearings  at  various  locations  in 
the  state? 

The  answer  is  anybody’s 
guess,  but  the  recent  introduc¬ 
tion  in  the  House  of  Represent¬ 
atives  of  H.  B.  2018,  “The  Health 
Care  Facility  Cost  Containment 
Act,”  which  covers  much  the 
same  ground,  is  an  indication 
that,  although  S.  B.  1326  may 
pass  the  Senate,  it  will  not  move 
in  the  House,  which  now  has  its 
own  legislation  covering  the 
area. 

S.  B.  1326  was  developed  from 
the  governor’s  comprehensive 
health  care  act,  S.  B.  863,  which 
was  formally  opposed  by  the 
State  Society  policy  decision 
made  when  the  1973  House  of 
Delegates  voted  to  oppose  it  and 
its  companion,  H.  B.  987. 

Senate  Bill  1326  proposes  to 
do  the  following: 

1.  Establish  a  Health  Care  Poli¬ 
cy  Board  in  the  Department  of 
Health  to  guide  a  unified  system 
of  regulation  of  health  care  pro¬ 
viders  with  four  mechanisms:  (a) 
certification  of  need;  (b)  li¬ 
censing;  (c)  uniform  accounting 
and  reporting;  and  (d)  rate  ap¬ 
proval.  The  policy  Board  would 
consist  of  nine  members,  a  ma¬ 


A  NEW  BILL,  H.  B.  2018,  “ The  Health 
Care  Facility  Cost  Containment  Act,” 
was  introduced  in  March  and  became 
the  subject  of  April  hearings  before 
the  House  Committee  on  Health  and 
Welfare.  Shown  at  the  hearings  are, 
left  to  right,  Robert  H.  Craig,  Jr., 
director  of  governmental  relations; 
John  F.  Rineman,  executive  vice  pres¬ 
ident,  who  testified  for  the  Society; 
and  Jerry  Rothenberger,  PaMPAC 
director. 


jority  of  whom  must  be  con¬ 
sumers.  The  secretary  of  health 
would  be  a  member  ex  officio  and 
would  serve  as  chairman.  Other 
members  would  be  appointed  by 
the  governor  for  staggered  terms 
of  four  years  each. 

2.  Place  regulatory  powers  in 
the  health  care  field — those  al¬ 
ready  existing  and  others  which 
would  be  established  by  the 
bill — in  one  agency,  the  Depart¬ 
ment  of  Health,  to  be  governed  by 
policies  established  by  the 
Health  Care  Policy  Board.  The 
regulatory  powers  of  the  bill 
cover  all  hospitals,  intermediate 
care  facilities,  skilled  nursing 
homes,  ambulatory  surgical 
centers,  and  rehabilitation  facili¬ 
ties.  Specifically  excluded  are  of¬ 
fices  used  exclusively  for  private 
practice. 

3.  Have  medicare  regulations 
interpreted  by  the  health  depart¬ 
ment  rather  than  by  the  fiscal  in¬ 
termediary. 

4.  Establish  the  position  of 
health  advocate,  to  be  appointed 
by  the  governor  for  four  years 
and  represent  interests  of  users. 

5.  Demand  that  health  care  fa¬ 
cilities,  in  order  to  obtain  a 
license,  have  a  valid  certificate  of 


need — all  facilities  presently  li¬ 
censed  or  approved  would  be 
issued  a  certificate;  construction 
or  alterations  costing  more  than 
$100,000  would  require  an 
amendment  to  the  certificate. 

6.  Require  that  all  health  care 
facilities  be  licensed  by  the 
department  and  that  licenses  be 
renewed  every  three  years. 

7.  Require  uniform  accounting 
and  reporting,  with  approval  of 
all  rates  to  be  paid  to  health  care 
providers  to  follow  after  a  data 
base  is  established. 

8.  Grant  the  department  the 
right  to  seek  an  injunction 
against  someone  operating  a 
health  care  facility  without  a 
license  or  violating  the  provi¬ 
sions  of  the  act. 

9.  Appropriate  one  and  one 
half  million  dollars  to  implement 
the  bill. 

The  State  Society's  testimony 
on  the  bill,  reported  in  the  April 
issue,  pointed  out  that  the  Soci¬ 
ety  supports  licensing  of  hospi¬ 
tals,  uniform  accounting,  and 
certificate  of  need,  but  that  the 
Board  of  Trustees  had  taken  a 
position  that  legislation  on  the 
federal  level  (Section  221  of 
Public  Law  92-603)  provides 
penalties  sufficient  to  guarantee 
containment  of  costs  and  to 
prevent  construction  of  un¬ 
needed  facilities. 
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Society  cosponsor 

May  named  high  blood  pressure  month 


Governor  Milton  J.  Shapp 
signed  a  formal  declaration  on 
April  30,  1974,  designating  May 
as  High  Blood  Pressure  Month  in 
Pennsylvania  as  part  of  a  nation¬ 
wide  effort  to  spearhead  an  edu¬ 
cational  program  on  high  blood 
pressure  ancT  its  dangers.  The 
Pennsylvania  Medical  Society  is 
cosponsor  of  the  public  educa¬ 
tion  effort. 

The  proclamation  urges  all  citi¬ 
zens  to  have  their  blood  pressure 


checked  to  encourage  the  early 
detection  and  treatment  of  the 
disease.  The  governor  said,  “Sta¬ 
tistics  suggest  nearly  two  million 
Pennsylvanians  have  high  blood 
pressure,  and  half  of  them  are  un¬ 
aware  of  it.” 

Major  agencies  participating 
in  the  public  education  program 
include  the  American  Heart  As¬ 
sociation’s  Pennsylvania  affiliate, 
the  Pennsylvania  Department  of 
Health,  the  Pennsylvania  Medical 


Society,  and  many  other  medical, 
health  care,  and  voluntary  groups. 

Nationally  the  American  Heart 
Association;  the  American  Medi¬ 
cal  Association;  the  American 
Red  Cross;  the  U.S.  Department 
of  Health,  Education,  and  Wel¬ 
fare;  the  National  Medical  Asso¬ 
ciation;  and  Citizens  for  Treat¬ 
ment  of  High  Blood  Pressure  are 
cooperating  with  pharmaceutical 
companies,  community  and  local 
agencies  and  groups,  and  news¬ 
papers,  television,  and  radio  sta¬ 
tions  in  disseminating  informa¬ 
tion  on  screening  programs,  edu¬ 
cational  programs,  and  films. 


Dr.  Flannery  heads  Blue  Shield  trustees 


Wilbur  E.  Flannery,  M.D.,  of 
New  Castle  was  elected  chairman 
of  the  Blue  Shield  Board  of 
Directors  at  the  annual  meeting  of 
the  Blue  Shield  Corporation  on 
April  17.  A  past  president  of  the 
State  Society,  he  succeeds  Allen 
W.  Cowley,  M.D.,  who  declined 
nomination  for  reelection.  Lewis 
T.  Buckman,  M.D.,  Wilkes-Barre, 
was  reelected  first  vice  chairman, 
and  Arthur  M.  Flack,  D.O.,  Harris¬ 
burg,  was  named  second  vice 
chairman. 

William  Y.  Rial,  M.D.,  Swarth- 
more,  vice  speaker  of  the  AMA 


House  of  Delegates  and  former 
speaker  of  the  State  Society 
House,  was  elected  to  the  Board 
of  Directors  to  succeed  William 
R.  Hunt,  M.D.,  Pittsburgh,  whose 
term  expired.  Five  physicians 
were  among  eight  reelected 
board  members.  They  are  Dr. 
Buckman;  John  F.  Drumheller, 
M.D.,  Erie;  George  H.  Stein,  M.D., 
Harrisburg;  R.  Robert  Tyson, 
M.D.,  Philadelphia;  and  Charles 
M.  Worrell,  D.O.,  Harrisburg. 

Although  the  corporation  ap¬ 
proved  the  establishment  of  a 
Consumer  Relations  Committee 


of  the  Board  of  Directors,  it 
turned  down  amendments  to 
increase  the  number  of  lay  cor¬ 
poration  members  by  twenty- 
one.  The  amendment,  if  adopted, 
eventually  would  have  increased 
consumer  representation  in  the 
corporate  body  to  50  percent. 
The  Consumer  Relations  Com¬ 
mittee  will  be  composed  of  five 
laymen,  one  physician,  and  one 
dentist. 

Also  approved  was  the  forma¬ 
tion  of  an  ad  hoc  committee  to 
study  three  areas:  home  and  of¬ 
fice  visit  coverage,  physical  ex¬ 
amination  policy,  and  methods 
of  utilization  review  employed  by 
Blue  Shield. 


EXECUTIVE  SECRETARIES  of  the  component  county  medical  societies,  shown  above,  met  at  the  end  of  March  in  Hershey  for 
a  briefing  on  State  Society  activities.  A  similar  session  is  scheduled  for  May  21  at  the  Sheraton  Motor  Inn,  Harrisburg.  The 
sessions  are  designed  to  keep  county  medical  societies  aware  of  current  events  affecting  medicine.  John  F.  Rineman,  execu¬ 
tive  vice  president  of  the  Pennsylvania  Medical  Society,  is  shown  at  the  right  participating  in  the  session. 
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Invitation  issued 

Join  medical  cooperative! 


An  invitation  to  join  the  Penn¬ 
sylvania  Medical  Cooperative  is 
being  extended  to  State  Society 
members  in  a  variety  of  ways  as 
the  Council  on  Public  Service 
fully  implements  a  membership 
campaign  authorized  by  the 
1973  Session  of  the  House  of 
Delegates.  Robert  N.  Moyers, 
M.D.,  council  chairman,  has  an¬ 
nounced  that  over  300  physi¬ 
cians  joined  the  cooperative  in 
the  first  three  weeks  of  the  cam¬ 
paign. 

The  cooperative  will  initially 
handle  quality  brand-name  med¬ 
ical  supplies  which  are  used 
daily  in  every  physician’s  office. 
As  soon  as  sufficient  funds  have 
been  generated,  the  cooperative 
expects  to  expand  to  include 
surgical  supplies,  drugs,  biologi- 
cals,  and  office  equipment  and 
supplies — areas  having  the  po¬ 
tential  for  even  greater  savings. 
By  beginning  with  high-volume, 
low  warehouse  space  items  and 
a  limited  product  line,  marketing 
consultants  say  the  plan  will 
break  even  at  a  sales  volume  of 
$1  million  per  year — a  realistic 


goal  for  the  initial  twelve  months 
of  operation. 

The  opening  line  will  include 
such  items  as  cotton  balls;  ban¬ 
dages;  gauze  sponges;  adhesive 
tape;  finger  cots;  tongue  de¬ 
pressors;  examination  table 
paper;  disposable  gowns,  gloves, 
and  sheets;  paper  products 
(toilet  paper,  hand  towels,  facial 
tissue,  EKG  paper,  cups);  dis¬ 
posable  needles;  alcohol;  teta¬ 
nus  toxoid;  service  towels;  com¬ 
bine  dressings;  germicide;  su¬ 
tures;  Lunofax;  and  Uristick 
products. 

Simply  stated,  the  cooperative 
will  purchase  quality  brand- 
name  supplies  directly  from  the 
manufacturers  and  sell  them  to 
the  physician  member  at  cost. 
Volume  purchasing  and  elimina¬ 
tion  of  the  middleman  lowers 
costs.  In  addition,  the  physi¬ 
cian’s  overhead  can  be  cut 
through  the  automatic  shipment 
system  which  streamlines  inven¬ 
tory  control  and  reduces  per¬ 
sonnel  time  for  inventory 
checking  and  reordering. 

Initial  operation  will  begin  as 


soon  as  2,000  members  pur¬ 
chase  $100  lifetime  certificates 
of  membership  which  entitle  the 
physician  to  all  present  and  fu¬ 
ture  benefits  of  the  cooperative. 

He  will  also  be  entitled  to  vote 
in  the  election  of  a  policy-setting 
board  of  directors.  The  plan 
calls  for  a  ten-member  go¬ 
verning  board  with  the  majority 
elected  from  cooperative 
members  at  large  and  will 
include  at  least  one  member  of 
the  Society’s  Board  of  Trustees. 
A  membership  of  2,000  is 
needed  by  September  in  order 
for  operation  to  begin  by  the 
spring  of  1975.  If  this  goal  is  not 
attained,  the  $100  share  will  be 
fully  refunded.  If  for  any  reason 
a  member  later  needs  to  with¬ 
draw,  all  or  most  of  that  fee  will 
be  refunded. 

The  larger  the  membership, 
the  greater  the  leverage  in  nego¬ 
tiating  purchasing  agreements 
and  expanding  into  higher  cost 
items  at  even  greater  savings.  A 
30-50  percent  saving  is  a  rea¬ 
sonable  expectation  initially. 

The  cooperative  is  being  de¬ 
veloped  by  the  Council  on  Public 
Service  after  extensive  profes¬ 
sional  research.  It  is  sponsored 
by  PMS  under  a  mandate  from 
the  1973  House  of  Delegates. 


DAVID  A.  COPE,  M.D.,  of  Reading,  above  right,  represented  the  State  Society  and 
the  Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology  in  testimony 
before  the  Consumer  Protection  Committee  of  the  House  of  Representatives  on 
HB  1827,  a  measure  to  regulate  hearing  aid  dealers  and  salesmen.  Dr.  Cope  told 
the  committee:  “The  consumer  needs  more  protection  than  he  has  enjoyed  in  the 
past."  Secretary  of  Health  J.  Finton  Speller,  M.D.,  below  right,  also  testified  on 
the  bill. 
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Society  announces  Rush  awardees 


A  teacher  and  transcriber  of 
braille,  Mrs.  Richard  Rollins  of 
Haverford,  has  been  awarded  the 
1974  state  individual  Benjamin 
Rush  Award,  the  Pennsylvania 
Medical  Society’s  highest 
layman’s  health  service  award 
which  is  given  in  memory  of  Dr. 
Benjamin  Rush,  Philadelphia 
physician  and  signer  of  the 
Declaration  of  Independence. 

The  Children’s  Aid  Society  of 
Clearfield  won  the  group  Ben¬ 


jamin  Rush  Award.  Announce¬ 
ment  of  the  winners  came  from 
Cyrus  B.  Slease,  M.D.,  Kittanning, 
chairman  of  the  PMS  Board. 

Mrs.  Rollins  was  selected  for 
outstanding  volunteer  service  in 
training  students  to  become 
accredited  braille  instructors. 
She  also  conducts  adult  evening 
classes,  classes  at  the  Emer¬ 
gency  Aid  headquarters  in  Phila¬ 
delphia,  and  transcribes  text¬ 
books  for  blind  students  and 


books  for  Philadelphia’s  free 
library. 

The  Clearfield  Children’s  Aid 
Society  provides  a  home  for  fif¬ 
teen  to  twenty  children  on  an  in¬ 
terim  basis  until  they  can  be 
placed  in  foster  homes  or  re¬ 
turned  to  their  families. 

Throughout  the  state,  county 
medical  societies  present 
awards  in  recognition  of  lay  vol¬ 
untary  contributors  to  health 
care.  From  these,  the  state 
winners  are  selected  and  presen¬ 
tations  made  at  the  PMS  Annual 
Session  in  the  fall. 


Dr.  Schnabel  president  of  college  of  physicians 


A  Philadelphia  internist, 
Truman  G.  Schnabel,  Jr.,  M.D.,  of 
Philadelphia,  was  installed  as 
president  of  the  American  Col¬ 
lege  of  Physicians  (ACP)  at  the 
organization’s  annual  meeting  in 
April  in  New  York  City. 

Dr.  Schnabel  is  G.  Mahlon 
Kline  Professor  of  Medicine  at 
the  University  of  Pennsylvania 
School  of  Medicine  and  chief  of 
the  University  of  Pennsylvania 
Medical  Service  at  the  Philadel¬ 
phia  Veterans  Administration 
Hospital.  He  has  served  on  the 
National  Board  of  Medical  Ex¬ 
aminers  and  on  the  American 


State  Society  cosponsors 
venereal  disease  program 

The  State  Society  is  cospon¬ 
soring  a  symposium  on  venereal 
diseases  in  Washington,  D.C., 
May  18  at  the  Shoreham  Hotel. 
Designed  primarily  for  practicing 
physicians  and  medical  students, 
it  will  present  the  latest  scientific 
and  clinical  information  on  the 
diagnosis  and  management  of 
gonorrhea,  syphilis,  and  other 
sexually  transmissible  diseases. 

Sponsors  are  the  American 
Medical  Association  and  the 
medical  societies  of  Pennsyl¬ 


DR.  SCHNABEL 


vania,  Delaware,  Maryland,  Vir¬ 
ginia,  West  Virginia,  and  the  Dis¬ 
trict  of  Columbia. 

Speakers  are  members  of  the 
faculties  of  Eastern  Virginia  Med¬ 
ical  School,  Harvard  Medical 
School,  Baylor  University  Col¬ 
lege  of  Medicine,  Boston  Univer¬ 
sity  School  of  Medicihe,  the  Mayo 
Clinic,  and  New  York  Medical 
School,  as  well  as  public  health 
officials  from  Atlanta,  Ga.  and 
Washington,  D.C. 

To  register,  contact  the  AMA’s 
Department  of  Environmental, 
Public,  and  Occupational  Health, 
535  N.  Dearborn  St.,  Chicago,  III. 
60610. 


Board  of  Internal  Medicine.  He 
succeeds  Walter  B.  Frommeyer, 
Jr.,  M.D.,  Birmingham,  Alabama. 

Jack  D.  Meyers,  M.D.,  Pitts¬ 
burgh,  was  elected  to  the  ACP 
Board  of  Regents. 


Preceptors  will  train 
Hershey’s  MEDEX  students 

Physicians  from  eight  Pennsyl¬ 
vania  counties  have  agreed  to  act 
as  preceptors  for  the  third 
MEDEX  Pennsylvania  program 
designed  to  train  physician’s  as¬ 
sistants  at  the  Milton  S.  Hershey 
Medical  Center  of  Pennsylvania 
State  University. 

They  are:  Earl  Connors,  M.D., 
Langhorne;  Robert  Edmiston, 
M.D.,  Harrisburg;  William  Landis, 
M.D.,  Columbia;  Ira  Wagner, 
M.D.,  Ephrata;  Fernando  Araya, 
Forty  Fort;  Edward  Lottick,  M.D., 
Kingston;  Louis  Castor,  M.D., 
Philadelphia;  Oscar  Rothchild, 
M.D.,  Philadelphia;  Robert  San¬ 
ford,  M.D.,  Mansfield;  Robert 
Monsour,  M.D.,  Greensburg;  and 
Kenneth  Woerthwein,  M.D.,  York. 

Those  interested  in  becoming 
preceptors  or  students  for  future 
classes  may  contact  James 
Emch,  M.D.,  director  of  MEDEX 
Pennsylvania,  Department  of 
Family  and  Community  Medicine, 
Hershey,  Pa.  17033. 
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editorials 


Preventing  physician  suicides 

Suicide  among  physicians  is  high. 

The  rate  has  been  judged  to  be  two  to  three 
times  higher  than  the  population  in  general.  Total 
deaths  of  physicians  in  1972  as  reported  in  the 
Journal  of  the  American  Medical  Association  num¬ 
bered  3,187.  Of  these,  death  by  suicide  accounted 
for  fifty-seven.  The  breakdown  by  age  was  as 
follows: 

21-30  3  51-60  14 

31-40  9  61-70  10 

41-50  16  71-  5 

The  youngest  was  twenty-six  and  the  oldest 
eighty-two.  Risk  of  successful  suicide  is  higher  in 
those  forty  years  of  age  and  older. 

Persons  who  commit  suicide  are  usually  men¬ 
tally  disturbed,  and  symptoms  manifest  them¬ 
selves  in  various  ways.  Voltaire  reminds  us  that 
suicide  does  not  “always  come  from  madness. 
There  are  said  to  be  occasions  when  a  wise  man 
takes  that  course:  but  generally  speaking,  it  is  not 
in  an  excess  of  reasonableness  that  people  kill 
themselves.”  The  most  common  sign  is  depres¬ 
sion.  Heavy  drinking,  drug  abuse,  and  conflicts 
with  spouses  are  other  preliminary  signals. 

Physicians  show  a  higher  incidence  of  drug  ad¬ 
diction,  alcoholism,  and  psychiatric  problems  than 
the  general  population.  The  most  probable  reason 
is  that  the  physician  must  be  all  things  to  all  peo¬ 
ple  at  all  times.  Overworked — and  on  call  twenty- 
four  hours  a  day,  pressured  to  make  the  correct 


correspondence 

Residents’  seminar  praised 

To  the  editor: 

My  residents  have  returned  from  the  Residents’ 
Seminar  on  Office  Management  just  ecstatic.  They 
thought  they  were  the  greatest  two  days  they  had 
ever  spent  in  educational  lines.  They  learned  a  lot; 
some  of  them  have  twenty  to  twenty-five  pages  of 
notes.  They  tell  me  they  filled  out  an  evaluation 
form,  but  I  thought  this  additional  information  would 
be  helpful  for  future  planning.  Apparently  the  pro¬ 
gram  was  extremely  worthwhile. 

J.  A.  Collins,  Jr.,  M.D.,  Chairman 
Department  of  Internal  Medicine 
Geisinger  Medical  Center 
Danville 


diagnosis  and  prescribe  the  proper  treatment  and 
to  keep  up  with  the  advances  in  his  field,  the 
physician  must  necessarily  practice  medicine 
under  a  certain  amount  of  strain.  He  is  also  ex¬ 
pected  to  fulfill  the  roles  of  husband  and  father  as 
well  as  of  community  leader  and  to  meet  a  certain 
number  of  social  engagements. 

The  method  by  which  physicians  take  their  own 
lives  is  not  original.  In  the  survey  of  the  fifty-seven 
suicides  listed  in  JAMA,  twenty-eight  deaths  were 
by  firearms.  Death  by  self-administered  overdose 
accounted  for  fifteen.  One  hanging,  one  stabbing, 
and  twelve  unspecified  round  out  the  list.  Firearms 
are  the  most  widely  used  method  among  the  gen¬ 
eral  population.  Ten  of  the  fifteen  drug  deaths 
were  by  overdose  of  barbiturates,  and  three  of 
these  combined  drugs  with  alcohol.  One  might 
think  that  drug  deaths  among  physicians  would  be 
the  method  of  choice  because  of  the  ease  of 
access,  and  the  incidence  may  in  fact  be  some¬ 
what  higher.  However,  my  experience  in  dealing 
with  diabetics  has  revealed  very  few  suicides  by 
self-administered  overdose  of  insulin  although  this 
method  would  certainly  be  the  most  facile. 

The  problem  with  a  potential  suicide  is  detec¬ 
tion  and  prevention,  if  possible.  The  situation  is 
compounded  among  physicians  by  (1)  un¬ 
willingness  to  admit  illness,  (2)  tendency  to  self- 
medicate,  and  (3)  inability  to  see  themselves  in  the 
role  of  patients.  Prevention  is  a  desirable  goal,  but 
how  to  reach  the  disturbed  physician  is  another 
question. 

David  A.  Smith,  M.D. 

Medical  Editor 


I’ve  got  to  concede,  doctor.  The  Titleist  does  seem  to  be 
wound  tighter  than  the  other  balls. 
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The  Institute  on  Government  sponsored  by  the  Pennsylvania  Psychiatric  Society  and  The  Pennsylvania  Medical  Society  at  the 
end  of  March  achieved  its  goals  of  developing  communications  with  government  and  better  understanding  of  how  government 
works,  according  to  those  in  attendance.  The  two  and  one-half  day  session  was  held  at  the  Host  Farm  in  Lancaster  and  was 
attended  by  over  30  legislators  and  officials  of  state  government  and  over  70  physicians.  The  candid  snapshots  above  were 
taken  by  Jerry  Rothenberger,  director  of  the  Pennsylvania  Medical  Political  Action  Committee. 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  “roller-coaster”  nor  a  “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBUAL) 


SODIUM® 


McNEIL ) 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  1 5  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5  cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


vIcNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 
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IS  NATIONAL  HIGH 
BLOOD  PRESSURE  MONTH 


The  Pennsylvania  Affiliate  of  the  American  Heart  Association,  its  Chapters,  the  State  Department 
of  Health,  and  the  Pennsylvania  Medical  Society  are  cooperating  with  federal  and  national  organi¬ 
zations  in  a  nationwide  promotion  this  month  to  help  make  the  public  more  aware  of  the  dangers  of 
high  blood  pressure  and  the  importance  of  having  blood  pressure  checked  regularly  as  a  preven¬ 
tive  measure.  The  following  materials  are  available  from  the  Heart  Association  for  physicians  or  for 
physicians  to  give  to  their  patients.  For  a  sample  copy  or  information  about  an  item,  please  check 
the  list  below  and  send  to  the  Pennsylvania  Heart  Affiliate.  To  order  quantities  of  these  materials, 
please  contact  your  local  heart  association. 


ITEMS  FOR  PATIENTS  AND  PHYSICIANS'  OFFICES 

(  )  Book/ef-Hypertension:  Office  Evaluation 

(  )  Book/ef-Hypertension:  Drug  Treatment 

(  )  Book/ef-Medical  Treatment  of  Chronic  Hypertension 

(  )  Book/ef-Recommendations  for  Human  Blood  Pressure 

Determination  by  Sphygmanometer 

(  )  Desk  Card-Outlines  of  Recommended  Antihyperten¬ 

sive  Regimens 

(  )  Information  about  Modern  Pharmacological  Manage¬ 

ment  of  Systemic  Hypertension  (slide-casette  set) 

(  )  Information  about  Hypertensive  Mechanisms,  Mono¬ 

graph  Series  (book) 

(  )  Information  about  Hypertension  Series:  Proceedings 

of  Council  for  High  Blood  Pressure  Research  (books) 

(  )  Information  about  Medical  Treatment  of  Chronic 

Hypertension  (reprint) 

(  )  Information  about  Reprint  from  Minnesota  Symposium: 

Reducing  the  Risk  of  Coronary  and  Hypertensive 
Disease  (book) 

(  )  Information  about  Recurring  Bibliography  of  Hyperten¬ 

sion  (bi-monthly  periodical) 


(  )  Information  about  Reports  of  Inter-Society  Commis¬ 

sion  on  Heart  Disease: 

(  )  Primary  Prevention  of  Hypertension 

(  )  Resources  for  the  Management  of  Emergencies 

in  Hypertension 

(  )  Guidelines  for  the  Detection,  Diagnosis  &  Man¬ 

agement  of  Hypertensive  Populations 


ITEMS  FOR  PHYSICIANS 
(  )  Book/ef-Your  Blood  Pressure 

(  )  Leaf/ef-Your  High  Blood  Pressure  Prevention  Card 

Booklet- How  Can  High  Blood  Pressure  Hurt  You? 


(  ) 


(  )  Book/ef-How  You  Can  Help  Your  Doctor  Treat  Your 

High  Blood  Pressure  (available  only  on  physician 
prescription) 

(  )  Leaf/efs-Sodium  Restricted  Diets  (available  only  on 

physician  prescription): 

(  )  Mild  Restriction 

(  )  1000  Milligrams 

(  )  500  Milligrams 

(  )  Poste r-Perform  a  Death-defying  Act,  Have  Your  Blood 

Pressure  Checked 

(  )  Posfers-High  Blood  Pressure  (set  of  2) 


For  sample  copy  or  information  about  these  materials,  check  this  form 
and  send  to: 

AMERICAN  HEART  ASSOCIATION.  PENNSYLVANIA  AFFILIATE 
P.O.  Box  2435,  Harrisburg,  Pennsylvania  17105 


NAME  (Please  Print) 
ADDRESS  _ 


ZIP 
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ALLBEE  wtftC  Scrapbook 
of  Vitamin  Facts  &  Fallacies 


THE  COMMON  PRACTICE  IN  MANY  RESTAURANTS,  HOSPITALS, 
ANP  OTHER  INSTITUTIONS  INCLUDING  OLD  PEOPLES'  HOMES 
AND  NURSING  HOMES  OF  "HOLDING"  COOKED  FOODS  IN 
STEAM  TABLES  BEFORE  SERVING  RESULTS  IN  A  SIZABLE 
LOSS  OF  B  ANP  C  VITAMINS. 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTED,  AND  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A  LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A  COOL,  WET  SUMMER  PRODUCES  WATERY, 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


RONSSENS,  A  DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
I  SAILORS  WHO,  RETURNING  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
DISEASE  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A  SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


Available  on  your 
prescription  or 
recommendation 


AUIEEVMC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee®withC 

MULTIVITAMINS 


Each  capsule  contain 


_  %  MDR 

e  mononitrate  (B,)  15  mg  1500% 
Riboflavin  (B>)  10  mg  834% 

Pyridoxme  hydrochloride  (B.)5  mg  * 
Niacinamide  50  mg  500% 

Calcium  pantothenate  10  mg  " 
Ascorbic  acid  (Vitamin  C)  300  mg  1000% 


A. II.  Robins  Company,  Richmond,  Va.  2.1220  /|r|  |r 


ROBINS 


each  tablet, 
capsule  or  5  cc. 
teaspoonful  each 

of  elixir  Donnatal 

_ (23%  alcohol)  No.  2 

hyoscyamlne  sulfate  0.1037  mg.  0.1037  mg. 

atropine  sulfate  0.01 94  mg.  0.01 94  mg. 

hyoscine  hydrobromide  0.0065  mg.  0.0065  mg. 

phenobarbital  (}4  gr  )  16.2  mg  CA  gr.)  32.4  mg. 

(warning:  may  be  habit  forming) 


each 

_  Extentab 

0.31 1 1  mg. 
0.0582  mg. 
0.0195  mg. 
(%  gr.)  48.6  mg. 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample,  bladder  neck  obstruction  due  to  prostatic  hypertrophy):  or 
hypersensitivity  to  any  of  the  ingredients. 


AH-^OBINS 


A  H  Robins  Company.  Richmond  Virginia  23220 


Our  skin—the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus* 
ceptible  skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


. 

I 


erapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
t  *  *  organisms,  as  in:  •  infected  burns,  skin  grifts,  surgical  incisions,  otitis  e>&emd 
I  *  •  primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris, ^paronychia) 
•  secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
•  traumatic  lesions,  inflamed  or  suppurating  as  a  result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a  reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN' Ointment 


n 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B  Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5  mg. 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatum 
q.s.  In  tubes  of  1  oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packets. 
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Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


STAGE  1 

STAGE  2 


STAGE  3 

STAGE  4 

%  H0URS  •  1  .  1  .  -*■ 

begins  within 

17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6  monitored  drug 
nights  was  16.35  minutes.1 


l 


i 
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Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects2  s) 


(Decreased  42.6%) 

■  Baseline 

(before  Dalmane) 

■  Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 2  5 

Using  a  14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7  to  8  hours  of  sleep  without  repeating 
dosage?'* 2 3 4 5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a  summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous¬ 
ness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva¬ 
tion,  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil¬ 
itated  patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 .  Kales  A,  et  al:  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  —  usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —  initial  dosage  for 
elderly  or  debilitated  patients. 

•  induces  sleep  within  17 
minutes,  on  average 

•  reduces  nighttime  awakenings 

•  sustains  sleep  7  to  8  hours,  on 
average,  without  repeating  dosage 


<s> 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


there  a  need 


foradrug 
compendium? 

■  ck  Hri  icr  intollicr^ni 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 

Deputy  Assistant 
Secretary  for  Health 

W 

Department  of  Health, 
Education  and  Welfare 

'■ 
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Maker  of  Medicine 


Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


Dialogue 


A  drug  compendium 
of  the  type  I  envision 
would  fill  a  definite 
need  for  the  practic¬ 
ing  physician.  Such  a 
compendium  would  , 
give  him  all  the 
information  nec¬ 
essary  for  using 
a  drug  intelligently,  and  it  would 
do  so  in  a  clear,  concise,  con¬ 
venient,  objective  and  balanced 
fashion.  ^ 

What  a  Compendium  Should 
Contain 

I  believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use  it,, 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactions 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fact, 
a  complete  compendium  with  com-..] 
plete  and  current  information 
might  even  eliminate  the  necessity  * 


A  drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  in 
sponsorship.  They  should  contain 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up¬ 
dated  quarterly  or  semiannually 
and  completely  revised  every  year. 


Function  of  a  Compendium 

A  compendium  should  fur¬ 
nish  the  following  information  on 
drugs  inthefollowingorder:  indica 
tions  for  use,  side  effects,  adverse 
drug  reactions,  contraindications, 
drug  interactions,  drug  dosage  and 
the  dosage  forms  marketed.  Drug 
prices  should  not  be  included  be¬ 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  set 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  phy¬ 
sician  to  decide,  whether  on  the 
basis  of  the  .medical  literature,  his 
own  clinical  experience,  advice  of 
colleagues,  information  supplied 
by  manufacturers,  and  so  on. 

Nor  should  a  compendium 
undertake  to  educate  the  doctor  01 
how  to  use  drugs.  Rather,  it  must 
be  a  reference  source  designed  pr 
marily  to  refresh  his  memory  as  to 
drugs  he  may  not  use  regularly.  It 


for  a  package  insert  in  many  in¬ 
stances.  This  would  constitute  a 
substantial  saving  for  the  manu¬ 
facturer. 

By  a  complete  compendium, 

I  do  not  mean  a  volume  of  prohibi¬ 
tive  size.  You  don’t  need  a  book 
describing  25,000  products  with 
an  enormous  amount  of  repetition. 
Rather,  drugs  should  be  arranged 
by  class.  Mutually  applicable  infor¬ 
mation  would  be  provided,  along 
with  brief  discussions  pinpointing 
differences  in  specific  drugs  of 
that  class.  Listings  would  be  cross- 
indexed  in  a  useful  way. 

Other  Available  Documents  as 
Sources  of  Information 

Existing  references  such  as 
PDR  and  the  AMA  Drug  Evaluation 
are  obviously  useful  but  they  are 
incomplete.  Either  they  are  not 
cross-referenced  by  generic  name 
and  do  not  group  drugs  with  simi¬ 
lar  characteristics,  or  they  do  not 
list  all  the  available  and  legally 
marketed  drugs.  And  some  of 
those  omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy¬ 
cline  for  example,  may  be  fully 
described  a  dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I  am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a  useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a  voluminous  and  un¬ 
wieldy  tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a  com¬ 
pendium.  However,  if  there  is  sub¬ 
stantial  evidence  based  on  a  sound 
body  of  science  concerning  rela¬ 
tive  efficacy  of  several  drugs,  cer¬ 
tainly  that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a  book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a  great  deal  of  talent  and  exper¬ 
tise,  and  would  require  a  varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo¬ 
gists.  Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up¬ 
dated  periodically  and  completely 
revised  annually. 

I  have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im¬ 
portant  is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


should  in  no  way  imply  control  over 
the  practitioner’s  prerogatives. 

Why  Another  Compendium? 

A  practicable,  single-volume 
compendium  cannot,  nor  is  it 
necessary  to,  include  all  drugs  on 
the  market  today.  From  my  prac¬ 
tice  of  internal  medicine  for  some 
15  years,  my  experience  as  a  con¬ 
sultant,  and  as  a  faculty  member 
of  four  or  five  medical  schools,  I 
would  estimate  that  a  doctor  uses 
only  30  to  35  drugs  regularly.  The 
1972  Physicians'  Desk  Reference, 
incidentally,  contained  about 
2,500  entries. 

As  to  whether  there  should  be 
a  federal  compendium,  in  my  opin¬ 
ion,  as  stated  earlier,  the  answer  is 
easy— there  should  not  be  one.  The 
proposal  assumes  that  existing 
compendia  are  inadequate.  We’re 
not  sure  of  that  at  all.  Whatever  its 
imperfections,  the  present  drug 
information  system  in  the  U.S.  is 
open,  multifaceted,  pluralistic  and 
extensive.  Good  compendia  exist, 
as  well  as  other  ample  sources  on 
drug  therapy,  ranging  from  journal 
literature  through  AMA  Drug  Evalu¬ 
ation  to  company  materials.  Not 
all  physicians  may  use  such 
sources  as  often  or  as  well  as  they 
should,  but  that  is  the  fault  of  the 
man,  not  of  the  sources. 

In  any  event,  rather  than  pro¬ 


duce  another  book,  it  makes  much- 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad¬ 
vances,  include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac¬ 
tions  and  adverse  reactions. 

Implications  of  a  Federal 
Compendium 

Take  a  hard  look  at  the  impli¬ 
cations  of  a  federal  compendium. 

It  would  have  the  force  of  law,  vir¬ 
tually  dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a  regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/ legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de¬ 
parts  from  the  provisions  of  the 
package  insert.  A  compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level —a  most 
dangerous  trend  for  medicine. 

New  Compendium— A  Medical 
Option 

I  detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a  federal  compendium— or,  for 
that  matter,  for  a  new  compendium 
of  any  type.  A  1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter¬ 
viewed  felt  a  new  compendium  was 
needed.  And  a  large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a  time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi¬ 
torial  authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi¬ 
cal  societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara¬ 
tion  and  maintenance  of  a  new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri¬ 
matur  of  the  federal  government. 


Opinion  &  Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

Vasodilan 

(tlKUPfilNEHCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg— bottles  of  100, 1000,  5000 and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 
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biopharmaceutics 


dealing  with  the 
effect  of  drug 
formulations, 
bioassay  and 
clinical  response 


Dr.  John  G.  Wagner,  Dr.  Louis  Lasagne,  Dr.  John  L.  Lach, 


Professor  of  Pharmacy  Professor  of  Medicine  Associate  Dean 

College  of  Pharmacy  Professor  and  Chairman,  Director  of  Pharmaceutical  Services 

The  University  of  Michigan  Pharmacology  and  Toxicology  College  of  Pharmacy 

Ann  Arbor,  Michigan  University  of  Rochester,  The  University  of  Iowa 

School  of  Medicine  and  Dentistry  Iowa  City,  Iowa 

Rochester,  New  York 


Narrated  by  Frank  Blair  (Commentator  with  the  NBC  "Today”  Show) 

To  schedule  a  showing  of 
"Biopharmaceutics”, 
fill  out  and  return 
this  coupon  to: 

“1 

Please  schedule  a  showing  of  your  film,  "BIOPHARMACEUTICS”  for 

or 

(DATE)  (ALTERNATE  DATE) 

Nlnme  Title 

"Biopharmaceutics”  Film 
Warner/Chilcott 
201  Tabor  Road 
Morris  Plains,  New  Jersey 
07950 

Organization 

Address  ,  ,  ,  . 

(STREET)  (CITY)  (STATE)  (ZIP) 

Signature 
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acute  . 
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This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 

It  took  just  one  short  visit. . . 
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*Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly*;  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


...andlrobicin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  ( spectinomycin  hydrochloride) 
—  For  Intramuscular  Injection: 

2  gm  vials  containing  5  ml  when  reconstituted 
with  diluent. 

4  gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants ,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f  For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 
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Irons  at  the  same  time  and  save  5%  MORE  off  the  List  Prices. 

Shaft  Explanation 

S-Men’s  Stiff  Flex 

Hard  Swinger 

A-Men's  Flexible 

Soft  Hitter 

X-Men’s  X-Stiff  Flex 

Professional 

R-Men’s  Medium  Flex 

Average  Swinger 

L-Ladies  Flex 

Ladies 
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Merchandise  from  our  large  inventory 
shipped  immediately  upon  clearance  of 
order.  Shipped  prepaid  and  insured. 
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T riaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc./Lincoln,  Nebraska  68501 


<s> 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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HMO  Act  requires  package 
of  basic  health  services 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 

This  is  the  second  article  on  the  HMO  Act  of  1973 
prepared  by  the  author.  The  first  appeared  in  the  April 
issue.  Regulations  implementing  the  law  are  being 
prepared  and  will  be  explained  as  soon  as  possible  fol¬ 
lowing  publication. 


Last  month’s  article  attempted  to  demonstrate  that 
the  “Health  Maintenance  Organization  Act  of  1973”  is 
significant  to  virtually  all  practicing  physicians.  It 
created  a  three-pronged  approach  to  developing  HMOs: 
first,  by  providing  millions  of  dollars  of  seed  money; 
second,  by  requiring  most  employers  to  offer  HMO 
membership  in  a  “dual  choice”  arrangement;  and  third, 
by  freeing  HMOs  from  restrictive  state  laws  dealing 
with  regulation  and  advertising.  These  opportunities  will, 
I  believe,  cause  HMOs  to  become  desirable  alternatives 
for  many  patients  and  will  in  turn  create  both  threats 
and  opportunities  for  private  practitioners. 

Under  these  circumstances,  a  basic  understanding  of 
what  will  constitute  a  federally  qualified  HMO  and  how 
physicians  can  participate  in  it  become  important. 
These  are  the  subjects  of  this  month’s  article. 

Services  Which  Must  Be  Provided 

To  assure  that  an  HMO  offers  its  patient-members  a 
full  range  of  care,  Section  1302  (1 )  of  the  Act  itself  lists  a 
group  of  services  which  must  be  offered.  This  minimum 
benefit  package  called  the  “basic  health  services” 
includes: 

(A)  Physician  services,  which  must  include  con¬ 
sultant  and  referral  arrangements; 

(B)  Inpatient  and  outpatient  hospital  services,  the 
outpatient  idea  essentially  referring  to  virtually  all 
ambulatory  care; 

(C)  Emergency  care; 

(D)  Short-term  (not  over  twenty  visits),  outpatient 
evaluative  and  “crisis  intervention”  mental  health 
services; 

(E)  Medical  treatment  and  referral  services  for  the 
abuse  of  or  addiction  to  alcohol  and  drugs; 

(F)  Diagnostic  laboratory  and  diagnostic  and  ther¬ 
apeutic  radiologic  services; 

(G)  Home  health  services;  and 

(H)  Preventive  health  services  (which  specifically 
must  include  voluntary  family  planning  services,  in¬ 
fertility  services,  and  both  preventive  dental  care 


and  eye  examinations  for  children  up  to  age 

twelve). 

That  is  quite  extensive.  Of  particular  note  is  the 
inclusion  of  psychiatric,  alcohol  and  drug,  home  health, 
family  planning,  and  preventive  dental  services  which 
are  outside  the  formal  scope  of  even  many  large  group 
practices  presently  in  existence.  As  a  result,  many  of  us 
are  concerned  how  the  regulations  being  formulated  to 
implement  this  Act  will  deal  with  these  items.  What,  for 
instance,  will  be  construed  as  “crisis  intervention”  psy¬ 
chiatric  help?  How  much  drug  and  alcohol  addiction  ex¬ 
pertise  will  the  HMO  require  in-house,  as  opposed  to  a 
mere  referral  arrangement?  What  personnel  in  addition 
to  or  instead  of  the  physicians  themselves  will  be  author¬ 
ized  to  provide  “home  health  services?”  The  answers  to 
such  questions  will  be  important  in  deciding  how  to  staff 
an  HMO  and  what  its  monthly  charges  will  be. 

Services  Which  Also  May  Be  Provided 

An  HMO  is  not  restricted  to  those  basic  health  serv¬ 
ices  listed  above.  The  Act  continues  by  listing  certain 
“supplemental  health  services”  which  an  HMO  may 
offer  if  it  sees  fit.  It  may  or  may  not  offer  these  on 
prepayment  basis,  perhaps  even  making  them  available 
for  straight  fees.  Or  it  might  offer  the  patient-member 
several  alternatives  as  to  payment.  As  I  see  it,  however, 
the  supplemental  services  permit  an  HMO  to  offer  its 
community  as  all-inclusive  a  health  care  package  as  it 
considers  appropriate. 

These  supplemental  services  may  include:  (1)  facili¬ 
ties  for  intermediate  and  long-term  care;  (2)  all  vision 
care;  (3)  all  dental  care;  (4)  all  mental  health  services; 
(5)  long-term  physical  medicine  and  rehabilitation  serv¬ 
ices  (including  physical  therapy);  and  (6)  prescription 
drugs. 

The  considerable  flexibility  given  an  HMO  in  deciding 
what,  if  any,  supplemental  services  to  provide  and  how 
to  finance  them  is  significant.  In  effect,  it  allows  each 
HMO  to  make  its  own  business  decisions  in  creating  a 
package  for  its  buying  public — how  to  price  it,  market  it, 
organize  it,  etc.  Traditional  private  practices  make  few 
such  decisions. 

Financing  of  Services 

An  HMO  is  essentially  an  organization  which  provides 
its  services  to  its  members  on  a  premium  basis — that  is, 
by  periodic  (usually  monthly)  payments  having  no 
regard  to  when  or  what  kind  of  services  have  actually 
been  provided  to  the  members.  This,  of  course,  is  the 
“prepayment”  or  “capitation”  basis  which  makes  the 
provider  essentially  like  an  insurer. 

The  premium  charged  for  an  HMO  package  must  be 
“community  rated,”  meaning  there  must  be  a  single 
price  for  all  persons  within  the  community.  This  fee 

Mr.  Beck  is  president  of  Management  Consulting  for 
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could  not  vary  according  to  the  health  outlook  of  any 
single  patient  or  group  of  patients,  thus  hopefully  assur¬ 
ing  that  the  higher  risk  groups  will  not  be  priced  out  of 
participation. 

The  Act  further  provides  that  an  HMO  may  not  reject, 
expel,  or  refuse  to  re-enroll  any  member  because  of  his 
health  status  or  his  requirement  for  health  services.  Fur¬ 
thermore,  it  separately  requires  an  HMO  to  have  an 
“open  enrollment  period”  of  at  least  thirty  days  in  every 
twelve  months  during  which  it  must  accept  individuals  in 
the  order  in  which  they  apply.  The  effect,  therefore,  is  to 
require  broad  community  coverage  by  an  HMO  and  to 
avoid  selection  of  patients  for  economic  or  other  advan¬ 
tage.  This  involves  an  obvious  insurance  principle  of 
spreading  the  cost. 

Despite  this  strong  principle  of  insurance-style 
premium  financing,  the  Act  permits  a  very  limited 
amount  of  co-payment  for  specific  services.  These  are 
specifically  called  “nominal  payments’’  which  may  not 
act  as  a  barrier  to  use  of  the  services.  To  what  extent  a 
separate  payment  for  a  certain  service  might  be  allow¬ 
able  will  depend  upon  the  regulations  now  being 
drafted,  but  it  will  undoubtedly  be  kept  to  a  minimum.  It 
may,  however,  be  permitted  as  a  method  by  which  one  or 
several  HMOs  can  form  various  packages  perhaps  to 
offer  various  employers,  thus  again  increasing  its  oppor¬ 
tunities  to  “market”  medical  services  more  aggres¬ 
sively. 

While  requiring  that  an  HMO  assume  full  financial  risk 
for  the  health  service  to  be  provided,  it  also  permits  the 
obtaining  of  reinsurance.  This  may  be  done  to  the  extent 
that  the  costs  for  any  patient-member’s  services  exceed 
$5,000  in  a  year,  which  would  be  equivalent  to  the  HMO’s 
taking  out  major  medical  insurance  on  its  own  members. 
The  organization  may  similarly  take  out  insurance  or 


Hey,  Ed!  There’s  some  kinda’  practice  consultant  kook  here 
. . .  any  idea  what  he  wants? 


make  other  payment  Arrangements  for  those  situations 
in  which  its  patient-members  require  emergency  serv¬ 
ices  by  a  physician,  hospital,  or  other  provider  not  as¬ 
sociated  with  the  HMO.  Finally,  under  the  so-called 
90/1 1 5  percent  rule,  an  HMO  may  take  out  reinsurance  or 
make  other  arrangements  to  cover  situations  of 
aggregate  costs  which  could  possibly  bankrupt  the  or¬ 
ganization.  Under  this  rule,  an  HMO  may  insure  for  up  to 
90  percent  of  the  amount  by  which  its  costs  for  a  year 
might  exceed  115  percent  of  its  income,  a  criterion  al¬ 
ready  critized  for  its  restrictiveness.  The  gist  of  these  re¬ 
insurance  arrangements  is,  of  course,  to  give  an  HMO 
some  flexibility  in  financing  its  programs,  including  invit¬ 
ing  the  participation  of  insurance  companies  in  their 
usual  roles  of  risk-spreading. 

Who  Will  Provide  Services 

Of  obvious  overriding  interest  to  physicians  is  the 
question  of  how  doctors  and  other  health  care  personnel 
are  expected  to  work  in  and  for  these  HMOs.  As  in  the 
other  areas,  the  Act  attempts  to  provide  considerable 
flexibility  from  one  HMO  to  the  next. 

The  Act’s  core  definition  of  an  HMO  merely  requires 
the  organization  to  provide  its  services  through  “health 
professionals’’  who  are  members  of  (a)  the  staff  of  the 
HMO;  (b)  a  “medical  group”  (or  groups);  or  (c)  an  “indi¬ 
vidual  practice  associate.”  Thus,  there  are  several  im¬ 
portant  terms  requiring  careful  definition  and  discus¬ 
sion. 

In  providing  that  services  be  performed  by  “health 
professionals,”  the  Act  specifically  includes  physicians, 
dentists,  nurses,  podiatrists,  optometrists,  and  others 
who  may  be  named  in  the  regulations  to  be  issued.  Fur¬ 
thermore,  if  a  health  service  provided  by  a  physician 
may  also  be  provided  under  state  law  by  a  dentist,  op¬ 
tometrist,  or  podiatrist,  an  HMO  may  provide  it  through 
any  of  such  allied  health  personnel.  The  Committee 
Reports  of  Congress  considering  the  Act  also  expressed 
the  same  intent  as  to  licensed  psychologists,  and  one 
wonders  whether  other  allied  health  professionals  will 
be  permitted.  Since  HMOs  are  likely  to  lead  in  such 
areas  as  use  of  paraprofessional  assistance,  I  am  quite 
interested  in  how  far  the  regulations  will  go  in  permitting 
use  of  nonphysician  talent. 

Whoever  these  “health  professionals”  may  be,  their 
working  relationship  with  an  HMO  is  not  required  to  be 
of  any  one  specific  form.  Nor  does  the  Act  require  that 
they  be  on  a  straight  salary  relationship,  for  the  empha¬ 
sis  is  again  on  flexibility — allowing  each  HMO  to  decide 
for  itself  its  economics  and  its  purposes.  One  arrange¬ 
ment  would  simply  be  for  the  doctor  or  other  profes-  l 
sional  to  be  a  salaried  employee  of  the  HMO;  but  by 
specifically  including  two  other  alternatives,  the  legisla¬ 
tive  philosophy  of  flexibility  is  made  clear. 

A  “medical  group’’  is  defined  as  a  partnership,  associ¬ 
ation,  or  other  grouping  of  professionals  operating  es¬ 
sentially  as  typical  medical  group  practices  presently 
work.  It  would  share  the  group’s  income  in  some  prear¬ 
ranged  way,  share  medical  records,  equipment,  and  fa- 
( Continued  on  page  40) 
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M.D.s  in  the  news 


Howard  F.  Warner,  M.D.,  as¬ 
sociate  professor  of  medicine  at 
Temple  University  School  of  Medi¬ 
cine,  is  the  recipient  of  the  1973 
Russell  P.  Moses  Memorial  Award 
as  outstanding  teacher  in  the 
clinical  field  at  the  Temple  Universi¬ 
ty  medical  school. 

Roger  J.  Crossley,  M.D.,  formerly 
of  the  British  Royal  Air  Force’s  In¬ 
stitute  of  Aviation  Medicine,  has 
become  associate  director  in  clin¬ 
ical  investigation  at  Smith,  Kline 
and  French  Laboratories,  Philadel¬ 
phia. 

F.  Wells  Brason,  M.D.,  senior  as¬ 
sociate  pathologist  at  Harrisburg 
Hospital,  is  one  of  five  physicians  in 
the  U.S.  to  be  appointed  by  the 
College  of  American  Pathologists’ 
board  of  governors  to  an  energy 
task  force  for  the  conservation  of 
materials  and  equipment  in  the  na¬ 
tion’s  pathology  laboratories.  Short¬ 
ages  of  plastic  could  require  exten¬ 
sive  changes  in  laboratory  proce¬ 
dures. 

Murray  Caplan,  M.D.,  Bustleton, 
accepted  an  award  for  the  Jefferson 
Unit  of  Philadelphia  State  Hospital 
for  the  greatest  improvement  by  a 
clinical  unit  at  Byberry.  The  award 
was  presented  by  Franklyn  R. 
Clarke,  M.D.,  superintendent,  to  Dr. 
Caplan,  who  is  clinical  director  of 
the  unit. 

Joseph  Gonnella,  M.D.,  associate 
dean  at  Jefferson  Medical  College, 
Thomas  Jefferson  University,  is 
acting  as  a  consultant  on  a  new 
training  program  for  medical  school 
faculties  to  the  World  Health  Organ¬ 
ization  in  Sydney,  Australia. 

Domenico  Scarano,  M.D.,  Moun- 
taintop,  will  head  an  exploratory 
cancer  research  program  which  is 
being  funded  by  a  $102,500  grant  to 
the  Luzerne  County  Medical  Society 
from  the  National  Cancer  Institute. 


Howard  Balin,  M.D.,  has  been 
named  professor  and  chairman  of 
the  department  of  obstetrics  and 
gynecology  at  Hahnemann  Medical 
College  and  Hospital,  Philadelphia. 
He  is  an  adjunct  staff  professor  at 
Drexel  University  and  Temple  Uni¬ 
versity  and  is  principal  medical  sci¬ 
entist  at  Franklin  Institute  Research 
Laboratories. 


DR.  BALIN  DR.  PURCELL 


John  J.  Purcell,  Jr.,  M.D.,  has 

been  appointed  chief  resident  at 
Wills  Eye  Hospital,  Philadelphia.  He 
served  his  internship  at  Walter 
Reed  General  Hospital,  Washing¬ 
ton,  D.C.  and  was  flight  surgeon 
with  the  U.S.  Army. 

Children’s  Hospital  of  Philadel¬ 
phia  reports  that  M.  William  Sch¬ 
wartz,  M.D.,  director  of  medical 
services,  has  been  appointed  as¬ 
sistant  executive  secretary  of  the 
American  Board  of  Pediatrics  in  the 
Philadelphia  Office  of  Research  and 
Development.  He  is  an  associate  in 
pediatrics  at  the  University  of  Penn¬ 
sylvania  School  of  Medicine.  Festus 
O.  Adebonojo,  M.D.,  medical 
director  of  Rebound  Medical  Group, 
Inc.,  chaired  a  special  task  force  at 
the  American  Pediatrics  Associa¬ 
tion  meeting  on  childhood  lead 
burden  in  April.  William  J.  Mellman, 
M.D.,  senior  physician  in  the 
division  of  metabolism  and  genetics 
lectured  at  the  Pennsylvania  Asso¬ 
ciation  of  Blood  Banks  on  human 
cell  hybridization  and  gene  map¬ 
ping  recently. 


Peter  J.  Kyne,  M.D.,  has  been  ap¬ 
pointed  head  of  the  department  of 
orthopedics  at  Western  Pennsyl¬ 
vania  Hospital,  Pittsburgh. 

Stanley  Gould,  M.D.,  formerly  of 
Trenton,  N.J.,  has  become  as¬ 
sociate  director  of  medical  affairs 
at  Smith,  Kline  and  French  Labora¬ 
tories  in  the  pharmaceutical  divi¬ 
sion  of  SmithKIine  Corporation.  He 
is  a  fellow  of  the  American  Acade¬ 
my  of  Pediatrics. 

Edwin  S.  Peters,  M.D.,  and  James 
C.  Ralston,  M.D.,  both  of  Mason- 
town,  are  the  1974  recipients  of  the 
Masontown  Exchange  Club’s  Book 
of  Golden  Deeds  Awards  for  out¬ 
standing  service  to  their  communi¬ 
ty. 

Donald  A.  Dupler,  M.D.,  Bryn 
Mawr,  has  been  elected  to  the 
board  of  trustees  of  the  American 
College  of  Cardiology. 

Several  new  appointments  to  the 
medical  staff  at  Geisinger  Medical 
Center  have  been  announced.  L.  A. 
lannone,  M.D.,  has  been  appointed 
associate  in  internal  medicine 
specializing  in  cardiology.  He  was 
formerly  director  of  the  coronary 
care  unit  and  chief  of  the  car¬ 
diovascular  laboratory  at  William 
Beaumont  General  Hospital  in  El 
Paso,  Texas.  Robert  E.  Albertini, 

M. D.,  is  an  associate  in  internal 
medicine  specializing  in  pulmonary 
disease.  S.  G.  Bhatia,  M.D.,  former 
senior  staff  physician  in  the  depart¬ 
ment  of  dermatology  at  the  Henry 
Ford  Hospital,  Detroit,  Mich.,  has 
been  named  associate  in  the 
department  of  dermatology  at 
Geisinger.  George  A.  Jansen,  M.D., 
formerly  associate  medical  director 
of  Ethicon,  Inc.,  (subsidiary  of 
Johnson  and  Johnson),  Somerville, 

N. J.,  has  been  appointed  director  of 
the  department  of  anesthesiology. 


New  Officers 


Northumberland  County  Medical  Society 

Dennis  R.  Mychak,  M.D.,  Mt.  Carmel,  president 
Clyde  H.  Jacobs,  M.D.,  Sunbury,  president  elect 
Benjamin  M.  Broscius,  M.D.,  Shamokin,  vice  president 
G.  R.  Wentzel,  M.D.,  Sunbury,  secretary 
W.  W.  Christman,  M.D.,  Sunbury,  treasurer 


Washington  County  Medical  Society 

John  C.  McGinnis,  M.D.,  Washington,  president 
William  H.  Kittrell,  M.D.,  McMurray,  presidentelect 
Gilbert  R.  McMaster,  M.D.,  McMurray,  vice  president 
Jon  S.  Adler,  M.D.,  Washington,  secretary-treasurer 
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m.d.'s  in  the  news 


Patrick  J.  Ferrarro,  M.D.,  Clarks 
Summit,  has  been  named  by  the 
Lackawanna  County  Commis¬ 
sioners  to  head  a  county-wide 
emergency  program  to  coordinate 
ambulance  and  emergency  vehicle 
services  and  to  set  up  trauma 
centers  in  local  hospitals. 

William  C.  Beck,  M.D.,  Sayre, 

president  of  the  Donald  Guthrie 
Research  Foundation,  has  been  ap¬ 
pointed  chairman  of  the  Committee 
on  Operating  Room  Environment  of 
the  American  College  of  Surgeons, 
Chicago,  III.  Dr.  Beck,  now  retired, 
was  formerly  chief  of  surgery  at  the 
Guthrie  Clinic  and  Robert  Packer 
Hospital  in  Sayre. 

Joseph  T.  Marconis,  M.D.,  Potts- 
ville,  has  been  elected  to  the  Cor¬ 
porate  Board  of  Trustees  of  Hah¬ 
nemann  Medical  College  and  Hospi¬ 
tal.  He  is  president  elect  of  the 
Pennsylvania  Urological  Associa¬ 
tion  and  a  member  of  the  Urology 
Advisory  Committee  of  the  Pennsyl¬ 
vania  Medical  Society. 


The  American  College  of 
Radiology  (ACR)  elected  Newton 
Hornick,  M.D.,  Pittsburgh,  to  a 
three-year  term  on  the  college’s 
Board  of  Chancellors  during  its 
recent  annual  meeting  in  New 
Orleans.  Dr.  Hornick  is  senior 
radiologist  at  Suburban  General 
Hospital  in  Bellevue  and  is 
affiliated  with  Dixmont  State  Hos¬ 
pital,  Dixmont.  He  is  a  past  presi¬ 
dent  of  the  Pittsburgh  Roentgen 
Society  and  of  the  Pennsylvania 
Radiological  Society  and  is  cur¬ 
rently  secretary-treasurer  of  the 
ACR.  Pennsylvania  physicians 
who  were  honored  at  the  meeting 
by  being  named  fellows  of  the 
American  College  of  Radiology 
are  Doctors  Henry  J.  Woloshin, 
Jenkintown,  Temple  University 
Health  Sciences  Center;  Norman 
J.  Winston,  Reading,  Jefferson 
Medical  College;  Gene  J.  Triano, 
New  Cumberland,  Harrisburg 
Hospital;  Renate  L.  Soulen,  Nar- 
berth,  Temple  University  and  St. 


Christopher’s  Hospitals,  Phila¬ 
delphia;  Charles  H.  Sillars,  Gar- 
denville,  Abington  Memorial  Hos¬ 
pital,  Abington;  Carl  M.  Mans¬ 
field,  Philadelphia,  Thomas  Jef¬ 
ferson  University  Hospital; 
Kyuhwan  F.  Lee,  Narberth, 
Thomas  Jefferson  University  and 
Lankenau  Hospitals,  Philadel¬ 
phia;  Harford  W.  Friedman,  Pitts¬ 
burgh,  Montefiore  Hospital  and 
the  University  Health  Center, 
Pittsburgh;  William  E.  Conrady, 
Beaver  Falls,  Medical  Center  of 
Beaver  County  and  Ellwood  City 
Hospital,  Ellwood  City;  Arnold 
Chait,  Narberth,  University  of 
Pennsylvania  Graduate  and  the 
VA  Hospitals,  Philadelphia; 
Christopher  W.  Canino,  Aldan, 
St.  Agnes  and  Hahnemann  Hos¬ 
pitals,  Philadelphia;  Robert  E. 
Campbell,  Radnor,  Pennsylvania 
Hospital,  Philadelphia;  and  David 
D.  Beiler,  Riverside,  Geisinger 
Medical  Center,  Danville. 


Society’s  field  contact  team  at  your  service 

Have  a  problem?  We  can’t  solve  it  unless  we  know  about  it.  Call 

your  field  contact  representative  collect  for  assistance.  Telephone  (717)  238-1635. 

Field  Contact  Staff 

Charles  G.  Appleby 

Kenneth  B. Jones 

Joselyn  A.  Loy 

John  C.  Rogalski 

Adams 

Bedford 

Armstrong 

Blair 

Cumberland 

Cambria 

Butler 

Centre 

Dauphin 

Fayette 

Clarion 

Clearfield 

Franklin 

Greene 

Clinton 

Columbia 

Lancaster 

Somerset 

Elk-Cameron 

Huntingdon 

Lebanon 

Washington 

Indiana 

Mifflin-Juniata 

Perry 

Jefferson 

Montour 

York 

Robert  L.  Lamb 

Lycoming 

Northumberland 

Crawford 

Potter 

Schuylkill 

L.  Riegel  Haas 

McKean 

Tioga 

Robert  R.  Weiser 

Berks 

Mercer 

Union 

Bradford 

Bucks 

Warren 

Venango 

Carbon 

Chester 

Lackawanna 

Delaware 

Donald  N.  McCoy 

Luzerne 

Lehigh 

Allegheny 

Monroe 

Montgomery 

Beaver 

Susquehanna 

Northampton 

Lawrence 

Wayne-Pike 

Philadelphia 

Westmoreland 

Wyoming 
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All  applications 
for  the  1973 
Physician’s 
Recognition 
Award 
must  be  in 
the  AMA 
Office  by 
that  date! 


You  may  include 
continuing 
medical 
education 
activities 
from 

July  1, 1970, 
through 
June  30, 1973. 


This  will  be  the  first  PRA  to  be 
credited  toward  the  PMS 
membership  requirement 

If  you  do  not  now  have  a  full  150  hours  of  continuing 
medical  education  (with  a  minimum  of  60  hours  in 
Category  I)  w  a  i  t  for  the  1974  or  1975  application  form 


For  a  copy  of  the  1973  PRA  application  or  for  more  information,  contact: 


Council  on  Education  and  Science 

Pennsylvania  Medical  Society  ■  20  Erford  Road  ■  Lemoyne,  Pa.  17043  ■  Tel:  (717)  238-1635 


Continuing  education. . . 

now  a  PMS  membership  requirement 
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TRAUMA! 


Ruptured  abdominal  aortic  aneurysm 

BEN  M.  WILLWERTH,  M.D.  GARY  G.  NICHOLAS,  M.D.  WILLIAM  E.  DeMUTH,  M.D. 

Hershey 


Over  90  percent  of  abdominal  aortic  aneurysms  are 
due  to  atherosclerosis.  Nine  of  ten  patients  are  males. 
Almost  all  abdominal  aortic  aneurysms  begin  distal  to 
the  renal  arteries  and  may  or  may  not  involve  the  aortic 
bifurcation  and  iliac  arteries.  Rupture  is  the  most 
frequent  and  serious  complication.  In  1954,  two  years 
following  DuBost’s  report  of  successful  resection  of  an 
abdominal  aortic  aneurysm,  DeBakey  and  Cooley 
reported  on  the  successful  repair  of  a  ruptured  ab¬ 
dominal  aortic  aneurysm.1-  2  Over  the  past  twenty  years 
the  mortality  for  elective  aneurysmectomy  has  been 
reduced  to  less  than  5  percent,  but  mortality  for  repair 
of  ruptured  aneurysms  has  remained  in  the  range  of  40- 
60  percent. 

The  mortality  associated  with  ruptured  abdominal 
aortic  aneurysm  can  be  reduced  by  prompt  recognition 
of  rupture  when  it  occurs  so  that  appropriate  manage¬ 
ment  of  the  patient  can  be  instituted  immediately,  thus 
minimizing  the  delay  between  rupture  and  surgical 
treatment. 

The  pathognomonic  triad  of  pain,  pulsatile  ab¬ 
dominal  mass,  and  hypotension  essentially  confirms 
the  diagnosis  of  ruptured  abdominal  aortic  aneurysm. 
Hemorrhage  most  frequently  occurs  into  the  retroperi¬ 
toneal  space  (Fig.  1).  The  patient  may  complain  of  uni¬ 
lateral  or  bilateral  lower  abdominal  or  flank  pain.  Radi¬ 
ation  of  the  pain  into  the  inguinal  area  or  legs  is  not  un¬ 
common  and  may  be  confused  with  ureteral  colic.  His¬ 
tory  of  a  precipitating  event,  such  as  direct  abdominal 
trauma,  is  very  unusual.  A  pulsatile  abdominal  mass  is 
almost  always  detectable;  however,  small  saccular 
aneurysms  may  not  be  palpable  in  obese  patients. 

The  presence  of  hypotension  is  of  both  diagnostic 
and  prognostic  significance.  When  hypotension  is  as¬ 
sociated  with  abdominal  pain  and  a  pulsatile  abdominal 
mass,  the  correct  diagnosis  is  almost  always  ruptured 
aneurysm.  Prognostically,  it  is  clear  that  hypotension 
prior  to  surgery  adversely,  affects  survival.  One  study 
reported  74  percent  survival  when  hypotension  was  not 
present  and  only  35  percent  survival  when  hypotension 
was  present.3 

In  most  instances  the  diagnosis  of  ruptured  aortic 
aneurysm  can  be  made  without  laboratory  or 
radiographic  studies.  However,  anterior-posterior  and 
particularly  lateral  roentgenograms  of  the  abdomen 
may  be  helpful  in  confirming  the  diagnosis  if  calcifica¬ 
tion  is  present  in  the  wall  of  the  aneurysm.  An  in¬ 
travenous  urogram  will  usually  rule  out  ureteral  ob¬ 
struction  and  may  show  displacement  of  the  ureters  by 
the  aneurysm  or  a  retroperitoneal  hematoma.  The  car¬ 
diorespiratory  systems  should  be  examined  carefully 
and  the  status  of  the  peripheral  pulses  should  be 
recorded.  A  preoperative  electrocardiogram  is  in¬ 
dicated  if  the  patient  is  stable.  Arteriography  is  rarely 
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necessary  and  generally  contraindicated.  Multiple  ex¬ 
aminations  of  the  aneurysm  by  various  physicians 
should  be  avoided. 

Since  crossmatching  of  blood  is  relatively  time  con¬ 
suming,  a  blood  sample  should  be  sent  to  the  blood 
bank  as  soon  as  the  diagnosis  is  suspected  and  before 
other  diagnostic  or  therapeutic  measures  are  per¬ 
formed.  Large  bore  intravenous  catheters  should  be  in¬ 
serted,  but  it  is  inadvisable  to  administer  large  volumes 
of  fluid  initially.  Rapid  expansion  of  the  intravascular 
volume  will  increase  blood  pressure  and  may  precipi¬ 
tate  further  hemorrhage.  Broad  spectrum  antibiotics 
are  administered  preoperatively.  The  patient  should  be 
taken  directly  to  the  operating  room  and  prepared  for 
exploration.  The  operating  room  is  a  much  safer  place 
than  the  emergency  room  for  these  patients  if  sudden 
hypotension  develops. 

The  surgeon’s  expertise  in  vascular  techniques  un¬ 
doubtedly  plays  a  role  in  the  recovery  of  these  patients. 
However,  the  rapidity  with  which  the  diagnosis  of  rup¬ 
tured  abdominal  aortic  aneurysm  is  made  and  the  ef¬ 
ficiency  in  which  preoperative  preparation  is  performed 
are  of  equal  importance.  This  responsibility  is  shared 
by  all  physicians,  medical  or  surgical,  who  are  actively 
involved  in  emergency  patient  care. 

REFERENCES 
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Revenue  sharing  funds  for 
health  programs  —why  not? 

The  Society’s  Council  on  Education  and  Science 
prepared  the  following  article  to  assist  local  organi¬ 
zations  seeking  revenue  sharing  funds  for  health 
programs. 

Revenue  sharing  is  the  transfer  of  federal  tax  monies 
to  states,  counties,  and  local  government  units.  The  gen¬ 
eral  revenue  sharing  law  is  unusually  short  and 
nonspecific.  It  provides  formulas  for  the  disbursement  of 
revenue  sharing  monies  to  states  and  local  governments 
and  establishes  general  categories  in  which  funds  may 
be  spent.  The  formulas  allocate  the  funds  on  the  basis  of 
population,  tax  efforts,  and  average  income  in  the  com¬ 
munity.  In  some  cases,  the  formulas  also  include  consid¬ 
eration  of  two  additional  factors — the  percentage  of  ur¬ 
banized  population  and  the  amount  of  income  tax 
collected. 

Listed  below  are  some  illustrative  amounts  received 
by  Pennsylvania  governments  during  the  fourth  en¬ 
titlement  period  (July  1973  to  June  1974.) 


TABLE  1 

State  of  Pennsylvania 

$106,412,929 

Allegheny  County 

13,802,292 

Bethel  Park  Borough 

235,392 

Bloomsburg  Town 

156,412 

Bedford  County 

202,658 

Everett  Borough 

20,215 

Dauphin  County 

1,135,945 

Harrisburg  City 

1,290,689 

Elk  County 

268,861 

Franklin  County 

632,212 

Chambersburg  Borough 

194,836 

City  of  Philadelphia 

51,078,593 

Washington  County 

1,339,205 

Donora  Borough 

93,927 

State  and  local  governments  have  a  great  deal  of 
flexibility  in  the  way  funds  may  be  used.  The  use  of 
funds  is  restricted  to: 

(1)  Ordinary  and  necessary  maintenance  and 
operating  expenses  for:  (a)  public  safety  (including  law 
enforcement,  fire  protection,  and  building  code  en¬ 
forcement);  (b)  environmental  protection  (including 
sewerage  disposal,  sanitation,  and  pollution  abate¬ 
ment);  (c)  public  transportation  (including  transit 
systems,  streets,  and  roads);  (d)  recreation;  (e) 
libraries;  (f)  social  services  for  the  poor  or  aged;  (g)  fi¬ 
nancial  administration;  and  (h)  health. 

(2)  Ordinary  and  necessary  capital  expenditures  au¬ 
thorized  by  law. 

The  first  revenue  sharing  payments  were  made  in 
1972  when  5.3  billion  dollars  were  distributed.  Revenue 
sharing  will  continue  until  at  least  December  31,  1976, 
with  revenue  sharing  payments  increasing  each  year 
until  payments  reach  6.43  billion  in  fiscal  1976. 

A  Harris  Survey  in  the  summer  of  1972  indicated  that 
47  percent  of  the  respondents  said  they  would  prefer  to 
see  the  revenue  sharing  funds  used  to  cut  taxes,  with 
40  percent  preferring  the  improvement  and  expansion 


of  services.  When  the  respondents  were  asked  to  list 
the  areas  where  revenue  sharing  money  should  be 
spent,  37  percent  favored  the  largest  amount  going 
toward  aid  to  education  (which  is  not  one  of  the  areas 
where  revenue  sharing  funds  can  be  used  on  the  local 
level),  25  percent  favored  the  largest  amount  going  to 
health,  15  percent  favored  programs  for  the  poor,  10 
percent  favored  pollution  control,  and  6,  4,  and  3  per¬ 
cent  favored  housing,  mass  transportation,  and 
highways  respectively. 

Local  government  is  following  its  constituents’ 
wishes  by  using  revenue  sharing  funds  to  reduce  or 
hold  the  line  on  taxes.  However,  of  the  funds  spent, 
only  a  very  small  proportion  have  been  spent  in  the 
health  category.  Simultaneously,  the  federal  govern¬ 
ment  is  considering  ending  many  of  its  health  programs 
that  directly  affect  local  areas.  Many  programs  which 
the  present  administration  wished  to  eliminate  have 
been  continued  until  June  30,  1974,  by  the  Congress.  It 
is  unclear  whether  the  Congress  will  continue  pro¬ 
grams  after  that  date,  but  even  if  they  do,  the  President 
may  impound  some  or  all  of  the  funds. 

Revenue  sharing  will  be  a  fact  until  at  least  1976.  It 
has  the  potential  to  provide  support  for  programs  and 
to  replace  discontinued  federal  programs  to  meet 
previously  unmet  health  needs. 

While  the  need  for  a  particular  program  is  the  over¬ 
riding  consideration,  some  guidelines  might  be  sug¬ 
gested. 

(1)  In  general,  “one-shot”  programs  are  preferred  to 
programs  where  continued  funding  is  needed.  A  pro¬ 
gram  where  ipitial  outlay  is  relatively  high  and  con¬ 
tinued  funding  minimal  is  a  second  choice.  In  general, 
local  government  officials  have  not  funded  continuing 
programs  because  they  are  reluctant  to  commit  them¬ 
selves  to  long-term  programs  when  they  are  not  sure  of 
long-term  support  from  the  federal  government.  As 
local  government  officials  become  more  familiar  with 
revenue  sharing  and  more  certain  of  the  continued 
receipt  of  specific  amounts  of  revenue  sharing  funds, 
the  chances  for  support  of  continuing  programs  should 
increase. 

(2)  In  general,  programs  should  be  visible  to  the  gen¬ 
eral  public  since  public  accountability  for  expenditure 
of  funds  is  more  of  a  reality  on  the  local  level  than  it  is 
on  the  national  level. 

(3)  Program  support  should  be  sought  from  only  one 
local  government  unit.  Cooperation  between  local  gov¬ 
ernments  is  sometimes  difficult  to  achieve. 

(4)  In  general,  county  governments  will  probably  be 
more  receptive  to  health  programs  than  will  smaller 
government  units.  County  government  has  traditionally 
had  some  responsibilities  in  health,  while  smaller  gov¬ 
ernment  units  have  not. 

(5)  Health  related  programs  will  probably  require 
more  background  information,  community  support,  and 
general  preparation  than  programs  in  the  areas  where 
local  governments  have  traditional  responsibilities. 

Some  specific  programs  are  suggested  below  as  ex¬ 
amples  of  areas  which  would  fit  into  the  guidelines  sug¬ 
gested  above. 
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Emergency  Medical  Care — Emergency  medical  care 
has  been  described  as  the  weakest  link  in  our  health 
care  system.  Possibilities  include:  purchase  of 
ambulances  or  improved  equipment;  purchase  of 
equipment  to  set  up  an  effective  emergency  medical 
services  communication  network;  the  establishment  of 
ambulance  attendant  training  courses.  In  many  cases, 
ambulance  attendant  training  courses  are  conducted 
by  volunteers,  but  an  initial  outlay  of  funds  is  required 
for  training  aids  and  equipment. 

Hospitals — Hospitals  themselves  are  in  the  best  posi¬ 
tion  to  evaluate  what  improvements  can  be  made  to 
meet  the  needs  of  their  community.  Revenue  sharing 
funds  might  be  a  logical  source  of  support. 

The  Aged  Population — It  is  clear  that  the  needs  of 
the  aged  are  not  being  met.  Support  for  the  upgrading 
of  nursing  home  facilities  and  the  establishment  of  resi¬ 
dential  living  quarters  for  the  aged  is  needed. 


Area  Health  Education  Centers — Area  Health  Educa¬ 
tion  Centers  are  an  attempt  on  the  local  level  to  coor¬ 
dinate  and  rationalize  the  training  programs  for  allied 
medical  personnel,  nurses  and  members  of  the  medical 
profession.  Funds  from  local  governments  is  a  logical 
solution  to  the  fiscal  problems  involved. 

Health  Education — Srrioking,  alcoholism,  and  obesity 
have  been  shown  to  contribute  to  ill  health.  Health  edu¬ 
cation  programs  begun  at  the  grade  school  level  and 
continued  through  adulthood  can  be  extremely  impor¬ 
tant.  Examples  of  programs  adaptable  to  support  at  the 
local  level  are:  an  information  and  referral  service 
available  via  telephone  for  all  residents  in  the  commu¬ 
nity,  improved  health  education  programs  in  the 
schools  along  the  guidelines  suggested  by  the  Depart¬ 
ment  of  Education,  and  the  development  and  use  of 
doctors’  offices  and  hospital  waiting  rooms  as  health 
education  centers  for  the  public. 


HMO  Act  requires  package  of  basic  health  services 


(Continued  from  page  34) 

cilities,  use  common  personnel,  and  arrange  for  con¬ 
tinuing  education  of  its  members.  This  group  must,  how¬ 
ever,  have  as  its  “principal  professional  activity”  (and  as 
a  group  responsibility)  the  practice  specifically  set  up 
for  an  HMO.  The  Congressional  Committee  Reports  said 
this  language  means  the  group  must  have  little  or  no  fee- 
for-service  income  in  order  to  qualify  as  a  “medical 
group”  working  within  an  HMO,  but  it  will  depend  upon 
the  forthcoming  regulations  to  make  this  matter  clearer. 

Even  if  a  doctor  or  group  does  not  so  limit  his  or  its 
work  to  the  HMO  relationship,  however,  he  or  it  can  still 
be  involved  as  an  “individual  practice  association .”  This 
would  essentially  be  any  doctor  or  group  which  enters 
into  any  arrangement  to  provide  services  for  compensa¬ 
tion,  with  no  apparent  limitations  on  whether  that  pay  be 
fee-for-service,  salary,  or  otherwise.  It  thus  appears  that 
an  HMO  or  a  medical  group  serving  it  may  in  turn  ar¬ 
range  for  a  private  practice  to  render  some  services  to 
the  HMO’s  patient-members,  an  arrangement  which 
might  be  particularly  common  with  respect  to  some  of 
the  less  widely  used  subspecialties. 

Of  primary  importance  to  physicians,  therefore,  is  that 
HMOs  do  not  automatically  require  the  exclusion  of 
private  practitioners.  In  fact,  the  Act  leaves  as  much  flex¬ 
ibility  as  possible  in  how  the  doctors  will  contract  for 
their  services.  It  is  reasonable  to  assume,  based  on  ex¬ 
perience  to  date,  that  an  HMO  will  need  a  core  group  of 
physicians  (probably  primary  care  physicians),  either  as 
direct  staff  employees  or  as  a  defined  “medical  group” 
to  succeed.  All  additional  working  services  could,  how¬ 
ever,  be  provided  under  whatever  payment  and  arrange¬ 
ments  an  HMO  and  a  doctor  or  group  should  agree  upon. 

Conclusion 

There  are,  of  course,  a  variety  of  other  provisions 
concerning  the  organization  and  operation  of  an  HMO. 
For  instance,  the  HMO  must  have  arrangements  of 


quality  control  stressing  “health  outcomes”  and 
providing  for  a  peer  review  process.  It  must  also 
provide  or  arrange  for  continuing  education  of  its 
health  professionals,  and  it  must  have  procedures  for 
hearing  and  resolving  grievances  of  its  patient- 
members.  Furthermore,  it  must  assure  that  at  least  one- 
third  of  its  policy-making  board  (perhaps  its  board  of 
directors)  be  patient-members  and  that  any  “medically 
underserved  populations”  in  the  HMO’s  service  area  be 
equitably  represented.  While  some  traditionalists  might 
scoff  at  these  bows  to  consumerism,  I  feel  they  are  rea¬ 
sonable  expectations  of  groups  intended  to  offer  in¬ 
tegrated  medical  services  for  the  benefit  of  a  Communi¬ 
ty- 

Running  throughout  the  Act,  and  apparent  among  the 
hundreds  of  people  studying  it  at  my  recent  confer¬ 
ence,  is  one  central  theme.  It  is  simply  that  health  care 
is  business — big  enough  to  merit  business  and  man¬ 
agement  principles  common  to  all  other  industries,  but 
too  often  alien  to  the  physician.  The  present  fragmenta¬ 
tion  of  service  among  hundreds  of  thousands  of  small 
practices  may  result  in  individual  performances  of 
merit,  but  there  have  been  too  many  gaps. 

Just  as  supermarkets  have  displaced  corner  grocery 
stores,  so  might  HMOs  offer  better  arrangements  for 
many  people.  If  the  HMOs  displace  private  practices,  it 
will  probably  be  because  they  have  more  to  offer  and/or 
they  offer  it  better. 

The  HMO  Act  of  1973  essentially  recognizes  that 
business,  management,  and  marketing  skills  should  be 
applied  to  health  care.  It  does  not  mandate  the 
exclusion  of  private  practice  in  any  way,  but  it  certainly 
causes  doctors  to  recognize  that  they  too  must  consid¬ 
er  their  practices  as  businessmen.  In  that  respect,  the 
Act  provides  many  choices  for  doctors  and  opens  up  a 
new  world  of  legal  and  management  considerations  for 
those  advisors  acquainted  with  both  medical  practice 
and  government  regulation. 
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AMA  ANNUAL  CONVENTION 
JUNE  22-26,  1974 
CHICAGO,  McCORMICK  PLACE 

•  Scientific  Sessions  including  Hypertension/Management  of 
Obesity/A  Practitioner’s  Approach  to  Angina — 1974 

•  Postgraduate  Courses  including  Cardiopulmonary 
Resuscitation/Total  Parenteral  Nutrition/Workshop  on 
Human  Sexuality/American  Society  of  Clinical  Pathologists: 
special  courses  for  non-pathologists 

•  Fireside  Forums — return  of  a  popular  evening  session 
in  a  new  “meet  the  professor”  format 

•  Scientific  Exhibits  including  Clinical  Pathologic 
Conferences/Live  Teaching  Clinic/Fresh  Tissue  Pathology 

•  Film  Symposia  including  a  1/2-day  session  on  techniques 
of  producing  a  medical  motion  picture  in  your  hospital 

•  Charter  flights  are  being  planned  from  Los  Angeles, 

San  Francisco  and  Dallas. 


Write  a  letter  with  the  coupon  below  to  the  AMA  or  see  the  JAMA  Convention  Issue  on  April  15,  1974,  for  scientific  ses¬ 
sion  lists,  hotel  reservations,  and  course  registrations— as  well  as  social  activities  while  in  Chicago  this  June. 


Advance  Registration 

123rd  AMA  Annual  Convention 
June  22-26,  1974 
Chicago/McCormick  Place 

Please  return  this  form  before  May  24,  1974,  to: 

Circulation  and  Records  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Please  print 

Name _ _ _ 

(each  physician  must  register  in  his  own  name) 

Office  Address - 

City  /  State  /  Zip - 

I  am  a  member  of  the  AMA  through  the  following  State  Medical 
Association  or  government  service - 

Please  send  more  information  on  the  charter  flights  being 
planned  from: 

_ Los  Angeles  _ San  Francisco  - Dallas 


In  accordance  with  the  AMA  Bylaws,  I  hold  active  member¬ 
ship  in  the  AMA,  and  I  wish  to  vote  in  the  Scientific  Session 

I  have  checked: 

01  □  Allergy 
02  □  Anesthesiology 
26  □  Cardiovascular  Diseases 
05  □  Clinical  Pharmacology 
and  Therapeutics 
20  □  Colon  and  Rectal  Surgery 
03  □  Dermatology 
04  □  Diseases  of  the  Chest 
07  □  Family  and  General  Practice 

I I  □  Federal  and  Military  Medicine 
06  □  Gastroenterology 
08  □  General  Surgery 
09  □  Internal  Medicine 

24  □  Neurological  Surgery 

25  □  Neurology 

General  Registration 

_ AMA  members  and  their  guests:  no  fee 

_ Non-member  physicians:  $25 

_ Guests  of  non-members:  $5 

_ Medical  students,  interns  and  residents:  no  fee 

My  remittance  of  $ - is  enclosed. 

(Make  check  payable  to  American  Medical  Association.) 

Check  must  accompany  registration. 


13  □  Obstetrics 

and  Gynecology 

14  □  Ophthalmology 

15  □  Orthopedic  Surgery 
10  □  Otorhinolaryngology 

16  □  Pathology 

17  □  Pediatrics 
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Indications:  Pro-Banthlne  is  effective  as  adjunctive  therapy  in  the  treat¬ 
ment  of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi¬ 
cation  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a  curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiration 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  this* 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenced 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  be 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerative 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  may 


Therapeutic  comparisons 
in  peptic  ulcer. 


Antacids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


Pro-Banthine®  has  four. 

brand  of  .11.  1  .1 

propantheline  bromide 


Antacids: 

Antacids  relieve  ulcer  pain  by  neutralizing  gastric 
acid.  This  action  is  relatively  short-lived  and  they  have 
no  other  mode  of  action. 

Pro-Banthine: 

Pro-Banthine  suppresses  gastric  acid 
secretion.  The  antisecretory  properties  of 
Pro-Banthine  are  well  established.  By  effectively 
blocking  vagotonic  impulses  Pro-Banthine  suppresses 
gastric  secretion  to  reduce  both  total  and  free  acid. 

■Pro-Banthine  helps  relieve  pain. 

Pro-Banthine  relieves  ulcer  pain  by  reducing  gastric 
secretion  and  the  motility  and  spasm  of  the 
gastrointestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a  single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours!  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8  to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

*Innes,I.R.,and  Nickerson,  M.,  in  Goodman,  L.  S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 
1970,  p.537. 
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enhances  the  action  of  antacids. 
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occur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
adverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
insomnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa¬ 
tion,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dosage  for  adult 
oral  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse¬ 
quent  adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
made. 

Pro-Banthine  P. A.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
bromide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab¬ 
olized.  Thus  the  result  is  even,  high-level  anticholinergic  activity  main¬ 
tained  all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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Supplied:  Tablets:  0^525  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg .  0.5  mg.,  scored  and 
color-coded  in  bottles  of  100, 500,  and  1000. 
ln|ection:  500  meg.  lyophilized  active  ingredient 

and  10  mg.  of  Mannitol,  U.S%  tn  10  ml.  single-dose 
vial,  with  5  ml.  vial  of  SodiuH  Chloride  Injection, 
U.S.R.as  a  diluent. 
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The  medical  editor  and  his  consultants  based  their  decision  to  publish 
this  comprehensive  report  because,  as  the  authors  state:  ‘With  present 
advances  in  the  management  of  cardiac,  toxemic,  and  hemorrhagic  pa¬ 
tients  during  pregnancy  and  labor,  aspiration  stands  out  as  a  prominent 
cause  of  maternal  mortality  and  morbidity.  It  is  universally  accepted  as 
the  most  frequent  single  cause  of  obstetric  death  due  to  anesthesia.’ 


Aspiration  during  obstetric  anes¬ 
thesia  was  first  reported  by  Hall  in 
19401  and  clarified  by  Mendelson  in 
1946.2  Since  then,  anesthesiologists 
have  become  more  and  more  aware 
of  this  danger.  Many  articles  and 
reviews  have  been  published 
dealing  with  this  potentially  lethal 
complication.  With  present  ad¬ 
vances  in  the  management  of  cardi¬ 
ac,  toxemic,  and  hemorrhagic  pa¬ 
tients  during  pregnancy  and  labor, 
aspiration  stands  out  as  a  promi¬ 
nent  cause  of  maternal  mortality 
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and  morbidity.  It  is  universally  ac¬ 
cepted  as  the  most  frequent,  single 
cause  of  obstetric  death  due  to  an¬ 
esthesia.  Merrill  and  Hingson 
(1951), 3  on  the  basis  of  a  review  of 
two  and  a  half  million  deliveries,  es¬ 
timated  that  the  number  of  maternal 
deaths  due  to  aspiration  in  the  Unit¬ 
ed  States  is  about  100  every  year. 
Phillips  et  al.  (1961)4  estimated  that 
in  a  community  of  one  million  Amer¬ 
ican  people,  there  was  one  death 
every  year  from  this  cause. 

In  England,  Edwards  &  Hingson 


(1956)5  reviewed  one  thousand 
deaths  associated  with  anesthesia 
and  reported  more  than  50  percent 
of  all  obstetric  anesthetic  mishaps 
were  due  to  aspiration  of  vomitus.  A 
subsequent  report  from  England 
and  Wales  (Walker,  I960)6  showed  a 
40  percent  reduction  of  deaths  due 
to  anesthesia;  however,  aspiration 
was  responsible  for  60  percent  of 
maternal  anesthetic  deaths.  In  1966, 
a  follow-up  survey  showed  that  of 
the  fourteen  avoidable  obstetric 
deaths  under  anesthesia,  twelve 
were  due  to  aspiration  (Maternal 
Deaths,  1966).7 

Anatomy  and  Physiology 

While  vomiting  is  an  active 
process  and  requires  motor  activity, 
regurgitation  is  a  passive  process 
enhanced  by  motor  paralysis.  How¬ 
ever,  both  processes  may  lead  to 
aspiration  of  gastric  content  with 
the  same  ultimate  result. 

Vomiting  is  defined  as  the  force¬ 
ful  expulsion  of  gastric  and  intesti¬ 
nal  contents  through  the  mouth.  It 
requires  adequate  stimulation  of  the 
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vomiting  center  in  the  medulla 
which,  via  efferent  pathways,  sends 
impulses  to  the  target  structures  in¬ 
volved  in  the  act  of  vomiting.  Inter¬ 
ruption  of  this  reflex  arc  in  any  part 
of  the  pathway  can  prevent 
vomiting. 

The  stimulus  could  arise  from: 
gastrointestinal  tract,  e.g.,  stimula¬ 
tion  of  the  back  of  the  tongue  or 
throat,  overdistension  of  the  stom¬ 
ach  or  intestinal  obstruction;  other 
viscera — such  as  severe  uterine 
contractions  or  injury  of  the  uterus; 
painful  conditions — including  pain 
of  labor;  vestibular  stimulation,  e.g., 
motion  sickness;  drugs,  e.g.,  mor¬ 
phine — which  act  by  stimulating 
both  the  vestibular  and  the  chemore- 
ceptor  trigger  nuclei  (Goodman 
and  Gilman,  1970)8;  and  psy¬ 
chological  conditions,  such  as  anxi¬ 
ety  and  apprehension. 

The  vomiting  center  (Figure  1) 
lies  deep  in  the  medulla  in  relation 
to  the  nuclei  of  the  vagus,  from 
which  it  receives  impulses  and 
through  which  it  sends  messages; 
the  nucleus  of  tractus  solitarius, 
which  controls  salivation;  the  ves¬ 
tibular  nucleus,  which  sends  im¬ 
pulses  to  it;  the  respiratory  center; 
and  the  vasomotor  center.  These 
are  all  involved  in  the  act  of 
vomiting. 

The  chemoreceptor  trigger  zone 
(figure  1)  is  situated  dorsal  to  the 
vomiting  center,  in  the  floor  of  the 
fourth  ventricle.  Chemical  stimula¬ 
tion,  as  by  digitalis,  or  chemical 
inhibition,  as  by  chlorpromazine, 
act  primarily  on  this  center  from 
which  impulses  are  sent  to  the 
vomiting  center.  On  the  other  hand, 
nervous  stimuli  (except  motion 
sickness)  act  directly  on  the 
vomiting  center.  Destruction  of  the 
chemoreceptor  trigger  zone  pre¬ 
vents  vomiting  due  to  drugs  acting 
centrally  but  does  not  prevent  that 
resulting  from  gastrointestinal  tract 
irritation  (Guyton,  1967).9 

The  efferent  pathways  of  vomiting 
include  the  phrenic  nerves  (C3,  4, 
and  5),  the  intercostal  nerves  (T1  to 
T12  inclusive),  and  the  cranial 
nerves — mainly  the  vagus,  glos¬ 
sopharyngeal,  and  accessory 
nerves.  Immediately  preceding  vo¬ 
miting,  there  is  a  sensation  of 
nausea  with  increased  salivation, 


dilatation  of  the  pupils,  tachypnea, 
slow  or  irregular  pulse,  hypotension, 
pallor,  and  sweating. 

The  act  of  vomiting  itself  involves 
many  pathways,  including  voluntary 
and  involuntary  muscles.  To  under¬ 
stand  these  pathways,  the  mecha¬ 
nism  should  first  be  considered.  Fol¬ 
lowing  a  deep  breath,  the  glottis  and 
nasopharynx  are  closed  to  prevent 
vomitus  from  entering  the  trachea 
and  the  nose.  The  cricopharyngeal 
muscle  (considered  the  upper 
sphincter  of  the  esophagus)  is 
relaxed  to  allow  passage  of  the 
vomitus  into  the  pharynx  and  mouth 
for  expulsion.  There  is  simultaneous 
descent  of  the  diaphragm,  forced  ex¬ 
piration,  and  contraction  of  the  ab¬ 
dominal  muscles.  This  increases  the 
intraabdominal  and  intrathoracic 
pressures.  The  muscles  of  the  stom¬ 
ach  and  esophagus  relax,  and  the 
raised  intraabdominal  pressure  is 
directly  transmitted  to  the  stomach, 
forcing  its  content  into  the  eso¬ 
phagus,  which  evacuates  its  con¬ 
tents  into  the  pharynx  and  mouth. 
Emptying  of  both  stomach  and 
esophagus  is  promoted  by  peris¬ 
taltic  waves  opposite  the  usual  di¬ 
rection.  During  the  act  of  vomiting, 
no  inspiration  takes  place,  but  a 
deep  breath  follows;  and  if  the 
oropharyngeal  airway  is  not  clear  at 
that  time,  vomitus  will  be  aspirated 
deeply  into  the  bronchi. 

Gastroesophageal  Junction — 
Normally,  the  intraabdominal  pres¬ 
sure  is  higher  than  the  intrathoracic 
pressure.  If  there  were  no  mecha¬ 
nism  to  occlude  the  esophagus,  the 
stomach  contents  would  readily 
pass  into  the  esophagus  when 
favored  by  gravity.  This  closure 
mechanism  (see  figure  2)  can  pos¬ 
sibly  be  due  to  a  sphincter  at  gas¬ 
troesophageal  junction.  The  so- 
called  cardiac  sphincter  is  not  an 
anatomic  structure  although  it  often 
acts  in  a  physiologic  manner  as  a 
sphincter.  It  maintains  a  higher 
pressure  than  either  the  adjacent 
parts  of  the  stomach  or  the 
esophagus  can  provide.  Stimulation 
of  the  vagus  nerve  relaxes  the 
sphincter  while  stimulation  of  the 
sympathetic  innervation  constricts 
it.  Drugs  that  affect  the  autonomic 
nervous  system  exert  a  similar  ac¬ 
tion  on  the  gastroesophageal  junc¬ 


tion.  Thus,  atropine  increases  the 
tone  of  the  cardiac  sphincter  and 
neostigmine  relaxes  it. 

The  gastroesophageal  angle  is 
usually  acute  so  that  the  mucosal 
folds  act  as  a  flap  valve  (Greenan, 
1 961 10;  Marchand,  195411;  Sinclair, 
195912).  Clinically  and  experi¬ 
mentally,  it  has  been  found  that 
factors  which  modify  this  angle 
change  the  tendency  for  reflux.  In¬ 
creasing  the  gastroesophageal 
angle,  such  as  in  “short  eso¬ 
phagus’’  associated  with  hiatus 
hernia,  increases  the  tendency  to 
regurgitate.  A  rise  in  intragastric 
pressure  during  stomach  distension 
also  reduces  the  angle  and 
predisposes  to  regurgitation.  Qn  the 
other  hand,  a  simple  rise  of  intraab¬ 
dominal  pressure  should  act 
against  reflux  by  potentiating  the 
flap  valve  closure. 

The  crura  of  the  diaphragm 
(mainly  the  right  crus)  have  been 
considered  to  play  an  important 
role  in  preventing  regurgitation 
through  contraction  ( Wh  i  1 1  is, 
1930). 13  However,  destruction  or 
displacement  of  the  crura  alone 
does  not  cause  reflux  (Braasch, 
1956). 14  Therefore,  the  current  view 
is  that  the  diaphragm  does  not  play 
a  direct  role  in  preventing  regurgi¬ 
tation. 

Folds  of  gastric  mucosa  may  help 
in  closing  the  gastroesophageal 
junction.  They  are  responsible  for 
watertight  closure.  Insertion  of  a 
gastric  tube  renders  closure  by 
these  mucosal  folds  inefficient. 
Overdistension  of  the  stomach  or 
lower  end  of  the  esophagus 
stretches  and  separates  these  folds 
and  increases  the  tendency  to 
regurgitate. 

The  terminal  2  or  3  cm  of  the 
esophagus  lie  below  the  diaphragm. 
Normally  this  portion  is  subjected  to 
an  outside  pressure  of  +10  cm  H20, 
which  represents  normal  intraab¬ 
dominal  pressure.  The  thoracic  por¬ 
tion  of  the  esophagus  is  exposed  to 
a  pressure  of  -5  cm  H20,  i.e.,  normal 
intrathoracic  pressure.  This  creates 
a  pressure  difference  of  15  cm  H20 
against  the  two  portions  of  the 
esophagus  which  keeps  it  closed, 
opening  only  to  allow  forward  flow 
when  the  pressure  gradient  is  over¬ 
come.  Any  increase  in  abdominal 
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pressure  will  promote  regurgitation 
by  increasing  the  intragastric  pres¬ 
sure,  but  at  the  same  time,  the 
increase  in  intraabdominal  pressure 
keeps  the  terminal  portion  of  the 
esophagus  closed.  This  is  a  protec¬ 
tive  mechanism  against  reflux  in 
persons  with  normal  gas¬ 
troesophageal  junction.  In  patients 
with  abnormal  gastroesophageal 
junction  or  with  overdistended 
stomach,  straining  can  cause  reflux 
(Marchand,  1957). 15  Further,  an  in¬ 
dependent  rise  of  intragastric  pres¬ 
sure  above  the  intraabdominal  pres¬ 
sure  would  overcome  this  valve 
mechanism  (Creamer,  1959). 16 

The  phrenicoesophageal  “liga¬ 
ment,”  extending  from  the  dia¬ 
phragm  to  the  terminal  part  of  the 
esophagus,  holds  that  part  in  the 
abdomen  and  prevents  its  rise  into 
the  thorax.  Absence,  atrophy,  or  at¬ 
tenuation  of  this  ligament,  e.g.  by 
hiatus  herniation,  will  allow  the 
esophagus  to  lie  totally  in- 
trathoracic.  Thus,  the  previous 
mechanical  factor,  which  depends 
on  the  difference  in  pressure  to 
which  the  terminal  portion  of  the 
esophagus  is  exposed  does  not 
exist.  A  slight  increase  in  intragas¬ 
tric  pressure  can  then  cause  regur¬ 
gitation. 

.  Upper  Esophageal  Sphincter — 

The  cricopharyngeal  muscle  is  a 
striated  muscle  and  acts  as  the 
sphincter  at  the  upper  end  of  the 
esophagus.  It  forms  the  lower  part 
of  the  inferior  constrictor  muscle 
and  is  innervated,  through  the 
vagus,  by  the  cranial  part  of  the  ac¬ 
cessory  nerve.  Normally,  the  eso¬ 
phagus  can  hold  large  volumes  of 
fluid  (up  to  500  ml)  without  spilling 
over  into  the  pharynx  (Sinclair, 
195912;  O’Mullane,  195417).  Paralysis 
of  the  cricopharyngeal  muscle  by 
muscle  relaxants  or  deep  general 
anesthesia,  or  stretching  this 
muscle  by  insertion  of  a  laryngos¬ 
cope,  can  lead  to  a  sudden  gush  of 
large  quantities  of  fluid  contained  in 
the  esophagus. 

Regurgitation — During  anesthe¬ 
sia,  regurgitation  is  a  more  frequent 
and  more  serious  disaster  than 
vomiting.  This  is  because  it  is  a  pas¬ 
sive  process  which  may  not  show 
obvious  signs  until  aspiration  re¬ 
sults,  and  it  can  occur  at  any  time, 


whether  or  not  a  muscle  relaxant  is 
used.  Vomiting,  on  the  other  hand, 
requires  motor  activity  and  may 
occur  only  at  certain  stages  during 
induction  or  recovery  from  anesthe¬ 
sia.  The  normal  intragastric  pres¬ 
sure  is  10-12  cm  H20  (Roe,  1962), 18 
and  all  that  is  required  for  regurgi¬ 
tation  to  occur  is  a  pressure 
gradient  high  enough  to  overcome 


the  sphincter  mechanisms  at  the 
lower  and  upper  ends  of  the 
esophagus  (Brown,  1963). 19 

Predisposing  Factors  During  Labor 

Many  factors  and  conditions 
predispose  to  regurgitation  and 
vomiting  in  parturient  women. 
Labor  may  start  immediately  after  a 
meal.  Fluid  intake  during  labor  is 
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EXPLANATION  SEE  TEXT. 
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FLAP  VALVE  MECHANISM:  THE  ACUTE  ANGLE  BETWEEN  THE  STOMACH 
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MUCOSAL  VALVE!  FOLDS  OF  GASTRIC  MUCOSA  HELP  IN  CLOSING  THE 
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THE  ESOPHAGUS  I NTRA -ABDOMINALLY 
AND  MAINTAINS  THE  ACUTE 
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not  as  safe  as  is  thought,  because 
hypertonic  fluids  can  remain  in  the 
stomach  for  long  periods  (Mortin 
and  Wylie,  195120).  Once  labor 
starts,  the  only  safe  way  of  adminis¬ 
tering  fluids  is  intravenously. 

Normal  evacuation  time  for  the 
stomach  is  3-4  hours.  Pregnancy  it¬ 
self  has  little  or  no  effect  on  this 
evacuation  time  (LaSalvia,  195021), 
but  labor  pain  can  prolong  the  time 
to  several  hours.  Apprehension, 
exhaustion,  hypotension,  and  cer¬ 
tain  drugs  may  also  prolong  evacua¬ 
tion  time.  Narcotics  such  as 
pethidine  (Demerol®*)  act  by  in¬ 
creasing  the  tone  of  the  antral  por¬ 
tion  of  the  stomach  and  the  first 
part  of  the  duodenum  (Goodman 
and  Gilman,  1970). 8  Atropine  or 
scopolamine  can  prolong  evacua¬ 
tion  time  by  inhibiting  motor  activity 
of  the  stomach  (Goodman  and 
Gilman,  1970).8  Further,  there  may 
be  dryness  of  the  mouth  due  to  in¬ 
adequate  hydration  and  administra¬ 
tion  of  scopolamine,  tranquilizers, 
and  analgesics.  This  may  lead  to 
swallowing  of  air  with  gastric  dis¬ 
tension. 

The  gravid  uterus  increases  in¬ 
traabdominal  pressure  and  sub¬ 
sequently  rises  intragastric  pres¬ 
sure.  Lithotomy  position  increases 
intragastric  pressure  more  than 
supine  position  (Wylie,  1963).22 
Direct  pressure  is  usually  applied 
to  the  abdomen  in  an  effort  to  aid 
expulsion  of  the  fetus.  Unfortu¬ 
nately,  this  is  not  always  limited  to 
the  fundus  of  the  uterus  and  may 
thus  increase  intragastric  pressure. 

Acid  gastric  secretions  by  the 
pregnant  patient  at  term  do  not 
differ  specifically  from  that  of  the 
nonpregnant  adult  (Hunt,  1958).23 
The  volume  of  gastric  content 
during  pregnancy  normally  varies 
from  a  few  to  over  300  ml  (Taylor, 
1966).24  In  cases  of  prolonged  labor, 
pylorospasm  may  occur  due  to  pain, 
anxiety,  and  narcotics;  and  al¬ 
though  food  material  may  be  ab¬ 
sent,  the  stomach  may  still  be  full  of 
acid  secretions,  and  aspiration  can 
lead  to  disaster.  In  a  case  reported 
by  Adams  et  al,  (1969), 25  the  es¬ 
timated  volume  of  gastric  content 
was  2500  ml  in  a  patient  who  was  in 
labor  for  more  than  twenty-six 
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hours  and  had  received  900  mg  of 
pethidine. 

Anesthetic  factors  can  predispose 
to  vomiting  and  regurgitation  by  (1) 
Airway  obstruction  which  enhances 
regurgitation  (Dornhurst  et  al  195426; 
O’Mullane,  195417;  Stevens,  196427). 
This  can  be  due  to  the  rise  of  in¬ 
tragastric  pressure  by  forceful  con¬ 
tractions  of  the  diaphragm.  (2)  Pos¬ 
itive  Pressure  Ventilation  before  in¬ 
tubation  may  cause  air  to  enter  the 
esophagus  and  distend  the  stom¬ 
ach.  This  becomes  particularly 
serious  in  cases  of  respiratory  ob¬ 
struction  where  gases  are  adminis¬ 
tered  by  excessive  pressure  in  an 
attempt  to  overcome  the  obstruc¬ 
tion.  (3)  Succinylcholine  fascicula- 
tions  can  increase  intragastric  pres¬ 
sure  not  by  direct  action  on  the  gas¬ 
tric  musculature  but  rather  by  in¬ 
creasing  intraabdominal  pres¬ 
sure.  (4)  Stormy  induction  can  lead 
to  bucking  and  coughing,  which 
also  increase  intragastric  pres¬ 
sure.  (5)  Each  time  direct  intuba¬ 
tion  is  attempted,  the  cricopharyn¬ 
geal  sphincter  is  stretched  and 
made  imcompetent.  During  pro¬ 
longed  intubation  attempts,  anes¬ 
thesia  may  lighten  enough  or  paral¬ 
ysis  may  fade  so  that  vomiting 
occurs.  (6)  Esophageal  intubation 
not  only  renders  the  cricopharyn¬ 
geal  sphincter  incompetent,  but 
also  allows  gases  to  be  delivered 
directly  into  the  stomach  (Salem, 
1970).28  These  dangers  are  not 
much  less  serious  in  awake  intuba¬ 
tion.  Therefore,  the  keystone  for 
management  of  full  stomach, 
whether  the  patient  is  awake  or 
under  general  anesthesia,  is  skillful 
intubation. 

Pathology 

The  results  of  aspiration  of  gas¬ 
tric  content  will  vary  with  (1) 
aspirated  gastric  content  being 
solid  or  liquid;  (2)  pH  of  aspirated 
material;  (3)  superimposed  bacteri¬ 
al  infection.  Consequently,  three 
classic  types  of  the  aspiration 
syndrome  have  been  described. 
The  first  is  due  to  mechanical  ob¬ 
struction,  the  second  to  acute 
chemical  inflammation,  and  the 
third  to  bacterial  endotoxins;  but 
any  combinations  of  these  may  also 
occur. 


Mechanical  Obstruction  of  the  air 

passage  above  the  carina  by  food 
can  cause  immediate  death.  Distal 
to  the  carina,  lobar  or  segmental 
collapse  occurs,  the  extent  of  which 
depends  on  the  site  of  bronchial  ob¬ 
struction.  Single  or  multiple  areas 
of  collapse  may  result.  If  the  patient 
is  supine,  as  is  usually  the  case  at 
the  time  of  aspiration,  the  most 
common  site  of  atelectasis  is  the 
apical  segment  of  the  right  lower 
lobe.  Atelectasis  is  due  to  mechan¬ 
ical  obstruction  by  aspirated  mate¬ 
rial  as  well  as  to  secretions  which 
are  produced  in  response  to  stimu¬ 
lation  of  the  bronchial  mucosa  by 
this  material.  Depression  of  ciliary 
activity  and  the  cough  reflex  by  an¬ 
esthesia  delays  removal  of  the  ob¬ 
structing  material.  Bacterial  growth 
distal  to  obstruction  may  super¬ 
vene,  leading  to  pneumonitis,  lung 
abscess,  bronchiectasis,  and  em¬ 
pyema. 

Acute  chemical  pneumonitis  was 

first  described  by  Mendelson 
(1946).2  He  showed  experimentally 
in  rabbits  that  acid  vomitus  caused 
irritation  of  the  lungs  with  resulting 
bronchospasm  and  patchy  areas  of 
hemorrhage  and  edema.  He  in¬ 
jected  either  0.1  N  hydrochloric 
acid  or  unneutralized  liquid  human 
gastric  content  into  the  trachea  of 
rabbits.  At  autopsy,  both  experi¬ 
ments  showed  congestion  and 
edema  throughout  the  lungs,  peri¬ 
bronchial  hemorrhage,  and  exudate 
with  areas  of  secondary  emphy¬ 
sema.  The  bronchial  mucous  mem¬ 
brane  showed  sloughing  in  scat¬ 
tered  areas.  When  normal  saline, 
distilled  water,  or  neutralized  liquid 
gastric  content  was  injected  into 
the  trachea  of  a  rabbit,  a  brief 
phase  of  obstructive  respiration 
ensued,  but  breathing  quickly  re¬ 
turned  to  normal.  These  lungs  only 
showed  scattered  areas  of  atelec¬ 
tasis. 

In  1961,  Bannister  et  al,29  also 
using  rabbits,  confirmed  the  occur¬ 
rence  of  aspiration  pneumonitis  fol¬ 
lowing  instillation  of  hydrochloric 
acid.  They  extended  the  experiment 
in  two  ways:  (a)  by  instilling  separa¬ 
tely  in  different  rabbits  the  following 
solutions  in  the  same  volume 
(4ml/kg  BW):  (a)  hydrochloric  acid 
0.1  N;  (b)  sodium  bicarbonate 
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0.46N;  (c)  sodium  bicarbonate  0.23 
N;  (d)  sodium  lactate  0.1  N;  (e)  sodi¬ 
um  hydroxide  0.1  N;  (f)  normal 
saline  0.16  N;  and  (g)  calcium 
gluconate.  Both  0.1  N  sodium 
hydroxide  and  0.1  N  hydrochloric 
acid  produced  equally  severe 
lesions.  All  other  solutions,  pro¬ 
duced  either  no  damage  or  only 
slight  damage.  (2)  In  another  group 
of  rabbits,  they  instilled  hydrochlo¬ 
ric  acid  first,  followed  by  one  of  the 
six  fluids  listed  above  (b-g).  It  was 
found  that  the  lesions  were 
aggravated  in  all  cases,  including 
those  receiving  0.9  percent  sodium 
chloride.  Bannister,  et  al.  (1 961  )29 
explained  this  on  the  basis  that  (a) 
the  large  volume  of  fluid  served  to 
push  the  hydrochloric  acid  deeper 
into  the  lungs;  (b)  mixing  of  the  acid 
and  treatment  solution  was  impos¬ 
sible  because  of  the  minute  size  of 
the  interface;  (c)  hydrochloric  acid 
probably  causes  damage  within  a 
very  short  time.  Mucklow  (1963)30 
added  that,  even  if  sodium  chloride 
and  hydrochloric  acid  were  com¬ 
pletely  mixed,  the  damage  would 
still  worsen.  This  is  due  to  the  fact 
that  if  equal  volumes  of  hydrochlo¬ 
ric  acid  e.g.  of  pH  1.6  and  sodium 
chloride  are  added  together,  pH 
only  increases  to  1.8,  but  the  resul¬ 
tant  fluid  mixture  is  twice  in  volume; 
since  Teabeaut  (1952)31  found  that 
all  solutions  with  a  pH  less  than  2.5 
produced  lesions  of  aspiration 
pneumonitis,  the  extent  of  damage 
would  be  more  widely  spread  with 
little  change  in  severity. 

Alexander  (1968)32  also  using 
rabbits,  instilled  either  0.1  N  hydro¬ 
chloric  acid,  water,  or  normal  saline 
(4  ml/Kg).  The  animals  were 
sacrificed  30  minutes  later  and  the 
lungs  were  studied  macroscopically 
and  microscopically,  by  light  and 
electron  microscopy.  He  found  that 
the  initial  lesion  from  hydrochloric 
acid,  water,  or  normal  saline  was 
similar.  There  was  damage  to  the 
alveolar  capillary  membrane 
leading  to  an  exudate  separating 
the  basement  membrane  from  the 
capillary  endothelium  (Figure  3). 
This  separation  leads  to  interfer¬ 
ence  with  gaseous  exchange  across 
the  alveolar-capillary  membrane.  It 
explains  the  early  respiratory 


distress  that  happens  before  the  ap¬ 
pearance  of  physical  signs  such  as 
crepitations  and  frank  pulmonary 
edema.  With  acid  aspiration,  the 
subsequent  lesion  affected  80  per¬ 
cent  of  the  lung  tissue  while  with 
water  or  normal  saline  this  figure 
was  only  30  percent.  Further,  the 
degree  of  damage  was  more  severe 
with  acid  aspiration,  i.e.,  there  was 
more  congestion,  plasma  exudate, 
infiltration  by  inflammatory  cells, 
necrosis  of  alveolar  epithelial  cells, 
and  pulmonary  edema. 

Thus,  aspiration  of  water  or 
normal  saline  is  not  completely  in¬ 
nocuous.  These  findings  may  add 
further  explanation  to  the  results  of 
Bannister  et  al.  (1961), 29  who  found 
exaggeration  of  the  lesions  when 
instillation  of  hydrochloric  acid  was 
followed  by  an  equal  volume  of 
saline.  Therefore,  these  facts 
should  be  borne  in  mind  when 
deciding  whether  or  not  to  irrigate 
the  tracheo-bronchial  tree.  In  our 
opinion,  irrigation  should  be  used 
only  in  the  obstructive  type  of  aspi¬ 
ration  to  loosen  food  particles,  thick 
mucus,  or  blood.  Irrigation  is  not 
recommended  in  pure  chemical 
pneumonitis.  Further,  when  in¬ 
dicated,  only  small  quantities  (5-10 
ml)  of  physiologic  saline  solution, 
ideally  buffered  to  normal  pH, 
should  be  used  at  a  time. 

Pneumonitis  with  acute  endotoxin 
shock  occurs  when  aspirated  mate¬ 
rial  from  the  gastrointestinal  tract 
has  a  high  pH  and  is  bacterially 
contaminated  (Adams  et  al.,  1969), 25 
such  as  in  longstanding  ileus.  Al¬ 
though  not  as  common  as  the  two 
previously  described  aspiration 
syndromes,  this  syndrome  leads  to 
severe  bacterial  pneumonia  and  the 


mortality  is  even  higher  than  in 
Mendelson’s  syndrome. 

Clinical  Picture 

The  clinical  picture  could  be  that 
of  respiratory  obstruction,  acute 
chemical  irritation,  shock,  or  a  mix¬ 
ture  of  these  in  varying  degrees. 
The  initial  effect  of  any  aspirated 
material  is  laryngospasm  (if  the 
vocal  cords  are  not  paralyzed), 
which,  if  not  relieved,  may  result  in 
death  from  hypoxia  and  cardiac  ar¬ 
rest. 

In  the  obstruction  type,  if  the  ob¬ 
struction  is  distal  to  the  carina  or 
only  partial,  the  clinical  picture  is 
that  of  hypoxia  with  partial  airway 
obstruction.  In  the  unparalyzed  pa¬ 
tient,  at  first  there  is  moderate 
hyperpnea  followed  by  great  respi¬ 
ratory  difficulty,  particularly  during 
the  expiratory  phase.  This  may  lead 
to  exhaustion  with  hypercapnia,  and 
finally  apnea  may  occur.  There  may 
also  be  cyanosis,  bronchospasm, 
and  increased  resistance  to  ventila¬ 
tion.  During  the  initial  stage,  sympa¬ 
thetic  activitiy  is  increased.  Thus, 
there  is  tachycardia  and  a  rise  in  ar¬ 
terial  pressure,  which  later  falls.  X- 
ray  of  the  chest  reveals  a  rather  uni¬ 
form  density  of  the  affected  area 
with  mediastinal  shift.  The  heart  ul¬ 
timately  fails,  the  ventricles  dilate 
and  may  finally  f  ibri  I  late,  leading  to 
death.  If  the  patient  survives,  sec¬ 
ondary  infection  usually  supervenes 
with  signs  of  consolidation,  which 
may  progress  into  lung  abscess, 
bronchiectasis,  or  empyema. 

In  the  chemical  pneumonitis  type 
(Mendelson’s  syndrome),  although 
the  pathological  lesion  occurs  im¬ 
mediately,  the  clinical  picture  may 
not  be  noticed  for  a  few  hours 
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(Mucklow,  1963). 30  This  could 
depend  on  the  quantity  of  fluid,  its 
pH,  response  of  the  patient,  and 
alertness  of  the  anesthesiologist.  “A 
Golden  Rule”  to  follow  is:  Aspira¬ 
tion  should  be  suspected  until  prov¬ 
en  otherwise  in  any  emergency 
case,  having  or  having  had  general 
anesthesia  with  development  of 
cyanosis,  tachypnea,  tachycardia, 
and  bronchospasm.  In  Mendelson’s 
syndrome,  no  signs  of  mediastinal 
shift  are  seen,  but  chest  x-ray  films 
ususally  show  irregular  mottled 
densities.  Progressive  cardiac  em¬ 
barrassment  and  pulmonary  edema 
may  supervene.  An  important  dif¬ 
ferential  diagnosis  is  acute  left  ven¬ 
tricular  failure.  If  vomiting  or  regur¬ 
gitation  precedes  the  clinical  pic¬ 
ture,  or  food  material  is  found  in 
respiratory  passages,  the  diagnosis 
is  easy.  In  silent  aspiration,  the 
diagnosis  could  be  very  difficult 
because  both  conditions  may  lead 
to  the  same  clinical  picture  since 
Mendelson’s  syndrome  ultimately 
also  results  in  pulmonary  edema 
and  heart  failure.  History  of 
previous  cardiac  disease,  and  ap¬ 
parent  cause  for  acute  left  ven¬ 
tricular  failure,  and  progress  of  the 
condition  can  aid  in  the  differentia¬ 
tion.  The  triphasic  sequence  of  im¬ 
mediate  respiratory  distress  with 
bronchospasm  and  cyanosis,  fol¬ 
lowed  by  partial  recovery  and  a 
final  phase  of  gradual  return  of  res¬ 
piratory  dysfunction,  is  character¬ 
istic  of  Mendelson’s  syndrome. 

Pneumonitis  with  endotoxic 
shock  is  more  common  in  surgical 
than  in  obstetric  patients  because  it 
is  usually  associated  with  intestinal 
obstruction.  The  patient  vomits  or 
regurgitates  alkaline  gastrointes¬ 
tinal  fluid  containing  large  amounts 
of  bacteria.  Shock  may  supervene 
rapidly.  Blood  culture  as  well  as 
bronchial  culture  shows  gram  nega¬ 
tive  organisms  similar  to  those  of 
the  intestinal  flora. 

Pulmonary  edema  results  mainly 
from  injury  to  the  alveolar-capillary 
membrane.  Other  contributing 
factors  of  pulmonary  edema  are:  (1) 
mechanical  factors — obstruction  to 
the  bronchioles  and  loss  of  surfac¬ 
tant  decrease  pulmonary  compli¬ 
ance  and  lead  to  increased  respira¬ 
tory  work,  which  creates  greater 


negative  pressure  within  the  alveoli; 
(2)  pulmonary  hypertension  from 
hypoxia  and  acidosis  raises  in¬ 
travascular  pressure  within  the  pul¬ 
monary  capillaries;  and  (3)  onset  of 
acute  heart  failure  from  hypoxia, 
increased  vascular  resistance,  and 
acidosis,  which  is  both  respiratory 
and  metabolic. 

Prophylaxis 

In  obstetrics,  every  possible 
precaution  should  be  taken  to  avoid 
the  occurrence  of  vomiting  or 
regurgitation.  No  treatment  for  aspi¬ 
ration  is  as  effective  as  prophylactic 
measures  since  neglect  in  taking 
one  single  precaution  can  make  the 
difference  between  life  and  death 
for  a  previously  healthy  woman.  The 
following  principles  are  of  extreme 
importance: 

1.  With  the  exception  of  elective 
Cesarean  section,  every  delivery 
case  should  be  considered  as 
having  a  full  stomach  and  should  be 
treated  accordingly. 

2.  The  possibility  of  regurgitation 
and  aspiration  in  vaginal  delivery  is 
greater  than  in  Cesarean  section 
because  the  lithotomy  position  and 
application  of  extra-abdominal 
pressure  to  aid  fetal  delivery 
increase  the  intraabdominal  pres¬ 
sure.  Therefore,  vaginal  delivery 
under  general  anesthesia  should  be 
performed  with  greatest  respect. 
‘‘Give  the  patient  a  whiff!”  may  be 
the  password  to  a  dangerous  and 
potentially  fatal  complication. 

3.  General  anesthesia  for  emer¬ 
gency  obstetrics  should  be  adminis¬ 
tered  by  the  most  competent  person 
available  who  is  aware  of  the 
problems,  takes  all  the  necessary 
precautions,  and  is  capable  of  per¬ 
forming  a  rapid,  atraumatic  intuba¬ 
tion. 

The  authors  favor  maternity 
centers  in  large  communities  rather 
than  the  practice  of  having  obstetric 
patients  dispersed  over  too  many 
hospitals  in  the  same  area.  By  cen¬ 
tralization,  obstetric  complications, 
including  aspiration,  would  be 
minimized  because  the  following 
can  be  provided: 

1.  Twenty-four  hour  coverage  by 
experienced  obstetric  anesthesi¬ 
ologists  and  nurse  anesthetists 
(Cull  et  al,  1 95733;  Cun,  i96034; 


Bonica,  196735). 

2.  Better  equipment  and  facilities 
to  prevent  complications  and  to 
deal  with  them,  if  they  occur. 

3.  Better  obstetric  team,  in¬ 
cluding  other  physicians  and 
nursing  staff,  whose  management 
and  cooperation  will  be  reflected  on 
the  anesthetic  mortality  and  mor¬ 
bidity  in  obstetrics. 

The  following  precautions  should 
always  be  considered:  (1)  The  pa¬ 
tient,  her  relatives,  and  all  nursing 
staff  should  be  instructed  that  no 
food  or  drinks  be  given  to  the 
mother  once  labor  begins.  Fluid  and 
energy  sources  must  be  supplied 
intravenously.  (2)  Avoid  General  An¬ 
esthesia,  if  possible.  Regional  anal¬ 
gesia,  when  properly  administered, 
gives  complete  relief  of  pain 
without  loss  of  protective  reflexes. 
If  no  hypotension  or  hypoxia  are 
allowed  with  regional  anesthesia, 
the  incidence  of  nausea  and 
vomiting  are  less  than  with  general 
anesthesia  or  narcotics.  General 
anesthesia  should  be  used  rarely 
for  vaginal  delivery  because  of  the 
great  risk  of  aspiration.  However,  a 
patient  under  high  subarachnoid 
block  can  also  regurgitate  and 
aspirate  while  unable  to  cough 
because  of  the  associated  paralysis 
of  the  abdominal  muscles.  There¬ 
fore,  the  anesthesiologist  should  be 
aware  of  this  possibility. 

Sometimes  regional  anesthesia  is 
contraindicated  in  a  patient,  e.g., 
because  of  anticoagulant  therapy, 
massive  hemorrhage,  or  need  for 
uterine  relaxation.  In  opposition  to 
Crawford  (1971), 36  we  do  not  con¬ 
sider  pregnancy  toxemia  as  a  con¬ 
traindication  to  regional  analgesia, 
even  for  Cesarean  section.  The  re¬ 
laxation  obtained  by  epidural  anal¬ 
gesia  will  avoid  the  dangers  of  in¬ 
teraction  between  muscle  relaxants 
and  magnesium  sulfate  (Ghoneim, 
1970).37  Nor  is  forceps  trial  a  con¬ 
traindication  to  regional  block.  In 
such  cases,  spinal  or  epidural  anal¬ 
gesia  should  reach  a  level  suitable 
for  Cesarean  section,  i.e.  T5.  In 
cases  of  fetal  distress,  we  prefer 
regional  analgesia  and  100  percent 
oxygen  administration  to  the  mother 
over  general  anesthesia.  We  feel 
that  induction  of  spinal  anesthesia 
is  quite  rapid.  However,  subarach- 
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TABLE  I 

Number  of  Deliveries  at  Magee-Womens  Hospital,  Pittsburgh, 
Pa.  During  the  5-year  period  of  July,  1967  -  June,  1972 

Deliveries .  33,804 

Anesthesia  or  Analgesia  (88%) .  29,747 

Spinal .  75.8% .  22,548 

General .  15.2% .  4,522 

Epidural .  5.4% .  1,606 

Pudendal  .  3.6% .  1,071 


1 00.0% 


29,747 


TABLE  II 


Causes  of  Deaths  in  33,804  Deliveries  in  5  years 


Causes  of  Deaths 

Amniotic  fluid  embolism 
Acute  pulmonary  edema  secondary 
to  rheumatic  heart  disease  and 
active  carditis 

Renal  failure,  congenital  polycystic 
kidney,  and  postpartum  eclampsia 


Number  of  Cases 

2 


TOTAL 


noid  block  is  impractical  in  cases 
with  prolapsed  umbilical  cord 
because  the  patient  must  remain 
supine  and  in  Trendelenburg  posi¬ 
tion  with  the  hand  of  an  assistant  in 
the  vagina  pushing  the  head  of  the 
fetus  up  to  avoid  cord  compression. 

For  vaginal  deliveries,  the  abso¬ 
lute  contraindications  for  subarach¬ 
noid  or  peridural  block  are  very  rare. 
With  increased  use  of  the  technique, 
the  difficulties  and  the  problems 
become  less  common  and  are  dealt 
with  in  an  efficient  and  satisfactory 
way.  However,  if  a  contraindication 
is  present,  the  obstetrician  should 
be  asked  to  use  paracervical  block 
combined  with  pudendal  nerve 
block  and  local  infiltration  of  the 
proposed  line  of  episiotomy. 

At  Magee-Womens  Hospital, 
Pittsburgh,  Pennsylvania,  33,804 
deliveries  were  performed  during 
the  last  five  years.  Eighty-eight  per¬ 
cent  of  these  deliveries  took  place 
under  anesthesia  or  analgesia 
(Table  1),  but  only  15.2  percent  of 
the  patients  had  general  anesthe¬ 
sia,  and  this  figure  was  as  low  as 
10.4  percent  during  1972.  These  low 
figures  for  use  of  general  anesthe¬ 
sia  in  obstetrics  are  probably  of  out¬ 
standing  importance  for  the  total 
absence  of  mortality  due  to  aspira¬ 
tion  in  this  hospital  during  the  last 
five  years  (Table  II). 

Precautions  with  General  Anes¬ 
thesia — Certain  precautions  should 
be  taken  if  the  need  for  general  an¬ 
esthesia  arises.  Attention  to  details, 
skill,  and  proper  judgment  are  im¬ 
portant  points  that  can  prevent 
complications: 

Separate  Gastrointestinal  Tract 
from  Respiratory  System.  If  there  is 
no  connection  between  the  two 
systems,  aspiration  cannot  occur. 
This  can  be  achieved  by  sealing 
one  or  the  other  system  and  con¬ 
necting  it  to  the  outside:  (1)  The 
gastroinestinal  tract  can  be  sealed 
by  using  a  cuffed  esophageal  tube. 
Although  the  concept  of  preventing 
regurgitation  by  inflating  a  cuff  at 
the  gastroesophageal  junction  has 
appealed  to  many  (Kausch,  190338; 
Macintosh,  1951, 39  Fisher,  195340; 
Guiffrida,  195741),  its  safety  is 
doubtful.  The  esophagus  is  a  dis¬ 
tensible  organ.  Therefore,  it  is  dif¬ 
ficult  to  maintain  a  reasonable  seal 


with  a  cuffed  tube  (Inkster,  196342; 
Stevens,  196427).  Moreover,  if  vom¬ 
iting  occurs,  the  increase  in  pres¬ 
sure  distal  to  the  cuff  may  distend 
the  esophagus,  making  a  previously 
satisfactory  seal  useless  or  it  may 
dislodge  the  esophageal  tube  al¬ 
together  (Stevens,  1964).27  (2)  The 
respiratory  tract  can  be  sealed  by 
using  a  cuffed  endotracheal  tube. 
There  is  no  doubt  that  sealing  the 
respiratory  tract  from  the  gastroin¬ 
testinal  tract  by  the  use  of  a  cuffed 
endotracheal  tube  provides  the  best 
protection  against  aspiration. 
Therefore,  adequate  consideration 
should  be  given  to  the  possible 
ways  of  preventing  aspiration 
during  the  two  critical  periods  when 
a  cuffed  endotracheal  tube  is  not  in 
place.  The  first  period  is  from  the 
start  of  induction  to  the  inflation  of 
the  endotracheal  tube  cuff.  Vom¬ 
iting  and  regurgitation  during  in¬ 
duction  of  anesthesia  have  been 
long  recognized  as  one  of  the  most 
important  causes  of  mortality  and 
morbidity  in  patients  submitted  to 
general  anesthesia.  Although  there 
is  general  agreement  to  its  dangers, 
the  method  of  preference  varies. 
None  of  the  three  methods  available 
(awake  intubation;  inhalation  induc¬ 
tion;  intravenous  “crash”  induction) 
is  foolproof  and  none  is  suitable  for 
an  inexperienced  or  unskilled  anes¬ 
thesiologist  or  nurse  anesthetist. 


The  second  period  is  from  the 
removal  of  the  endotracheal  tube  to 
the  recovery  of  all  protective 
reflexes.  The  endotracheal  tube 
should  be  left  with  the  cuff  inflated 
in  the  trachea  as  long  as  it  is 
tolerated  and  under  no  circum¬ 
stances  removed  before  return  of 
protective  reflexes. 

Awake  intubation — With  gentle¬ 
ness,  experience,  and  proper  expla¬ 
nation,  the  passage  of  a  tube  in  an 
awake  patient  can  be  made  tolera¬ 
ble.  Intravenous  diazepam,  5  mg, 
may  help  to  relax  and  sedate  the 
patient.  Diazepam,  in  such  a  dose, 
is  safe  to  use  in  obstetric  anesthe¬ 
sia  (Flowers,  1969).43  The  patient  is 
carefully  positioned  with  the  neck 
flexed  and  the  head  extended  at  the 
atlanto-occipital  joint.  The  patient  is 
asked  to  open  her  mouth  at  which 
time  the  tongue,  pharynx  and  palate 
are  sprayed  with  4  percent  lido- 
caine.  The  patient  is  told  that  a  light 
will  be  used  in  her  throat  to  position 
a  tube  and  the  laryngoscope  is 
slowly  advanced.  Additional  lido- 
caine  may  be  used  to  spray  the 
valleculae  and  the  anterior  surface 
of  the  epiglottis,  but  not  the  larynx. 
The  patient  is  asked  to  relax  and 
breathe  deeply.  The  tube  is  inserted 
when  the  cords  are  widely  open. 
Once  the  tube  is  in  place,  the  cuff  is 
inflated  and  an  oropharyngeal 
airway  inserted  in  order  to  avoid 
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biting  on  the  tube  when  the  laryn¬ 
goscope  is  removed.  Anesthesia  is 
induced  rapidly  by  intravenous 
route  if  the  patient’s  condition 
permits.  In  case  of  difficulty, 
nasopharyngeal  spray  is  used 
followed  by  blind  nasal  intubation. 
In  experienced  hands,  blind  nasal 
intubation  has  a  high  rate  of  suc¬ 
cess  with  very  little  discomfort  to 
the  patient.  Carbon  dioxide  ad¬ 
ministration  or  doxapram  in¬ 
travenously  (Img/Kg)  before  nasal 
intubation  increases  the  success 
rate  since  the  vocal  cords  open 
widely  during  hyperventilation.  Re¬ 
cently  the  use  of  the  fiberoptic 
laryngoscope  in  difficult  cases  has 
proven  advantageous.  (Taylor  and 
Towey:  1972, 44  and  Stiles,  et  al. 
197245). 

Theoretically,  awake  intubation 
would  be  the  safest  method  because 
the  respiratory  tract  is  sealed  from 
the  gastrointestinal  tract  before  loss 
of  consciousness.  Moreover,  the  pa¬ 
tient  is  spontaneously  breathing, 
and  therefore  adequate  time  is  avail¬ 
able.  However,  awake  intubation  has 
several  disadvantages.  It  does  not 
always  eliminate  the  danger  of 
regurgitation  and  aspiration.  Fluid 
may  have  accumulated  in  the 
esophagus  and  stretching  of  the 
cricopharyngeal  muscle  by  the 
laryngoscope  will  make  that 
sphincter  incompetent  so  that  a  sud¬ 
den  gush  of  gastric  fluid  may  enter 
the  trachea.  This  can  be  provoked  by 
inadequate  topical  anesthesia  of  the 
oropharynx,  at  which  time  the  inser¬ 
tion  of  the  laryngoscope  may  stimu¬ 
late  the  vomiting  reflex.  Local  anes¬ 
thetic  so  liberally  applied  as  to 
include  the  larynx  is  also  dangerous, 
because  if  regurgitation  occurs,  no 
protective  reflex  is  present  to 
prevent  aspiration.  Further,  the  ex¬ 
perience  can  be  unpleasant  for  the 
patient,  especially  if  technical  dif¬ 
ficulty  is  encountered.  The  tech¬ 
nique  is  easy  in  edentulous  and  frail 
patients,  but  in  young  healthy  indi¬ 
viduals  with  a  full  set  of  teeth  as  in 
the  majority  of  obstetric  patients,  the 
technique  is  relatively  difficult  and 
requires  much  skill  since  relaxation 
is  usually  inadequate. 

Inhalation  induction — After  the 
usual  check  of  the  anesthesia 
machine  and  other  equipment, 


including  suction  equipment,  anes¬ 
thesia  is  induced  while  the  patient 
lies  horizontally  supine.  High  flow  of 
gases  is  used  to  help  rapid  elimina¬ 
tion  of  nitrogen.  Carbon  dioxide  ab¬ 
sorber  may  be  turned  off  at  the  start 
and  5  percent  carbon  dioxide  added 
to  inhaled  gases  to  prevent 
breathholding,  an  essential  prelimi¬ 
nary  to  active  vomiting  (Inkster, 
1963). 42 

Hyperventilation,  as  well  as  the 
acceptance  of  rapidly  increasing 
concentrations  of  potent  inhalation 
anesthetics  will  speed  the  induction 
period  (Hamelberg,  1964)  46  Slow  in¬ 
duction  can  initiate  vomiting  be¬ 
cause  the  patient  may  remain  in  the 
excitement  stage  too  long,  and  cen¬ 
tral  stimulation  of  vomiting  may 
occur.  With  the  original  technic, 
ether  or  cyclopropane  were  used 
(Inkster,  196342;  Bourne,  196247). 
Later  on,  other  anesthetics  were 
employed  including  methoxyflurane 
(Ivankovic,  1970).48  In  lambs,  Mo- 
toyama  et  al  (1967)49  found  that 
hypercapnia  had  no  adverse  effect 
on  the  fetus.  Ivankovic  et  al.  (1970)48 
confirmed  this  finding  in  human 
beings.  They  also  found  that  umbili¬ 
cal  vein  oxygen  tension  and  Apgar 
scores  were  higher  and  the  time  to 
sustain  respiration  was  shorter  in 
the  hypercapnic  group  than  in  the 
normocapnic  group.  This  was  at¬ 
tributed  to  the  possibility  of  stimula¬ 
tion  of  the  respiratory  centers  of  the 
neonates  by  hypercapnia. 

The  main  advantages  of  this 
technic  is  that  apnea  resulting  from 
the  use  of  relaxants  is  avoided. 
Therefore,  there  is  adequate  time 
for  intubation  in  difficult  cases. 
Also,  the  use  of  blind  nasal  intuba¬ 
tion  is  accompanied  by  a  higher 
success  rate  as  a  result  of  hyper¬ 
capnia  and  presence  of  muscle  tone 
of  the  pharynx.  If  vomiting  or  regur¬ 
gitation  does  occur,  the  protective 
reflexes  are  still  active.  Further,  the 
presence  of  spontaneous  respira¬ 
tion  eliminates  the  need  for  positive 
pressure  ventilation  prior  to  intuba¬ 
tion,  thus  preventing  the  rise  of  in- 
tragastric  pressure  from  pushing 
gases  into  the  stomach. 

With  the  described  technique,  the 
induction  period  is  shortened 
during  inhalation  induction,  but  it  is 
still  much  longer  than  with  the  in¬ 


travenous  method.  The  longer  the 
period  of  unconsciousness  before 
intubation,  the  higher  the  risk  of 
vomiting  and  regurgitation.  More¬ 
over,  the  longer  the  period  of  ad¬ 
ministration  of  general  anesthesia 
prior  to  delivery,  the  more  de¬ 
pressed  the  baby  will  be  (Marx, 

1970) .50  Also,  relaxation  is  not  as 
ideal  as  with  the  use  of  muscle 
relaxants,  and  premature  attempts 
at  intubation  before  adequate  level 
of  anesthesia  is  reached  can  lead  to 
disaster.  Inadequate  relaxation 
makes  laryngoscopy  difficult  and 
prolonged,  anesthesia  level  be¬ 
comes  lighter,  and  the  vomiting 
reflex  is  stimulated  by  the  laryngos¬ 
cope. 

Intravenous  “crash”  induction. 

This  is  our  method  of  choice 
because:  induction  is  rapid  (the 
time  interval  between  loss  of  con¬ 
sciousness  and  sealing  of  the 
trachea  is  very  short),  fetal  depres¬ 
sion  is  minimal,  and  the  technic  is 
pleasant  to  the  mother.  However, 
the  mother  is  paralyzed,  and  ox¬ 
ygenation  depends  on  preliminary 
breathing  of  oxygen.  Thus,  the  time 
allowed  for  intubation  is  limited. 
Further,  if  attempt  at  intubation  is 
prolonged,  the  patient  may  recover 
partially  from  the  state  of  paralysis 
and  active  vomiting  may  occur. 
Therefore,  if  an  intubation  problem 
is  anticipated,  such  as  in  a  patient 
with  a  markedly  receding  jaw,  it  is 
best  to  resort  to  other  methods  of 
induction  or  to  avoid  general  anes¬ 
thesia  altogether. 

The  usual  time  for  injection  of 
succinylcholine  is  immediately  after 
sleep  induction  by  thiopentone.  To 
further  shorten  the  induction 
period,  injection  of  mixtures  of 
thiopentone  and  succinylcholine 
have  been  advocated  (Khawaja, 

1971) , 51  but  there  is  no  guarantee 
that  all  patients  will  become  uncon¬ 
scious  before  the  action  of  suc¬ 
cinylcholine  takes  place.  Some 
were  still  conscious  and  were 
frightened  by  the  inability  to 
breathe  (Alexander,  1971.)52 

Reduce  Intragastric  Pressure.  For 
those  patients  in  whom  a  full  stom¬ 
ach  is  suspected,  it  has  been  as¬ 
sumed  that  the  danger  of  aspiration 
could  be  avoided  by  emptying  the 
stomach  prior  to  induction.  Howev- 
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er,  completely  emptying  the  stom¬ 
ach  is  usually  not  possible.  The  aim 
is  to  evacuate  as  much  as  possible 
in  order  to  reduce  intragastric  pres¬ 
sure  far  below  the  critical  pressure 
at  which  reflux  occurs.  This  critical 
level  varies  between  15  and  70  cm 
H20  with  an  average  of  30  cm  H20 
(Greenan,  196110;  Clark,  196253). 
Lowering  of  intragastric  pressure 
prior  to  anesthesia  can  be  achieved 
by  inducing  vomiting  or  introducing 
a  stomach  tube. 

Induction  of  vomiting  can  be 
evoked  by  stimulating  the  back  of 
the  tongue  or  the  pharyngeal  wall.  , 
Some  are  able  to  do  this  themselves 
or  it  can  be  done  with  a  catheter. 
Certain  drugs  stimulate  the  vom-' 
iting  center  via  the  chemoreceptor 
trigger  zone.  The  most  common 
emetic  drug  is  apomorphine 
(Holmes,  195654;  White,  195955; 
Crawford,  197136).  However,  this 
drug  is  not  always  effective,  and 
complete  emptying  of  the  stomach 
is  not  guaranteed.  It  is  also  un¬ 
pleasant  to  the  patient,  and  such 
drugs  may  produce  cardiovascular 
collapse. 

Insertion  of  a  gastric  tube  is  the 
most  common  method  for  evacua¬ 
tion  of  the  stomach  (Edwards, 
19565;  Bonica35;  Salem28;  Salem, 
197156).  Again,  complete  evacuation 
should  not  be  expected.  Even  a 
wide-bore  stomach  tube  is  not  nec¬ 
essarily  able  to  remove  all  large 
food  particles,  but  at  least  intragas¬ 
tric  pressure  is  lowered  and  can  be 
reduced  further  by  suction  just  prior 
to  induction.  Moreover,  by  leaving 
the  distal  end  of  the  tube  open,  it 
can  act  as  a  safety  valve  for  any 
increase  in  intragastric  pressure 
during  induction.  Therefore,  the 
method  of  choice  for  evacuating  the 
stomach  is  to  use  a  nasogastric 
tube.  The  question  is  whether  it 
should  be  inserted  prior  to  anesthe¬ 
sia  in  every  obstetric  patient.  This  is 
more  ideal  but  difficult  to  practice 
for  several  reasons,  e.g.,  to  a  pa¬ 
tient  in  labor,  the  need  for  anesthe¬ 
sia  may  be  so  urgent  that  no  time 
can  be  spared  for  emptying  of  the 
stomach. 

Although  we  consider  all  mothers 
in  labor  as  having  a  full  stomach 
and  being  a  potential  candidate  for 
vomiting  or  regurgitation,  we  divide 


them  into  two  groups  in  regard  to 
the  need  for  a  stomach  tube.  (1)  The 
stomach  is  certain  to  contain  food 
when  labor  has  started  within  six 
hours  of  food  intake.  In  this  group,  if 
time  allows,  the  widest  possible 
stomach  tube  is  inserted  prior  to 
anesthesia.  To  make  the  patient 
relatively  comfortable  and  to  mini¬ 
mize  trauma,  4  percent  lidocaine  is 
administered  as  nasal  drops  a  few 
minutes  before  insertion  of  the 
tube.  The  tube  is  then  well 
lubricated  with  lidocaine  gel.  Posi¬ 
tive  evidence  that  the  tube  is  in  the 
stomach  is  confirmed  by  aspiration 
of  gastric  fluid  or  by  injection  of  air 
into  the  tube  while  auscultating  the 
left  hypochondriac  region  (Inkster, 
1963). 42  Do  not  inject  fluid  into  the 
stomach  tube  to  confirm  its  position 
because  in  a  moribund  patient  the 
tube  could  be  in  the  tracheobron¬ 
chial  tree  (Inkster,  1963).42  Apply 
gentle  suction  since  excessive  suc¬ 
tion  can  cause  occlusion  of  the 
tube.  (2)  The  stomach  is  likely  to 
contain  food  when  labor  has  started 
more  than  six  hours  after  food  in¬ 
take.  In  this  group,  no  stomach  tube 
is  inserted  before  induction,  but  all 
other  precautions  for  “crash”  in¬ 
duction  are  adhered  to. 

When  the  patient  is  under  anes¬ 
thesia,  insertion  of  a  nasogastric 
tube  may  be  more  difficult.  There¬ 
fore,  the  authors  always  prefer  to 
insert  it  before  induction.  If  inser¬ 
tion  of  a  nasogastric  tube  is 
required  in  an  anesthetized,  in¬ 
tubated  patient,  gentle  lifting  of  the 
larynx  can  allow  the  tube  to  pass 
easily  through  the  upper  part  of  the 
esophagus  (Stept  and  Safar, 
1970).57  One  method  is  to  insert  the 
nasogastric  tube  through  the  nose 
and  pull  the  distal  end  through  the 
mouth  for  a  distance  of  about  18 
inches.  Insert  a  noncuffed  Magill 
endotracheal  tube,  with  a  side  slit, 
through  the  mouth  into  the  eso¬ 
phagus.  When  the  Magill  tube  is  in 
the  esophagus,  pass  the  nasogas¬ 
tric  tube  down  through  it  into  the 
stomach.  The  slit  Magill  tube  is  then 
removed  from  the  nasogastric  tube. 
When  the  nasogastric  tube  is  in  the 
stomach,  it  is  fixed  to  the  nose  and 
side  of  the  face  in  such  a  way  that  it 
does  not  cause  pressure  on  the  ex¬ 
ternal  nares. 


Use  of  Antacids.  Gastric  aspirate 
pH  is  an  important  factor  in  deter¬ 
mining  the  severity  of  the  chemical 
irritation.  In  a  study  of  eighteen  pa¬ 
tients  with  aspiration  pneumonitis, 
by  Lewis  et  al  (1971), 58  all  patients 
with  gastric  aspirate  of  pH  less  than 
1.75  died,  whereas  only  one,  proba¬ 
bly  unrelated  death,  occurred  when 
aspirate  pH  was  greater  than  2.4. 
Therefore,  administration  of  antac¬ 
ids  is  considered  an  important 
prophylactic  measure.  Taylor  and 
Pryse-Davis  (1966)24  introduced 
prophylactic  ingestion  of  magnesi¬ 
um  trisilicate  mixture  (BPC)  to 
maintain  acidity  of  the  gastric  con¬ 
tents  above  pH  2.5  during  obstetric 
labor.  Williams  and  Crawford 
(1 971  )59  recommend  the  administra¬ 
tion  of  15  ml  of  magnesium 
trisilicate  mixture  orally  every  two 
hours  to  maintain  the  gastric  con¬ 
tent  pH  above  3.0.  Thus  presum¬ 
ably,  if  such  contents  are  aspirated, 
the  Mendelson  syndrom  will  not  de¬ 
velop.  The  composition  of  the  rec¬ 
ommended  mixture  is  as  follows: 
magnesium  carbonate,  5.0  g;  mag¬ 
nesium  trisilicate,  5.0  g;  sodium 
bicarbonate,  5.0  g;  and  peppermint 
water  to  100  ml.  Repeated  adminis¬ 
tration  of  this  mixture  can  increase 
the  blood  level  of  magnesium  in  the 
mother,  but  such  an  increase  is 
highly  unlikely  to  be  detrimental  to 
either  mother  or  infant  (Aviet  and 
Crawford,  1971).60  Unfortunately,  it 
seems  that  preoperative  alkali  ther¬ 
apy  gives  a  false  sense  of  security 
and  cannot  be  relied  upon  to 
prevent  development  of  pneu¬ 
monitis  should  aspiration  occur, 
since  Adams  et  al  (1969)  reported  a 
case  of  massive  severe  pneumonitis 
in  a  patient  who  received  magnesi¬ 
um  trisilicate  mixture  before  induc¬ 
tion  of  anesthesia. 

Prevention  of  Succinylcholine 
Fasciculations — Succinylcholine  fa- 
sciculations  raise  intragastric  pres¬ 
sure  (Anderson,  196261;  Roe,  196218; 
Spence,  196762;  Miller,  1969.63)  This 
rise  in  pressure  is  more  significant 
in  adults  than  in  children  (Salem, 
1971).56  It  can  reach  a  pressure  as 
high  as  50  cm  H20  and  overcome 
the  sphincter  mechanism  at  the 
gastroesophageal  junction.  Howev¬ 
er,  these  fasciculations  can  be 
prevented  by  prior  administration  of 
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a  small  dose  of  a  nondepolarizing 
muscle  relaxant,  e.g.,  3  mg  of  d- 
tubo-curarine.  To  obtain  adequate 
relaxation,  the  dose  of  suc- 
cinylcholine  must  be  increased 
from  1  to  1.5  mg/kg  when  a  dose  of 
nondepolarizing  muscle  relaxant 
has  been  used  (Cullen,  1971).64 

Position  During  Induction — In  pa¬ 
tients  who  are  fasting  and  sub¬ 
mitted  to  routine  anesthesia  and 
surgery,  intragastric  pressure  is 
most  often  below  10  cm  H20,  al¬ 
though  figures  of  15  - 16  cm  H20  are 
not  infrequent  (O’Mullane,  195417; 
Marchand,  195715;  Roe,  196218.)  In 
patients  with  abdominal  distension, 
such  as  with  a  gravid  uterus, 
O’Mullane  measured  pressures  of 
15  -  18  cm  H20.  Placing  a  patient  in 
a  40°  head-up  tilt  will  rise  the  larynx 
19  cm  above  the  gastroesophageal 
junction  (Snow,  1959).65  In  this  posi¬ 
tion  it  is  assumed  that  gastric  con¬ 
tents  will  not  reach  the  laryngeal 
level,  even  if  forced  into  the 
esophagus  (Snow,  195965;  Hodges, 
1959,66)  but  this  is  not  always  the 
case.  Regurgitation  may  still  occur 
in  this  position  (Bourne,  196247; 
Stept  and  Safar,  1970.57)  The  results 
of  regurgitation  become  very 
serious  in  such  a  paralyzed  patient 
since  aspiration  becomes  inevitable 
and  even  fatal  aspiration  has  been 
recorded  in  such  a  head-up  position 
(Mucklow  and  Larard,  1963).30  Pos¬ 
tural  hypotension  during  induction 
is  also  likely  to  occur,  expecially  in 
hypovolemic  patients.  To  avoid  this 
postural  hypotension,  Stept  and 
Safar  (1970)57  recommend  the  V- 
position  with  the  trunk  elevated  30° 
and  the  feet  raised. 

The  use  of  thiopentone  muscle 
relaxant  induction  with  head-down 
tilt  was  recommended  by  Mucklow 
and  Larard  (1963)30  on  the  assump¬ 
tion  that  if  regurgitation  does  occur, 
gravity  will  prevent  aspiration.  It 
also  avoids  cardiovascular  collapse 
that  can  occur  in  the  head-up  posi¬ 
tion.  However,  the  best  way  to  avoid 
aspiration  is  to  prevent  regurgita¬ 
tion  in  the  first  place,  and  this  posi¬ 
tion  definitely  favors  such  a 
complication. 

Another  method  is  to  place  the 
patient  in  lateral  position  with  a 
slight  head-down  tilt,  and  induce 
anesthesia  by  inhalation  anesthet¬ 


ics.  Hyperventilation,  with  C02  ad¬ 
mixture,  may  be  used  to  speed  up 
induction  and  depress  the  vomiting 
mechanism.  But  the  disadvantages 
of  this  technic  are  that  regurgitation 
can  still  take  place,  particularly  if 
respiratory  obstruction  occurs  and 
conditions  for  intubation  are  not  op¬ 
timal. 

Head-up,  head-down,  and  lateral 
positions,  although  each  offering 
some  benefit,  all  have  disadvan¬ 
tages  which  outweigh  the  advan¬ 
tages.  Therefore,  we  recommend  the 
horizontal  supine  position  with 
which  the  anesthesiologist  is  most 
familiar.  If  other  precautions  are 
taken  and  rapid  induction  with 
skillful  intubation  is  performed,  the 
risk  of  aspiration  should  be  very 
small.  A  pillow  under  the  head  facili¬ 
tates  intubation,  since  it  places  the 
head  and  neck  in  optimal  position  to 
visualize  the  larynx.  Neglect  of  this 
often  leads  to  problems  and  no 
chances  should  be  taken  in  a  patient 
with  a  full  stomach. 

Cricoid  Pressure — The  use  of 
cricoid  pressure  to  prevent  regurgi¬ 
tation  in  the  unconscious  and 
paralyzed  patient  was  first  recom¬ 
mended  by  Sell ick  (1961  ).67  In  the 
Sell ick  maneuver,  the  cricoid  carti¬ 
lage  is  pressed  against  the  body  of 
the  sixth  cervical  vertebra,  thus 
occluding  the  esophagus.  It  also  fa¬ 
cilitates  intubation  by  bringing  the 
larynx  into  view.  Postmortem 
studies  were  done  to  determine 
quantitatively  the  efficiency  of 
cricoid  pressure  in  preventing 
regurgitation  of  gastric  contents 
(Fanning,  197068;  Salem,  1971 ,56) 
Cricoid  compression  was  found  to 
provide  protection  against  regurgi¬ 
tation  until  intra-esophageal  pres¬ 
sure  reaches  50-100  cm  H20.  The 
presence  of  a  nasogastric  tube  was 
thought  to  diminish  the  effec¬ 
tiveness  of  this  method  in  occluding 
the  esophageal  lumen  (Inkster, 
196342;  Weaver,  1964.69)  But,  Salem 
( 1 971  )56  found,  at  least  in  children, 
that  the  nasogastric  tube  does  not 
interfere  with  the  efficiency  of 
cricoid  pressure  in  preventing 
regurgitation.  A  patent  nasogastric 
tube  is  a  safety  valve  against  exces¬ 
sive  rise  of  intragastric  pressure 
and  subsequent  regurgitation.  Thus, 
the  presence  of  the  nasogastric 


tube  and  cricoid  pressure  are 
synergistic  rather  than  antagonistic. 

The  disadvantages  of  the  Sellick 
maneuver  are  the  theoretically  pos¬ 
sible  rupture  of  the  esophagus  if 
vomiting  occurs  while  cricoid  pres¬ 
sure  is  maintained  (Sellick,  1961), 67 
and  possible  trauma  to  the  larynx  if 
the  pressure  applied  is  too  exces¬ 
sive.  Therefore,  only  a  trained  as¬ 
sistant  who  is  aware  of  these 
dangers  should  be  allowed  to  apply 
cricoid  pressure.  Surface  marking 
of  the  patient’s  cricoid  could  be 
outlined  before  induction  (Craw¬ 
ford,  1 971  ).36 

Technic  of  Intravenous — “Crash” 
Induction — This  technic  is  used  for 
vaginal  delivery  or  Cesarean  sec¬ 
tion  when  general  anesthesia  is  in¬ 
dicated.  If  possible,  intravenous  in¬ 
fusion  should  be  started  outside  the 
operating  room  using  a  plastic  can¬ 
nula  that  is  well-fixed  to  the  skin  to 
ensure  against  its  dislodgement  at 
the  critical  moment.  Sometimes  this 
complication  occurs,  and  before 
another  vein  is  cannulated  the  pa¬ 
tient  vomits.  A  blood  pressure  cuff 
and  a  stethoscope  are  applied.  If 
there  is  indication  to  insert  a 
nasogastric  tube,  do  not  hesitate  to 
do  so.  If  a  nasogastric  tube  is 
present,  let  it  remain  in  situ  after 
making  certin  that  it  is  well-fixed 
and  patent.  Make  sure  at  least  three 
cuffed  oral  tubes  of  different  sizes 
and  one  nasal  tube  are  available. 
Check  the  cuffs  and  connect  a 
syringe  for  air  injection  to  the  cuff 
of  the  most  suitable  tube.  The  tubes 
should  be  well-lubricated  and  have 
a  straight  connector  attached.  If  a 
stylet  is  used,  it  should  be  well- 
lubricated  and  easy  to  remove  and 
reinsert.  Test  the  laryngoscope  and 
have  an  extra  one  available  in  case 
the  light  fails.  Use  the  type  of  laryn¬ 
goscope  with  which  you  are  famil¬ 
iar.  Have  an  airway  or  a  bite  block 
ready.  There  should  be  extra  full 
cylinders  of  oxygen  and  nitrous 
oxide  on  the  machine  in  addition  to 
those  in  use.  Do  not  be  misled  by 
the  attached  label.  Check  the  cylin¬ 
ders  yourself.  There  should  be  a 
powerful  suction  available.  Have  a 
tonsil  suction  tip  attached  and  sev¬ 
eral  rubber  or  plastic  sterile  suction 
tubes  available.  Check  the  suction 
for  leakage.  Check  the  drugs  you 
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may  need  for  anesthesia  and  for 
resuscitation  if  aspiration  should 
occur. 

The  delivery  or  operating  table  is 
kept  horizontal  but  should  allow 
tilting  if  vomiting  occurs.  Put  a 
pillow  under  the  patient’s  head  for 
comfort  and  proper  positioning 
during  laryngoscopy.  Allow  the  pa¬ 
tient  to  breathe  100  percent  oxygen 
at  a  high  flow  rate  with  a  well-fitting 
mask.  The  patient  should  breathe 
oxygen  spontaneously  until  paraly¬ 
sis  is  complete.  Do  not  use  positive 
pressure  ventilation.  Inject  3  mg 
curare  intravenously  followed  by  0.6 
mg  atropine.  Usually,  the  patient 
does  not  feel  any  effect  from  this 
dose  of  curare  but  might  feel  some 
palpitation  due  to  the  atropine. 
During  the  next  three  minutes: 
apply  ECG  electrodes  or  a  precor¬ 
dial  stethoscope;  continue  oxygen 
administration  and  apply  gentle 
suction  to  the  stomach  tube,  if 
present,  to  reduce  intragastric  pres¬ 
sure.  Attach  a  plastic  bag  to  the 
nasogastric  tube  and  allow  the  end 
to  hang  down  below  the  level  of  the 
stomach.  Gravity  will  facilitate 
drainage,  and  no  excessive  pres¬ 
sure  builds  up.  After  the  three 
minutes  interval,  start  induction  by 
intravenous  injection  of  a  predeter¬ 
mined  dose  of  thiobarbiturate  di¬ 
rectly  into  the  vein  or  into  the  in¬ 
travenous  tubing  as  close  to  the 
vein  as  possible.  The  usual  dose  is 
4  mg/kg  (Kosaka  et  al,  1969), 70 
which  is  reduced  in  a  patient  who  is 
hypovolemic  or  critically  ill.  Ke¬ 
tamine  might  be  administered  in 
such  cases  (Chodoff  and  Stella, 
1 96671 ;  Moore  et  al,  1971.72)  Tilt  the 
head  gently  backwards  and  ask  the 
assistant  to  apply  and  maintain  firm 
cricoid  pressure  until  the  cuff  of  the 
endotracheal  tube  is  inflated.  When 
the  eyelash  reflex  disappears  (in¬ 
dicating  loss  of  consciousness)  in¬ 
ject  succinylcholine  in  one  dose. 
The  dose  is  1.5  mg/kg  injected  di¬ 
rectly  into  the  patient’s  vein  or  in 
the  intravenous  tubing  as  close  to 
the  patient's  vein  as  possible.  Con¬ 
tinue  oxygen  administration.  When 
respiration  ceases,  remove  the 
mask  quickly  and  perform  intuba¬ 
tion.  Quick,  gentle  intubation  is  the 
key  to  success.  Never  try  to  in¬ 
tubate  a  partially  paralyzed  patient. 


Inflate  the  cuff,  connect  the  tube  to 
the  anesthesia  machine,  squeeze 
the  bag  to  make  sure  there  is  no 
leakage  around  the  cuff,  then  ask 
the  assistant  to  release  the  cricoid 
pressure. 

In  cases  of  vaginal  delivery,  litho¬ 
tomy  position  is  instituted  after  in¬ 
tubation.  Maintain  anesthesia  with 
nitrous  oxide,  oxygen,  and  suc¬ 
cinylcholine  drip  of  0.1  percent  con¬ 
centration.  To  avoid  bacterial  con¬ 
tamination,  a  small  bottle  of  250  ml 
of  succinylcholine  mixture,  which  is 
disposed  of  at  the  end  of  the 
procedure,  is  preferred  to  a  larger 
bottle  used  for  more  than  one  pa¬ 
tient.  The  rate  of  succinylcholine 
drip  is  regulated  by  the  aid  of  a  pe¬ 
ripheral  nerve  stimulator  or  by 
allowing  slight  respiratory  move¬ 
ments.  If  complete  muscular  paraly¬ 
sis  is  maintained  throughout  the 
procedure,  resumption  of  adequate 
ventilation  after  the  end  of  opera¬ 
tion  may  be  unduly  prolonged. 

Treatment 

Treatment  of  aspiration  is  divided 
into  (1)  immediate  treatment  until 
the  situation  is  under  control;  (2) 
subsequent  treatment  which  deals 
with  continued  support  of  the  vital 
systems  and  the  follow-up  of  the  pa¬ 
tient. 

Immediate  Treatment — If  the  pa¬ 
tient  vomits  or  regurgitates,  the 
table  or  bed  is  rapidly  tilted  to  a  30- 
40°  head-down  position  to  have  the 
larynx  at  a  higher  level  than  the 
pharynx  and  to  allow  gastric  materi¬ 
al  to  drain  to  the  outside.  The  pa¬ 
tient  is  also  rapidly  rolled  to  her 
side  to  confine  any  aspiration  to  the 
dependent  lung  and  to  facilitate 
drainage  of  vomitus  from  the  mouth. 

The  mouth  and  pharynx  should 
be  suctioned  as  rapidly  as  possible. 
If  solid  material  is  found,  it  is 
scooped  out,  e.g.,  using  a  finger 
wrapped  in  gauze.  If  the  patient  is 
not  paralyzed,  insert  a  bite  block  or 
the  finger  might  be  injured.  If  it  is 
difficult  to  open  the  patient’s  mouth, 
try  to  open  the  clenched  jaws  by 
using  the  crossed  finger  maneuver. 
If  possible,  avoid  muscle  relaxants 
because  of  the  danger  of  combined 
loss  of  protective  laryngeal  reflex 
and  paralysis  of  the  cricopharyn¬ 
geal  sphincter.  However,  do  not 
waste  too  much  time  in  trying  to 


open  the  mouth  if  respiratory  ob¬ 
struction  is  evident.  In  such  cases, 
aspirate  the  pharynx  with  a  large 
catheter  and  administer  100  percent 
oxygen  while  an  assistant  injects 
succinylcholine  intravenously  and 
applies  pressure  on  the  cricoid. 
Once  relaxation  occurs,  open  the 
mouth  quickly,  remove  rapidly  any 
foreign  material  or  mucus  to  get  a 
clear  view  of  the  larynx,  intubate, 
and  inflate  the  cuff.  Following  this, 
the  assistant  can  release  the  cricoid 
pressure. 

In  all  cases  of  suspected  aspira¬ 
tion,  laryngoscopy  and  intubation  is 
performed.  This  is  to  assure  a  pat¬ 
ent  airway,  to  allow  suction  of 
aspirated  material,  to  facilitate  as¬ 
sisted  or  controlled  respiration,  and 
to  prevent  further  aspiration.  If  the 
condition  of  the  patient  allows,  suck 
through  the  endotracheal  tube 
before  administering  100  percent 
oxygen  by  positive  pressure  ventila¬ 
tion.  This  is  to  prevent  pushing 
aspirated  material  beyond  your 
reach.  Suction  should  be  brief  (less 
than  15  seconds)  to  avoid  cardiac 
arrest  from  hypoxia.  Give  100  per¬ 
cent  oxygen  both  before  and  after 
suctioning.  Observe  chest  expan¬ 
sion,  adventitious  sounds,  and 
change  in  the  patient’s  color.  Con¬ 
tinue  100  percent  02  administration 
until  the  patient  has  improved  e.g. 
as  demonstrated  by  arterial  blood 
gas  analysis. 

Bronchial  irrigation  is  indicated 
only  in  the  obstructive  type  of  aspi¬ 
ration.  Five  to  ten  mis  of  normal 
saline  are  instilled  into  the  tracheo¬ 
bronchial  tree,  followed  immediate¬ 
ly  by  suction.  It  is  preceded  and 
followed  by  oxygenation.  The 
sequence  is  repeated  until  the 
aspirated  fluid  is  clear.  Further,  200 
mg  hydrocortisone  or  its  equivalent 
should  be  given  intravenously. 

To  evacuate  the  stomach,  a 
nasogastric  tube  should  be  in¬ 
serted.  The  evacuated  material 
should  be  sent  for  pH  determi¬ 
nation.  Some  workers  have  sug¬ 
gested  that  in  patients  with  aspira¬ 
tion  pneumonitis,  pH  of  pharyngeal 
or  tracheal  aspirate  reflects  the 
original  pH  of  aspirated  fluid.  But 
Awe  et  al  (1966)73  found  that  the  pH 
of  tracheobronchial  secretions  rose 
rapidly  in  dogs  following  aspiration 
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as  large  quantities  of  blood-tinged 
fluid,  rich  in  protein,  poured  into  the 
lumen.  On  the  other  hand,  analysis 
of  gastric  juice  within  four  hours  of 
aspiration  closely  resembles  that  of 
the  aspirate  (Lewis  et  al,  1 971  ).58 
The  pH  of  the  gastric  content  is  of 
importance  for  treatment  and  prog¬ 
nosis  of  the  patient.  Tracheobron¬ 
chial  aspirate  is  collected  in  a 
special  sterile  container  for  culture 
and  sensitivity  determination.  Give 
a  broad  spectrum  antibiotic  as  an 
immediate  emergency  measure, 
such  as  0.5  g  tetracycline,  by  in¬ 
travenous  drip.  This  antibiotic 
should  be  continued  until  the  cul¬ 
ture  and  sensitivity  results  are 
reported  when  the  most  suitable  an¬ 
tibiotic  is  selected. 

If  the  patient  has  bronchospasm, 
give  aminophylline,  250  mg  slowly 
i.v.,  followed  by  250  mg  in  250  ml 
fluid  as  a  drip.  Rapid  intravenous 
administration  of  aminophylline  can 
cause  hypotension  (Goodman  and 
Gilman,  1970).8  Isoproterenol  inha¬ 
lation  (0.5  mg  in  3  ml  normal  saline) 
can  be  given  via  nebulizer.  In  pa¬ 
tients  with  pronounced  cardiac 
arrhythmia,  we  prefer  a  beta-2- 
agent,  such  as  Bronkosol®*,  0.5-1 
ml  in  3-5  ml  normal  saline. 

Subsequent  Treatment — If  aspi¬ 
ration  occurs  during  induction  of 
anesthesia  for  elective  surgery,  the 
operation  should  be  postponed  until 
the  patient  has  recovered  complete¬ 
ly.  Unfortunately,  this  cannot  be 
applied  to  obstetric  emergencies.  In 
these  situations,  the  delivery  or 
operation  must  be  expedited. 

Once  the  initial  danger  of 
asphyxia  is  overcome  and  the  pa¬ 
tient  is  well  oxygenated,  bronchos¬ 
copy  may  be  undertaken  to  ensure 
that  the  segmental  bronchi  are  pat¬ 
ent.  It  could  be  an  immediately  life¬ 
saving  procedure  when  solid  food 
particles  are  causing  obstruction. 
On  the  other  hand,  bronchoscopy  is 
not  an  easy  procedure  in  this  situa¬ 
tion.  It  can  be  quite  traumatic  and 
can  exaggerate  hypoxia  if  not  done 
properly.  Bronchoscopy  should  not 
be  performed  in  every  case  of 
vomiting  or  regurgitation,  but  when 
necessary  it  should  be  performed 
by  an  experienced  person.  The  his¬ 
tory,  physical  examination,  x-ray  of 
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the  chest,  and  nature  of  the  gastric 
contents  help  in  deciding  the  in¬ 
dication  and  urgency  for  bronchos¬ 
copy. 

In  some  cases  of  vomiting,  it  is 
apparent  that  there  was  no  soiling 
of  the  respiratory  tract,  and  all  that 
is  required  is  observation.  In  other 
cases,  after  the  initial  phase  of 
cyanosis  and  bronchospasm,  there 
may  be  an  apparent  improvement 
followed  by  respiratory  dysfunction. 
Therefore,  all  cases  with  vomiting 
or  regurgitation  should  be  meticu¬ 
lously  observed  for  at  least  forty- 
eight  hours  for  signs  of  respiratory 
insufficiency  and  treatment  initiated 
accordingly. 

Mechanical  ventilation  via  an  en¬ 
dotracheal  tube  is  required  if  the 
patient  shows  the  following  signs 
and  symptoms  (Bendixen  et  al, 
1965)74;  dyspnea,  cyanosis,  ta¬ 
chypnea,  tachycardia,  tracheal  tug, 
retraction,  flaring,  the  use  of  acces¬ 
sory  muscles  of  respiration,  PaC>2 
less  than  200  mm  Hg  on  100  percent 
oxygen,  PaCC>2  higher  than  50  mm 
Hg,  arterial  pH  less  than  7.2, 
increased  dead  space  (Vq/Vj  more 
than  60  percent),  vital  capacity  less 
than  15  ml/kg,  effective  compliance 
less  than  15  ml/cm  H20.  In  such 
cases,  intubation  and  institution  of 
intermittent  positive  pressure  venti¬ 
lation  may  be  of  great  value  (Mc¬ 
Cormick,  196675;  Nicholl  et  al, 
1967.76)  The  advantages  of  IPPV  in 
these  cases  are:  (1)  It  relieves  the 
patient’s  exhaustion  and  dyspnea; 
(2)  It  improves  alveolar  ventilation 
(PaC02  decreases)  and  reduces 
right-to-left  shunting  (Pa02  in¬ 
creases).  (3)  It  is  beneficial  in 
preventing  and  treating  acute  pul¬ 
monary  edema  by  reducing  trans¬ 
mural  pulmonary  arterial  pressure 
(Grenvik,  1966).77  (4)  It  allows 

removal  of  secretions  by  suction. 

Chemical  pneumonitis  can  lower 
pulmonary  compliance  due  to  ex¬ 
udate,  bronchoconstriction,  and 
loss  of  surfactants.  In  such  cases, 
ventilation  with  a  slow  rate  and 
large  tidal  volume  may  be  required. 
Large  doses  of  narcotics  may  be 
required  to  sedate  the  patient  and 
to  allow  control  of  ventilation.  One 
must  bear  in  mind  that  hypoxia  is  an 
important  reason  for  the  patient  to 
fight  the  ventilator.  For  control  of 


respiration,  increase  in  oxygen  con¬ 
centration,  initial  hyperventilation 
and  narcotics  are  preferred  to  the 
administration  of  a  muscle  relaxant. 
Tracheostomy  may  be  required 
later  in  the  course  of  the  disease. 

Inspired  oxygen  concentration 
should  be  high  enough  to  relieve 
hypoxemia,  which  may  cause  aci¬ 
dosis,  myocardial  depression,  and 
pulmonary  edema.  Therefore,  in¬ 
spired  oxygen  concentration  is  tem¬ 
porarily  raised  (even  to  100  per¬ 
cent)  to  get  a  nearly  normal  Pa02  of 
at  least  70  mm  Hg.  Sometimes  such 
a  level  of  PaC>2  cannot  be  achieved 
in  spite  of  100  percent  oxygen  in  the 
inspired  mixture.  In  such  cases, 
positive  end  expiratory  pressure 
(PEEP)  is  utilized  and  if  PaC02  is 
low,  dead  space  tubing  should  be 
added  or  FIC02  control  instituted 
(Breivik,  et  al.  1973).78  There  is  the 
possibility  of  oxygen  toxicity  when  a 
patient  is  exposed  to  high  oxygen 
pressure  for  a  long  time,  but  the 
dangers  of  hypoxia  outweigh  the 
dangers  of  oxygen  toxicity  and  100 
percent  oxygen  must  be  given  when 
required.  On  the  other  hand, 
inspired  oxygen  concentration 
should  not  unnecessarily  be  kept 
higher  than  required  to  maintain  a 
near  normal  Pa02  (Bendixen,  et  al 
1965). 74 

Humidification  of  inspired  gases 
is  important  since  dry  gases  inhibit 
ciliary  action,  decrease  pulmonary 
compliance,  and  cause  sticky 
secretions  that  are  difficult  to 
remove.  Aseptic  technics  and  gen¬ 
tleness  are  essential  for  intermittent 
suction  through  endotracheal  or 
tracheostomy  tubes.  Superimposed 
infection  can  lead  to  deterioration 
in  the  pulmonary  condition  of  these 
patients.  Trauma  from  the  suction 
catheter  and  infection  can  also  be 
important  causes  of  tracheal 
stenosis  (Adams,  et  al  1969).25 

In  patients  who  need  prolonged 
respiratory  support  and  have  desic¬ 
cated  secretions,  instilling  a  few  ml 
of  normal  saline  solution  is  often 
required  before  suctioning,  in  order 
to  loosen  secretions  and  prevent 
atelectasis.  Administration  of  amin¬ 
ophylline,  corticosteroids,  isoprena- 
line  inhalation,  and  removal  of 
secretions  and  foreign  materials 
help  to  relieve  associated  broncho- 
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spasm.  Repeated  determination  of 
arterial  PO2,  PCO2,  pH,  and  other 
pulmonary  function  tests  are 
required  to  guide  treatment  and 
follow-up  of  these  cases. 

The  cardiovascular  condition  of 
patients  with  aspiration  pneumonitis 
should  be  closely  monitored.  Hypo¬ 
volemia  is  suggested  by  tachy¬ 
cardia,  falling  blood  pressure,  rising 
hematocrit,  low  CVP,  and  decreased 
measured  blood  volumes.  Hypovo¬ 
lemia  plays  an  important  role  in  the 
hypotension  seen  in  these  cases 
(Awe  et  al,  1966).73  The  deficit 
should  be  replaced  by  moderate 
volumes  of  fluids,  mainly  colloids. 
Larger  volumes  of  electrolyte  solu¬ 
tions  restore  circulation,  but  often 
at  the  expense  of  (A-a)  D02, 

decreasing  Pa02  and  increasing  in¬ 
terstitial  edema  of  the  lungs. 

If  tachycardia  and  hypotension 
are  associated  with  high  CVP,  and 
the  latter  rises  more  by  rapid  ad¬ 
ministration  of  200  ml  fluid,  then 
heart  failure  may  complicate  the 
picture  and  rapid  digitalization  is 
required.  After  full  digitalization, 
hypovolemia  may  become  more  evi¬ 
dent  and  need  correction.  Also,  if 
pulmonary  edema  develops  at  any 
time  during  the  course  of  the 
disease,  rapid  digitalization  is  in¬ 
dicated  together  with  other  lines  of 
treatment,  such  as  IPPV  with  high 
inspired  oxygen  concentration,  iso¬ 
proterenol,  narcotics,  diuretics,  IV 
fluid  restriction,  etc. 

Antibiotics  are  required  to 
combat  infection  of  the  respiratory 
system,  especially  if  corticosteroids 
are  administered.  Because  organ¬ 
isms  in  the  respiratory  system  may 
change  during  the  course  of 
prolonged  respiratory  support,  re¬ 
peated  cultures  and  sensitivity  tests 
should  be  performed,  e.g.,  two  to 
three  times  a  week. 

Administration  of  corticosteroids 
have  been  widely  accepted  in  the 
treatment  of  the  aspiration  syn¬ 
drome.  This  inhibits  the  inflamma¬ 
tory  reaction  of  pulmonary  tissue 
and  bronchial  tree  to  the  chemical 
irritation  by  aspirated  acidic  fluid 
and  products  of  cell  injury  (Haus- 
mann  et  al,  195579;  Marshall  and 
Gordon,  195880;  Dines  et  al,  1 961 81 ; 
Bannister  et  al,  1961.29)  Cortico¬ 
steroids  may  improve  the  diffusing 


capacity  of  the  lung  in  advanced 
cases  that  require  prolonged  IPPV, 
(Adams  et  al,  1969).25  Direct  instilla¬ 
tion  of  hydrocortisone  into  the 
tracheobronchial  tree  was  consid¬ 
ered  to  be  effective  in  inhibiting  the 
inflammatory  reaction  (Lewinski, 
196582;  Wamberg  and  Zeskor, 
196683),  but  more  recently  Taylor 
and  Pryse-Davies  (1968), 84  in  similar 
experiments,  found  that  endo¬ 
tracheal  hydrocortisone  or  flucino- 
lone  did  not  affect  the  course  of 
pulmonary  pathology  produced  by 
hydrochloric  acid  solutions  of  low 
pH.  They  also  found  that  steroids 
produce  lesions  of  their  own. 
Therefore,  it  is  not  recommended  to 
give  steroids  by  endotracheal  in¬ 
stillation.  The  route  of  choice  is 
parenterally,  either  intravenously  or 
intramuscularly.  After  initial  in¬ 
travenous  injection  of  200  mg 
hydrocortisone,  100  mg  every  six 
hours  is  required.  In  certain  cases, 
as  in  a  patient  with  toxemia  of  preg¬ 
nancy  when  sodium  retention  is  to 
be  avoided,  dexamethasone  may  be 
used  instead  in  equivalent  doses 
(100  mg  hydrocortisone  =  3.75  mg 
dexamethasone).  The  duration  of 
the  treatment  with  corticosteroids 
depends  on  the  progress  of  the 
case.  Towards  the  end  of  a 
prolonged  course,  either  gradual 
diminution  of  the  dose  and/or  ad¬ 
ministration  of  ACTH  may  be 
required. 

Prognosis 

In  the  obstructive  type,  the  prog¬ 
nosis  will  depend  on  the  degree  of 
obstruction  and  subsequent  atelec¬ 
tasis,  the  onset  of  bacterial  infec¬ 
tion,  the  efficiency  of  treatment,  and 
the  resistance  of  the  patient.  The 
course  may  be  quite  protracted. 

In  Mendelson’s  syndrome,  with 
proper  treatment  the  patient  usually 
recovers  completely  within  twenty- 
four  to  thirty-six  hours,  if  the  pH  of 
the  aspirated  material  is  not  too  low 
or  bacterial  infection  supervenes. 
Nearly  all  forty  cases  of  Men¬ 
delson’s  original  series  recovered 
after  an  afebrile  illness,  and  only 
four  developed  pneumonia  with  one 
developing  a  lung  abscess.  Rarely 
does  the  patient  rapidly  develop 
acute  pulmonary  edema,  heart  fail¬ 
ure,  and  subsequent  death;  but  res¬ 


piratory  insufficiency  may  follow 
the  initial  period  of  respiratory 
distress  and  prolong  the  post¬ 
partum  period.  The  main  factors 
leading  to  poor  prognosis  are  (1) 
low  pH  of  gastric  aspirate,  (2)  ad¬ 
vanced  age,  (3)  prolonged  hypoxia, 
(4)  pulmonary  infection,  and  (5) 
previous  pulmonary  or  cardiovas¬ 
cular  disease. 

The  septic  pneumonitis  type  has 
the  highest  mortality  rate  and  the 
prognosis  depends  largely  on  the 
underlying  disease  causing  intesti¬ 
nal  obstruction. 

Summary 

In  obstetric  anesthesia,  aspira¬ 
tion  of  gastric  contents  has  been 
one  of  the  leading  causes  of  mortal¬ 
ity  and  morbidity.  However,  during 
the  five-year  period  from  July  1967 
through  June  1972  at  Magee 
Women’s  Hospital  in  Pittsburgh, 
Pennsylvania,  29,747  obstetric  an¬ 
esthetics  were  given  without  a 
single  death  caused  by  aspiration. 
This  is  essentially  due  to  avoidance 
of  general  anesthesia  whenever 
possible.  Regional  analgesia  was 
utilized  in  75.8  percent  of  the  cases. 
When  general  anesthesia  is  used, 
the  patient  is  considered  to  have  a 
full  stomach,  and  meticulous  atten¬ 
tion  is  paid  to  all  details  to  avoid 
vomiting  or  regurgitation  since 
prophylaxis  as  always  is  the  best 
way  to  avoid  the  serious  con¬ 
sequences  of  aspiration.  Should  as¬ 
piration  still  occur,  early  diagnosis 
and  adequate  treatment  and  follow¬ 
up  are  mandatory  for  recovery.  In 
the  first  part  of  this  review,  the  anat¬ 
omy,  physiology,  and  pathology  in¬ 
volved  in  vomiting  and  aspiration 
are  described  in  detail.  Complete 
understanding  of  the  basic  patho¬ 
physiology  is  essential  for  diagnosis 
of  aspiration,  complete  prophylactic 
measures,  adequate  therapy,  and 
follow-up  as  described  in  the  sec¬ 
ond  part  of  this  review.  □ 
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continuing  education 


This  course  listing  is  prepared  by  the  Pennsylvania  Medical  Continuing  Education  Institute 

CODE  KEY 

(*  indicates  institution  has  Category  One  accreditation) 

AAFP — Amer.  Acad,  of  Family  Phys.  (Contact  Pa.  Acad,  of  Family  Phys.,  5600 
Derry  St.,  Harrisburg  17111)* 

ACC — Amer.  Coll,  of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Md.* 

ACGP — Amer.  Coll,  of  Gen.  Practitioners  in  Osteo.  Med.  <&  Surg.,  Suite  1940, 

111  W.  Washington  St.,  Chicago,  III.  60602. 

ACP — Amer.  Coll,  of  Phys.,  4200  Pine  St.,  Philadelphia  19104 * 

AHA — Amer.  Heart  Assn.,  Pa.  Affiliate,  P.O.  Box  2435,  Harrisburg  17105* 

AMA — Amer.  Med.  Assn.,  535  N.  Dearborn  St.,  Chicago,  III.  60610* 

Chestnut  Hill — Chestnut  Hill  Hosp.,  8835  Germantown  Ave.,  Philadelphia 
19118* 

Clin.  Path. — Pa.  Assn,  of  Clin,  Path.,  1735  W.  Main  St.,  Norristown  19401 * 

Coatesville  \/A — Coatesville  Vet.  Admin.  Hosp.,  Coatesville  19320* 

Conemaugh — Conemaugh  Valley  Memorial  Hosp.,  1086  Franklin  St.,  Johns¬ 
town  15905* 

Delaware  Co. — Delaware  Co.  Mem.  Hosp.,  Lansdowne  Ave.,  Drexel  Hill 
19026* 

Dermatology — Pa.  Acad,  of  Dermatology,  8220  Castor  Ave.,  Philadelphia  19152 
(c/o  Charles  H.  Greenbaum,  M.D.)* 

Einstein/North — Albert  Einstein  Med.  Cntr. /Northern  Div.,  York  &  Tabor  Rds., 

Phila.  19141* 

Elwyn — Elwyn  Institute,  111  Elwyn  Rd.,  Elwyn  19063* 

Geisinger — Geisinger  Med.  Cntr.,  Danville  17821* 

Hahnemann — Hahnemann  Med.  Coll.,  230  N.  Broad  St.,  Philadelphia  19102* 

Harrisburg — Harrisburg  Hosp.,  Harrisburg  17101* 

M.  S.  Hershey — Pa.  State  Univ.  Coll,  of  Med.,  M.S.  Hershey  Med.  Cntr.,  Univ. 

Dr.,  Hershey  17033 

Institute —  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139* 

Jefferson — Jefferson  Med.  Coll.,  1025  Walnut  St.,  Philadelphia  19107* 

Lebanon  VA — Lebanon  Vet.  Admin.  Hosp.,  Lebanon  17042* 

Lehigh  AHEC — Lehigh  Valley  Area  Health  Ed.  Cntr.,  17th  &  Chew  Sts.,  Allen¬ 
town  18102* 

MCP — Med.  Coll,  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129* 

Mercy/Pgh. — Mercy  Hosp.,  Pride  &  Locust  Sts.,  Pittsburgh  15219* 

Norristown  State — Norristown  State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Nor¬ 
ristown  19141* 

Packer — Robert  Packer  Hosp.,  Sayre  18840* 

PAFP — Pa.  Acad,  of  Family  Phys.,  5600  Derry  St.,  Harrisburg  17111* 

Paoli — Paoli  Mem.  Hosp.,  Paoli  19301* 

PAO&O—Pa.  Acad,  of  Oph.  &  Otol.,  232  N.  5th  St.,  Reading  19601* 

PMS — Pa.  Med.  Society,  20  Erford  Rd.,  Lemoyne  17043 
Radiology — Pa.  Radiological  Soc.,  20  Erford  Rd.,  Lemoyne  17043 * 

Reading — Reading  Hosp.,  6th  Ave.  &  Spruce  St.,  Reading  19602* 

St.  Margaret — St.  Margaret  Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201* 

Temple — Temple  Univ.  Sch.  of  Med.,  3400  N.  Broad  St.,  Philadelphia  19140* 

U.  of  Pa. — Univ.  of  Pa.  Sch.  of  Med.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104* 

Pitt — Univ.  of  Pittsburgh  Sch.  of  Med.,  1022-H  Scaife  Hall,  Pittsburgh  15213 * 

Roentgen  Ray — Phila.  Roentgen  Ray  Soc.,  Temple  U.  Health  Sciences  Cntr., 

Philadelphia  19140 

Warren  State — Warren  St.  Hosp.,  Box  249,  Warren  16365* 

WP/RMP — Western  Pa.  RMP,  200  Meyran  Ave.,  Pittsburgh  15213 
Washington — Washington  Hosp.,  155  Wilson  Ave.,  Washington  15301* 

West  Penn — Western  Pa.  Hosp.,  4800  Friendship  Ave.,  Pittsburgh  15224* 

York — York  Hosp.,  George  St.  &  Rathton  Rd.,  York  17405 * 


Key  to  symbols: 

(  )  Indicates  the  PRA  Category  Number  in  which  attendance  at  this  pro¬ 
gram  should  be  reported.  You  may  report  each  hour  of  attendance. 

Bold  Face  Type  indicates  an  institution  that  has  Category  I  accreditation. 
This  name  MUST  APPEAR  on  your  PRA  APPLICATION  to  the  AMA  if  you  are 
to  receive  Category  I  credit. 

In  most  cases  each  of  the  following  continuing  medical  education  activities 
has  been  granted  AAFP  and  ACGP  (Osteopathic)  credit.  Contact  those  offices 
for  details. 


CME PROGRAMS 

Listed  below  are  programs  of  continuing  medical  education  which 
include  a  series  of  two  or  more  sessions  on  various  subjects.  To  deter¬ 
mine  the  specific  topic  on  any  given  day,  the  instructor,  the  frequency  of 
sessions,  fees,  maximum  registration,  etc.,  contact  the  director  at  the 
address  given  in  the  course  listing  or  in  the  CODE  KEY  box. 


New  Castle;  Apr.  2,  1974  -  Mar.  4,  1975 

(1)  Continuing  Education  for  Physicians;  by  Pitt,  and  Lawrence  Co.  Med. 
Soc.;  at  New  Castle  Country  Club.  Contact:  James  N.  Bower,  M.D.,  Chrm., 
Cmte.  on  Cont.  Med.  Educ.,  Temple  Bldg.,  New  Castle  16101. 


Wilkes-Barre:  Luzerne  CO.  Med.  Soc.;  Sept.  11  -  Nov.  13,  1974 
(1)  Chronic  Liver  Disease;  by  Hahnemann;  Sept.  11,  1974 
(1)  Diagnosis  and  Management  of  Acid  Base  Disorders;  by  Hahnemann; 
Oct.  9,  1974. 

(1)  Respiratory  Failure:  Diagnosis  and  Management;  by  Hahnemann;  Nov. 
13,  1974. 

Contact:  Leona  O.  Franey,  Exec.  Secy.,  130  S.  Franklin  St.,  Wilkes-Barre 
18701. 


Wilkes-Barre;  at  Mercy  Hosp.;  ’73-'74  Academic  Year 

(1)  Nuclear  Medicine  as  it  Relates  to  Family  Practice;  by  PAFP;  Apr.  24, 
1974 

(1)  Current  Concepts  on  Use  of  Female  Hormones  in  Family  Practice;  by 
Jefferson;  May  9,  1974. 

(1)  Use  of  Female  Hormones  for  Various  Female  Disorders;  by  Jefferson; 
May  23,  1974. 

Coniact:  J.  P.  Brennan,  M.D.,  D.M.E.,  Mercy  Hosp.,  196  Hanover  St.,  Wilkes- 
Barre  18703 


Wilkes-Barre;  Wilkes-Barre  Gen.  Hosp.;  Apr.  4-  June  26,  1974 
(2)  Family  Practice  Conference;  first  Thurs. 

(2)  Medical;  Thursdays 
(2)  Surgical;  Wednesdays 
(2)  Pediatrics;  second  Tues. 

Contact:  Lester  M.  Saidman,  M.D.,  D.M.E.,  Wilkes-Barre  Gen.  Hosp.,  Wilkes- 
Barre  18703 


Wilkes-Barre;  at  Wyoming  Valley  Hosp.;  Mar.  27  -  May  22,  1974 

(1)  Twenty-fifth  Postgraduate  Seminar;  by  PAFP  and  Luzerne  County  Chapt. 
of  Family  Physicians.  Contact:  D.  W.  Kistler,  M.D.,  245  E.  South  St.,  Wilkes- 
Barre  18702 


Williamsport  Hospital;  1973-1974 

(1)  Medical  &  Surgical  Grand  Rounds;  each  Saturday;  by  U.  of  Pa. 

(1)  Continuing  Education  Program;  second  Friday  ea.  mo.;  by  U.  of  Pa. 
Contact:  Herman  W.  Rannels,  M.D.,  Vice  President  &  Med.  Dir.,  Williamsport 
Hosp.,  777  Rural  Ave.,  Williamsport  17701. 


COURSES 


CHEST  DISEASES 

June  19,  1974;  Coatesville 

(1)  Pulmonary  Physiology,  Pathology  and  Diagnosis;  at  Coatesville,  VA; 
cosponsored  by  Paoli  &  Chester  Co.  Med.  Soc.  Contact:  J.  Clifford  Scott, 
M.D.,  Dir.  of  Prof.  Educ.,  Coatesville,  V.A. 


PLEASE  NOTE:  The  following  listings  are  all  new  listings  that  have  been  received  since  the  last  publication  of  “Continuing  Educa¬ 
tion”  in  Pennsylvania  Medicine.  Listings  from  the  October  and  December  1973  editions  and  the  January  and  March  1974  editions 
need  to  be  integrated  with  the  following  to  give  a  complete  calendar. 
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Oct.  28  -  Nov.  8,  1974;  Philadelphia 
(repeat  Feb.  3  -  14,  1975) 

(1)  Postgraduate  Course  in  Bronchoesophagology ;  at  Temple.  Contact: 
Chevalier  Jackson  Clinic,  Temple. 


GASTROENTEROLOGY 
Sept.  13  -  14,  1974;  Philadelphia 

(1)  Fiberoptic  Colonoscopy — A  Multidisciplinary  Symposium;  by  Jefferson; 
at  Philadelphia  Marriott  Motor  Hotel.  Contact:  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson. 


METABOLISM 

May  15,  1974;  Darby 

(1)  Diabetes  Mellitus;  at  Mercy  Catholic  Med.  Cntr.;  by  Jefferson.  Contact: 
D.  J.  Hilferty,  Jr.,  M.D.,  Dir.  Cont.  Med.  Educ.,  Mercy  Catholic  Med.  Cntr., 
Darby  19023. 


NEUROLOGY 

Oct.  16,  1974;  Coatesville 

(1)  Biological  Considerations  in  the  Treatment  of  Neuropsychiatric  Condi¬ 
tions — 17th  Annual  Neuropsychiatric  Institute;  at  Coatesville,  VA;  cospon¬ 
sored  by  Jefferson  &  Chester  Co.  Med.  Soc.  Contact:  J.  Clifford  Scott,  M.D., 
Dir.  of  Prof.  Educ.,  Coatesville,  V.A. 


RADIOLOGY 

May  31  -  June  1,  1974;  Pittsburgh 

(1)  Nuclear  Medicine  Review;  at  Pitt.  Contact:  William  M.  Cooper,  M.D., 
Dir.  Div.  of  Cont.  Educ.,  Pitt. 


SPORTS 

May  17,  1974;  Pittsburgh 

(1)  Third  Annual  Sports  Medicine  Symposium;  by  Pitt.;  at  William  Penn 
Hotel.  Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


SPECIAL  ANNOUNCEMENT 

Beginning  in  September,  continuing  medi¬ 
cal  education  listings  will  be  published 
only  twice  a  year  in  a  special  continuing 
medical  education  supplement  to  PENN¬ 
SYLVANIA  MEDICINE. 

September  and  January 
will  be  the  issues  that  will  carry  this  supple¬ 
ment.  It  will  include  the  full  Medical  Edu¬ 
cation  Calendar  that  heretofore  has  not 
been  printed  in  PENNSYLVANIA  MEDI¬ 
CINE. 

Deadlines,  for  listings  that  you  want 
included,  will  be: 

June  15  for  September 
October  15  for  January 

For  more  information,  contact: 

Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pa  17043 
Tel:  (717)  238-1635 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


r 


Cerebro- 


Niciri 


CAPSULES 


A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN*  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  .  .  .100  mg 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  ........ 50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  tor  literature  and  samples  ... 

tup  brown  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


•AVAILABLE  ON  RE0UEST:  Ronald  I.  Goldberg,  M.0.  &  Franklin  I  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII.  No.  6,  June  1964 


Flood  revisited 


Lessons  ‘unlearned’  from  Hurricane  Agnes 

WILLIAM  F.  BOUZARTH,  M.D. 

Philadelphia 


In  1972,  Hurricane  Agnes  inundated  parts  of  Pennsyl¬ 
vania.  The  Wyoming  Valley  was  particularly  hard  hit.  In 
response,  the  1972  PMS  House  of  Delegates  resolved 
“that  the  Pennsylvania  Medical  Society  design  and 
maintain  effective  liaison  with  county  medical  societies 
in  the  establishment  and  implementation  of  an  Emer¬ 
gency  Medical  Communications  System,  or  Clearing 
House,  for  disasters  that  may  occur  in  the  future  in  our 
Commonwealth,  and  be  it  further  RESOLVED  that  in  de¬ 
veloping  an  ‘Emergency  Medical  Communications 
System,’  efforts  to  include  the  Pennsylvania  Os¬ 
teopathic  Medical  Association  and  the  Pennsylvania 
Pharmaceutical  Association  are  most  essential.”  This 
task  was  delegated  to  the  Commission  on  Emergency 
Medical  Services. 

Until  1968,  a  commission  on  disaster  medicine  func¬ 
tioned  under  the  Council  on  Public  Service,  at  which 
time  it  was  transferred  to  the  Council  on  Education  and 
Science  and  renamed  the  Commission  on  Emergency 
Medical  Services.  This  new  commission  understood 
that  any  emergency  medical  service  plan  for  the  Com¬ 
monwealth  should  include  disaster  medicine.1 

In  response  to  the  1972  House  action,  the  commis¬ 
sion  prepared  a  one-page  questionnaire  to  investigate 
county  medical  societies’  emergency  medical  and  d is- . 
aster  plans.  As  of  this  writing,  only  twelve  of  the  sixty- 
seven  counties  have  returned  the  form.  Therefore,  the 
commission  decided  that  another  method  should  be 
found  to  implement  the  House  resolution. 

The  next  approach  was  a  review  of  the  response  in 
Dauphin  and  Luzerne  Counties  to  the  crisis  of  Hurri¬ 
cane  Agnes.  The  Dauphin  County  Medical  Society’s  ex¬ 
ecutive  secretary  gave  a  prompt  and  thorough  presen¬ 
tation  to  the  commission.  The  Dauphin  County  Society 
was  requested  to  outline  the  response  of  the  medical 
community  in  the  Harrisburg  area  to  Hurricane  Agnes 
for  publication  in  PENNSYLVANIA  MEDICINE,  but  this 
effort  was  unsuccessful.  The  commission’s  appraisal  is 
that  medical  communication  in  Dauphin  County 
(including  the  Medical  Bureau  Answering  Service)  was 
not  interrupted.  Medical  care  was  available  except 
where  there  was  a  delay  in  moving  patients  from  the 
flooded  areas.  Although  there  were  delays — there  were 
no  major  problems.  The  doctors  of  the  Dauphin  County 
Medical  Society  are  to  be  congratulated  for  a  job  well 
done.  The  commission,  however,  is  concerned  that  if 
the  Medical  Bureau  Answering  Service  telephones  had 

Dr.  Bouzarth  is  chairman  of  the  Society’s  Commis¬ 
sion  on  Emergency  Medical  Services  and  of  the 
Commonwealth’s  Comprehensive  Health  Planning 
Task  Force  on  Emergency  Health  Services.  He  is  a 
neurosurgeon  on  the  staff  of  Episcopal  Hospital, 
Philadelphia. 


become  inoperable,  a  major  medical  disaster  could 
have  occurred. 

The  commission  traveled  to  Wilkes-Barre  to  meet 
with  selected  members  of  the  Luzerne  County  Medical 
Society  approximately  one  year  after  the  flood.  By  then 
many  of  the  anecdotal  experiences  had  lost  their  flavor, 
and  the  commission  could  concentrate  on  hard  facts.  It 
was  confirmed  by  the  end  of  that  meeting  that  two  im¬ 
portant  elements  were  lacking  in  Luzerne  County — 
command  and  communication.  In  Wilkes-Barre  the 
flooding  had  been  more  severe,  and  telephone  service 
had  been  disrupted  both  within  the  immediate  area  and 
in  nearby  communities.  The  radio  networks  set  up  by 
Civil  Defense  were  housed  in  a  sub-basement  in  one  of 
the  lowest  points  in  Wilkes-Barre — one  of  the  first 
areas  to  be  flooded.  The  same  was  true  of  the  answer¬ 
ing  service  in  the  county  medic-al  society  building.  In¬ 
cidentally,  this  situation  would  recur  in  the  event  of 
another  major  flood. 

Direct  links  to  the  outside  world  from  Wilkes-Barre 
were  via  television  and  radio  from  Scranton.  This 
caused  unexpected  problems,  since  any  radio  or  TV 
request  for  medical  support  produced  an  exaggerated 
response  from  distant  communities.  One  doctor  in  a 
school  first-aid  station  requested  a  dozen  tetanus 
booster  shots.  Instead  he  received  1,000.  When  ten  cots 
were  requested,  a  hundred  arrived.  Supplies,  often  of 
the  wrong  kinds,  piled  up  in  various  areas;  while  some 
needed  supplies  came  too  late.  A  request  by  a  young 
lady  for  birth  control  pills  was  quickly  honored,  but  the 
quantity  received  was  adequate  for  half  of  the  commu¬ 
nity. 

Another  communications  problem  was  that  some 
doctors  turned  to  Civil  Defense,  others  to  the  medical 
society.  Yet  neither  medical  command  maintained  a 
base  of  operation,  making  effective  location  impos¬ 
sible.  Two  hospitals  evacuated  their  patients  to  another 
institution.  Soon  thereafter  elderly  people  from  a 
nearby  nursing  home  were  evacuated  to  one  of  the  hos¬ 
pitals  which  had  just  been  emptied.  These  conflicting 
events  apparently  occurred  because  of  independent, 
uncoordinated  medical  decisions. 

Another  enigma  was  the  abuse  of  sirens  by 
ambulances  and  medical  groups,  since  there  were  very 
few  real  medical  emergencies  during  the  flood.  Fatigue 
compounded  the  problems — especially  for  the  praise¬ 
worthy  young  volunteers.  As  the  hurricane  reached  dis¬ 
aster  proportions,  these  dedicated  young  people 
worked  around  the  clock  and  inevitably  became  inef¬ 
fective,  disgruntled,  and  disorganized.  An  important 
responsiblity  of  medical  command  would  be  to  require 
workers  to  sleep  eight  hours  out  of  every  twenty-four. 

Although  the  commission  did  not  evaluate  the  role  of 
government  in  the  flood,  it  appeared  that  the  local 
government  was  too  busy  reacting  to  problems 
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presented  to  them  to  prevent  further  problems  from  oc¬ 
curring.  State  government  agencies  seemed  to  be  inef¬ 
fectual,  both  because  they  had  no  prepared  disaster 
plan  and  because  they  could  not  communicate  with 
area  physicians  and  vice  versa.  The  federal  govern¬ 
ment  responded  to  the  diaster  in  a  magnified  way — 
dumping  supplies  and  help.  A  member  of  the  U.  S. 
House  of  Representatives  decided  that  typhoid  inocula¬ 
tions  were  needed,  and  an  appeal  was  broadcast  by 
radio  and  television.  Public  health  experts  considered, 
both  at  the  time  and  in  retrospect,  that  typhoid  inocula¬ 
tions  were  unwarranted,  but  it  was  difficult  to  persuade 
the  public  that  radio  reports  were  inaccurate.  In  addi¬ 
tion,  the  military  refused  to  let  people  return  to  their 
homes  after  the  flood  subsided  unless  they  could  show 
proof  of  recent  typhoid  inoculation.  Coordination  be¬ 
tween  various  government  and  nongovernment  organi¬ 
zations  providing  disaster  relief  was  lacking. 

Nor  was  the  Pennsylvania  Medical  Society  immune. 
Apparently,  the  Board  of  Trustees  took  action  on  the 
executive  level  without  consultation  with  the  Commis¬ 
sion  on  Emergency  Medical  Services.  Communication 
between  the  Board  and  the  commission  was  impossible 
because  of  flooding  in  Harrisburg. 

In  summary,  everybody  did  a  good  job  under  the  cir¬ 
cumstances  and  medical  care  was  not  lacking. 
Deficiencies  which  existed  then  can  be  avoided  in  the 
future  by  expert  preplanning.  Command  and  Com¬ 
munications  must  be  the  backbone  of  any  disaster  plan. 
The  Philadelphia  Regional  Emergency  Medical  Disas¬ 
ter  Operations  Plan  stresses  this  point,2  but  those  who 
designed  the  plan  are  quick  to  point  out  that  should 
telephone  communications  be  lost  in  the  Philadelphia 
area,  the  plan  would  inevitably  be  less  effective.  Ideal¬ 
ly,  counties  or  areas  should  develop  command  posts 
using  two-way  radio  communication  to  the  area  hospi¬ 
tals,  medical  society  answering  services,  police  and 
fire  departments,  municipal  government,  Civil  Defense, 
and  others.  There  should  be  a  mechanism  in  the  com¬ 
mand  post  to  communicate  with  medical  facilities  away 
from  the  disaster  area,  and  all  medical  supplies  should 
be  distributed  under  the  direction  of  the  command  post. 
The  commission  is  concerned  about  implementation  of 
such  a  program  except  in  isolated  parts  of  the  Com¬ 
monwealth  because  of  lack  of  interest  at  the  county 
medical  society  level.  Nevertheless,  the  Pennsylvania 
Medical  Society,  the  Pennsylvania  Osteopathic  Medical 
Association,  the  Pennsylvania  Pharmaceutical  Associa¬ 
tion,  the  Hospital  Association  of  Pennsylvania,  the 
Pennsylvania  Department  of  Health,  civil  defense  of¬ 
ficials,  and  others  should  reconvene  in  an  attempt  to 
develop  a  medical  disaster  plan  in  the  event  Hurricane 
Agnes  or  another,  perhaps  larger,  disaster  occurs. 

Since  money  and  dedication  are  needed  to  prepare 
an  adequate  medical  disaster  plan  for  Pennsylvania, 
perhaps  the  Governor’s  Office  should  take  on  this  re¬ 
sponsibility. 

REFERENCES 

1.  “Emergency  Medical  and  Health  Services  in  Pennsylvania.''  PENNSYL¬ 
VANIA  MEDICINE,  June  1971. 

2.  Bouzarth,  W.F.;  Mariano,  J.P.  Philadelphia  Regional  Emergency  Medical 
Disaster  Operation  Plan  (PREMDOP.)  Archives  of  Environmental  Health, 
18:203,  1969. 


Industrial 

Physician 


Consider  the  position  of  examining  physician* 
j  at  a  major  DuPont  plant.  Long  recognized 
as  national  leaders  in  industrial  medicine  and 
plant  safety,  DuPont  locations  feature  excellent 
facilities. 

Work  load  includes  routine  examinations, 
medical  treatments,  even  some  minor  surgery 
treatment.  Administrative  and  supervisory 
responsibility  round  out  your  day.  Attractive 
salary  and  benefits,  pleasant  location,  and  yes, 
peace  of  mind. 

Vacancies  at  Berg  Electronics  Products  Divi¬ 
sion,  New  Cumberland,  Pa.,  plus  other 
locations. 

For  consideration,  write:  H.  P.  Joslyn,  Jr., 
DuPont  Company,  Room  23993,  Wilmington, 
Delaware  19898.  An  Equal  Opportunity 
Employer  M/F^ 
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classifieds 


PHYSICIANS  WANTED 

Orthopedic  Surgeon  Wanted — Associate  for  well-es¬ 
tablished  orthopedic  clinic.  Eastern  Pennsylvania. 
Under  37  years.  Partnership  after  IV2  years.  No  invest¬ 
ment  needed.  Board  eligibility  required.  Write  Depart¬ 
ment  612,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Emergency  Room  Physicians — Needed  to  complete 
eventual  emergency  department  of  four  full  time 
physicians.  Modern  expanding  250-bed  fully  accredited 
hospital,  150  miles  north  of  Pittsburgh.  Small  town, 
good  schools,  great  hunting  and  fishing  country.  Con¬ 
tact:  Sister  M.  Raphael,  O.S.B.,  Administrator,  Andrew 
Kaul  Memorial  Hospital,  St.  Marys,  Pennsylvania  15857. 
Telephone:  (814)  781-7500. 

Wanted:  Orthopedic  surgeon  for  modern,  air-condi¬ 
tioned,  fully  equipped  office,  directly  across  from  hos¬ 
pital  in  eastern  Pennsylvania  university  town.  Take  over 
office  of  established,  thriving  practice.  Available  imme¬ 
diately.  Write  Dept.  634,  PENNSYLVANIA  MEDICINE,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 

Internist,  dermatologist,  psychiatrist — Board  Certified 
or  Board  eligible.  To  join  group  with  modern  offices  in 
beautiful,  rapidly  growing  university  community  with 
full  hospital  privileges  available.  Write:  Ralph  J.  Miller, 
M.D.,  Heatherbrae  Square,  Indiana,  Pa.  15701. 

Internist  or  general  practitioner  wanted  to  take  over 
center  city  Philadelphia  office.  Large  number  of  execu¬ 
tive  annual  and  pre-employment  examinations  in¬ 
cluded.  Write  Department  641,  PENNSYLVANIA  MEDI¬ 
CINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Tired  of  the  Rat  Race?  Would  you  exchange  your  im¬ 
pending  coronary  for  37V2  hours  work  per  week  at  an 
adequate  salary?  General  Practitioners  needed  for 
medical  care  of  psychiatric  and  geriatric  patients.  Con¬ 
tact:  Superintendent,  Mayview  State  Hospital,  Bridge- 
vi lie.  Pa.  15017.  Telephone:  (412)  343-2700. 

Wanted:  Associate,  assistant,  or  partner.  Need  assist¬ 
ance  in  sharing  patient  load  in  general  internal  medi¬ 
cine.  Nothing  to  buy.  Nothing  to  sign.  Practice  grown 
too  large  to  handle  alone.  Write  Dept.  642,  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Family  Practice,  Internist,  Ophthalmologist — Needed  in 
college  town  with  drawing  population  of  25,000  located 
at  intersection  of  1-79  and  1-80.  Growing  area,  clean  air, 
good  schools  in  Western  Pennsylvania.  U.S.  Citizenship 
required.  Guarantee  negotiable.  Contact:  Mr.  J.  A. 
Colaizzi,  administrator,  Grove  City  Hospital,  Grove  City, 
Pa.  16127.  Telephone  (412)  458-7132. 


Industrial — Family  Practice  M.D.  Only — Excellent  1-2 
man  practice  grossing  $100,000  with  $35,000  retainer 
from  large  steel  corporation  using  their  fifteen  room 
clinic  located  in  attractive  area  30  miles  south  of  Pitts¬ 
burgh.  Present  physician  relocating  but  will  help  in¬ 
troduce.  Write  Department  639,  PENNSYLVANIA  MEDI¬ 
CINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Emergency  Room  Physician — Outstanding  opportunity 
in  modern  150-bed  community  hospital  located  in  Cen¬ 
tral  Pennsylvania,  college  town,  home  of  Bucknell  Uni¬ 
versity.  Pennsylvania  license  required.  Write  or  call 
collect,  George  Rinck,  M.D.,  or  Stephen  Rembrandt, 
Evangelical  Community  Hospital,  Lewisburg,  Pa. 
17837.  Telephone:  (717)  523-1241. 

Physicians  Wanted — St.  Marys,  Pa. — Physicians 
needed  in  emergency  room,  obstetrics,  family  practice, 
and  general  practice.  Fully  accredited,  150  miles  north 
of  Pittsburgh.  Good  hunting,  fishing,  and  camping 
country.  Growing  area,  good  schools.  Sister  M. 
Raphael,  O.S.B.,  Administrator,  Andrew  Kaul  Memorial 
Hospital,  St.  Marys,  Pennsylvania  15857.  Telephone: 
(814)  781-7500. 

FOR  SALE 

Manual — "Manual  of  Routine  Orders  for  Medical  and 
Surgical  Emergencies  (A  New  Concept  Designed  to 
Save  Lives).”  Price  $9.50.  Contact:  Warren  Green 
Publishing  Corp.,  10  South  Brentwood  Ave.,  St.  Louis, 
Missouri  63105. 

Professional  offices  and  equipment — located  near  63rd 
St.  and  Lancaster  Ave.  Three  story  dwelling,  second 
and  third  floor  tenant-occupied.  Office  located  on  first 
floor,  completely  renovated.  Patients  waiting.  For  fur¬ 
ther  information,  telephone  (215)  985-8930. 


FOR  RENT 

Vacation  apartment — Ocean  City,  N.J.  Beautiful  for  ele¬ 
gant  living.  Beach  front.  Air  conditioned.  Burglar 
system.  W/w  carpets,  modern  bath  and  kitchen.  Sleeps 
6.  Season,  monthly,  minimum  2  weeks  rental.  Tele¬ 
phone  (215)  425-8343. 

FOR  SALE  OR  RENT 

Physician’s  Office — deceased  Ob/Gyn  specialist.  New 
red  brick  corner  property.  Enclosed  porch,  waiting 
room,  nurse’s  station,  two  bathrooms,  three  examining 
rooms,  two  doctor’s  offices.  Wall-to-wall  carpet,  panel¬ 
ing,  equipment — all  new.  Second  floor  separate  en¬ 
trance  apartment,  all  new  wall-to-wall  carpet  and 
equipment  (rented).  Contact  Ella  S.  Meloro,  2705 
Stoney  Creek  Rd.,  Broomall,  Pa.  19008. 
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the  balanced  bronchodilator 

•  Quibron  Plus  provides  a  balance  of 
bronchodilation,  sedation,  and  expec¬ 
torant  activity  in  a  unique  formulation 

•  theophylline  PLUS  ephedrine  for  relief 


•  PLUS  glyceryl  guaiacolateto  facilitate 
expectoration 

*  PLUS  butabarbital,  the  mild, 
intermediate-acting  sedative 


QUIBRON  PIUS' 

Each  capsule  or  tablespoon  (15  ml.)  elixir  contains: 
theophylline  (anhydrous)  150  mg.,  glyceryl  guaia- 
colate  100  mg.,  ephedrine  HCI  25  mg.,  and  butabar- 
bital  20  mg.  (Warning:  may  be  habit-forming).  Elixir: 
alcohol  15% 


for  comprehensive  relief 
in  many  bronchospastic  disorders 


Indications:  Based  on  a  review  of  a 
similar  drug  by  the  National  Acad¬ 
emy  of  Sciences— National  Research 
Council  and/or  other  information, 
FDA  has  classified  the  indications 
as  follows: 

“Possibly”  effective:  bronchial 
asthma;  bronchitis,  bronchiectasis, 
and  emphysema  in  which  broncho- 
spasm  is  present;  the  relief  of  bron- 
chospasm;  hay  fever;  nasal  allergy; 
or  for  use  as  an  expectorant. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur¬ 
ther  investigation. 


Dosage:  Adults:  1-2  capsules  or  1-2 
tablespoons  elixir  2-3  times  daily.  Chil¬ 
dren  8  to  12:  1  capsule  or  1  tablespoon 
elixir  (15  ml.)  2-3  times  daily.  Children 
under  8:  Up  to  Vz  teaspoon  (2.5  ml.) 
elixir  per  10  lb.  body  weight,  2-3  times 
daily.  Dosage  should  be  adjusted  on 
an  individual  basis. 

Contraindications:  Contraindicated  in 
patients  who  are  sensitive  to  any  in¬ 
gredient  of  the  formulation. 
Precautions:  Do  not  administer  more 
frequently  than  every  6  hours,  or  within 
12  hours  after  rectal  dose  of  any  prep¬ 
aration  containing  theophylline  or 
aminophylline.  Do  not  give  other  com¬ 
pounds  containing  xanthine  deriva¬ 
tives  concurrently.  Use  cautiously  in 
patients  with  cardiovascular  disease, 
hypertension,  hyperthyroidism,  pros¬ 
tatic  hypertrophy,  hepatic  disease,  im¬ 
paired  renal  function,  glaucoma,  dia¬ 
betes.  Do  not  exceed  recommended 
dose.  Be  aware  of  the  possible  effects 
from  concomitant  doses  of  other  sym¬ 
pathomimetic  amines.  Caution  parents 
against  overdosage  in  children. 
Adverse  Reactions:  Theophylline  may 
exert  some  stimulating  effect  on  the 
central  nervous  system.  Its  adminis¬ 
tration  may  cause  local  irritation  of  the 
gastric  mucosa,  with  possible  gastric 
discomfort,  nausea,  and  vomiting.  Tak¬ 
ing  Quibron  Plus  after  meals  may  help 
avoid  such  disturbances.  Central  Ner¬ 
vous  System:  Nervousness,  jitteriness, 
vertigo,  and  sedation;  Cardiovascular: 
Tachycardia  (palpitation);  Miscellane¬ 
ous:  Precordial  pain. 

How  Supplied:  Elixir  in  bottles  of  1  pint; 
capsules  in  bottles  of  100. 


LABOR  ATO  RIBS 


©1973  MEAD  JOHNSON  &  COMPANY 
EVANSVILLE,  INDIANA  47721  U.S.A.  734022 


Politics 
and 

Medicine 
Must  Mix! 


How  many  times  have  you  heard  politics 
and  medicine  don’t  mix — or  maybe  even 
said  it  yourself? 

Maybe  it  was  true  years  ago  but  things 
have  changed.  You  have  to  get  involved 
politically  or  you  won’t  have  a  profes¬ 
sion  to  be  interested  in! 

PaMPAC  is  the  way  to  protect  your  fu¬ 
ture.  We  support  candidates  who  sup¬ 
port  you  and  your  patients. 

Join  us  in  1974 — we  can  go  a  long 
way — TOGETHER. 

If  you  have  not  already  joined,  send  your 
$25  check  to: 

PaMPAC 
P.  O.  Box  295 


Seventh 
Annual 

EAGLEVILLE  CONFERENCE 
on 

ALCOHOLISM  AND  DRUG 
ADDICTION 

Friday,  June  7,  1974 
9  A.M.  to  4:30  P.M. 

Eagleville  Hospital  and 
Rehabilitation  Center 
Eagleville,  Pa. 

(near  Philadelphia) 

MORNING 

Thirty  distinguished  experts  in  the  fields  of 
treatment,  training  and  research  will  report 
data,  conclusions  and  recommendations  from 
two  previous  days  of  rigorous  examination  of 
these  issues: 

•  Combined  treatment  of  alcoholism  and 
addiction 

•  Cross  addiction  and  polydrug  use 

•  Mental  illness  and  addiction 

DR.  GRIFFITH  EDWARDS,  M.A.,  D.M.,  D.P.M., 
Addiction  Research  Unit,  Maudsley  Hospital, 
London,  England,  will  deliver  the  Donovan 
Lecture. 

AFTERNOON 


Registrants  will  choose  from  40  small  work¬ 
shops  designed  to  provide  experience-based 
answers  to  specific  problems. 

Advance  Registration  Required. 

$25  including  luncheon 


Seventh  Annual  Eagleville  Conference 
Eagleville  Hospital  and 
Rehabilitation  Center 
Eagleville,  Pa.  19408 
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PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 

It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
teplacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non¬ 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
,31l  resin  sponge  uptake,  T3  13,l  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  Va  grain;  14  grain;  scored  1 
grain;  114  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 

/T\  WARNER/CHILCOTT 

wc  Division,  Warner-Lambert  Company 
V ]  J  Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY: 

ARE  PATIENTS 
SETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid®  (thyro- 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


SAMUEL  H.  DAROFF  DIVISION 
ALBERT  EINSTEIN  MEDICAL  CENTER 


Fifth  and  Reed  Streets,  Philadelphia,  Pennsylvania  19147 

.  .  .  commemorates  its  75th  anniversary  with  the 

2nd  Annual  BENJAMIN  LIPSHUTZ  MEMORIAL  SURGICAL  LECTURESHIP*  , 

.  .  .  sponsored  by  the  Daroff  Department  of  Surgery 

THURSDAY,  MAY  30,  1974  •  1  P.M.  •  MAIN  AUDITORIUM,  SECOND  FLOOR 


Moderator:  Charles  Fineberg,  M.D.,  chairman,  Daroff  Department  of  Surgery;  Professor 

of  Surgery,  Thomas  Jefferson  University 


Topic:  “Surgery  Training:  Past  and  Future” 


Speaker:  John  Y.  Templeton  III,  M.D.,  Professor  of  Surgery,  Thomas  Jefferson  Univer¬ 

sity;  President,  Philadelphia  County  Medical  Society  and  the  Philadelphia 
Academy  of  Surgery 


RESERVATIONS  -  Call  -  Department  of  Surgery  • 

Samuel  H.  Daroff  Division  •  Albert  Einstein  Medical  Center  •  (215)  465-1100,  ext.  392 

*Approved  for  AMA  Category  One  Credit. 

ATTENDANCE  LIMITED  TO  PHYSICIANS  AND  PARAPROFESSIONALS 


COLD  FEET 
LEG  CRAMPS 
TINNITUS 

DISCOMFORT  ON  STANDING 


LIRO-NICIN 


gives  you  a  choice  for 

or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/lOO  mg.  LIPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg.  Nicotinic  Acid . 250  mg. 

Niacinamide  .  75  mg.  Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg.  Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l) -  25  mg.  Thiamine  HCL  (B-l) _ 25  mg. 

Riboflavin  (B-2)  .  2  mg.  Riboflavin  (B-2)  .  2  mg. 

Pyridojune  HCL  (B-6)  10  mg.  pyridoxine  HCL  (B-6)  ...  10  mg. 

SSfn.L/c  Vwi  6tS  son  DOSE:  1  to  3  tablets  dai|7‘ 

MKH1*81*  B°tt  6S  °f  10°’  5°°'  AVAILABLE:  Bottles  of  100,  500, 

iooo  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l) _ 25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 

DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LI  P0- N I  Cl  N  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 
(awoWIJfcTHF  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057  [POR 


' 

* 


Before  prescribing,  please  consult 
complete  product  information,  a  summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and 
tension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  oper¬ 
ating  machinery,  driving).  Though  physi¬ 
cal  and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp¬ 
toms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac¬ 
tions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi¬ 
atric  patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat¬ 
ment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 


cially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a  few  instances  syn¬ 
cope  has  been  reported.  Also  encoun¬ 
tered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extra  pyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc¬ 
tion;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5  or  10  mg  t.i.d.  or  q.i.d .;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatrid  patients.- 
5  mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz¬ 
epoxide)  Tablets,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and. tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

irv*  up  to  100  mg  daily  in 
LlUrlUl  1 1  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa¬ 


tient,  thereby  encouraging  physician- 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium8 10-mg  capsules 

(chlordiazepoxide  HCI) 
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PHYSICIANS  CAUTIONED  ON  FEE  INCREASES  The  Board  of  Trustees  on  May  15 

adopted  a  recommendation  that  ’’members 

examine  their  fees  in  light  of  their  costs;  that  they  view  themselves  as  economic  forces 
in  the  community  where  they  live  and  serve;  and  that  they  relate  their  fees  to  the 
economic  realities  of  their  practice  in  such  a  way  that  they  can  freely  discuss  them  with 
their  patients .  ”  The  demise  of  Phase  IV  restrictions  on  the  health  industry  caused  the 
Board  to  adopt  the  statement  and  to  further  urge  that  members  of  hospital  medical 
staffs  take  the  message  of  cost  moderation  into  the  hospitals  where  they  work . 

BOARD  ADOPTS  HEALTH  CARE  POLICY  STATEMENT  A  policy  statement  on 

Pennsylvania’s  health  care 

matters  to  be  presented  to  both  major  political  parties  was  approved  by  the  Board  of 
Trustees  in  May.  It  calls  for  the  establishment  of  a  strong  Department  of  Health,  a 
separate  Department  of  Mental  Health ,  and  passage  of  the  Medical  Practice  Act .  The 
full  text  of  the  position  paper  will  appear  in  the  August  issue  of  PENNSYLVANIA 
MEDICINE . 

BOARD  SUPPORTS  ACUPUNCTURE  LEGISLATION  The  Board  of  Trustees  gave  its 

support  to  H .  B  .  2314,  new 

legislation  which  would  permit  acupuncture  only  by  physicians  or  persons  directly 
supervised  by  physicians  and  places  regulation  of  acupuncture  under  the  State  Board 
of  Medical  Education  and  Licensure . 

DPW  DEPUTY  RESIGNS  William  B.  Beach,  Jr. ,  M.D. ,  deputy  secretary  for  mental 

health  and  medical  health  services  in  the  Department  of 
Public  Welfare  has  resigned  effective  June  4.  His  successor  has  not  yet  been  named. 

He  has  accepted  a  position  as  director  of  a  psychiatric  hospital  in  Vermont. 

HMO  REGULATIONS  PUBLISHED  The  Department  of  Health,  Education,  and  Welfare 

May  8  published  proposed  regulations  implementing 
the  Health  Maintenance  Organization  Act  of  1973.  Established  prepaid  group  practices 
are  expected  to  request  time  to  phase  in  mandatory  benefits  which  they  do  not  now  offer. 
The  April  and  May  issues  of  PENNSYLVANIA  MEDICINE  carried  articles  explaining  the 
new  law. 

MALPRACTICE  HEARINGS  SCHEDULED  A.  Reynolds  Crane,  M.D. ,  Society  president 

elect,  will  testify  for  the  Society  at  hearings 
scheduled  by  the  Insurance  Department  June  17  and  18  in  Philadelphia  on  the  subject 
of  medical  malpractice  loss  prevention  programs  .  Representatives  of  Argonaut 
Insurance  Co. ,  underwriter  of  the  Society’s  program,  will  explain  its  Medical  Alert 
Communications — a  service  for  all  insured  physicians ,  malpractice  seminars ,  and  other 
loss  prevention  activities . 

ARGONAUT  TO  SEEK  RATE  INCREASE  Sometime  after  the  June  17-18  malpractice 

hearings  in  Philadelphia,  Argonaut 

Insurance  Co. ,  underwriter  of  the  Society’s  professional  liability  insurance  program, 
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will  seek  an  increase  in  rates .  Current  rates  are  five  years  old .  At  its  May  meeting 
the  Society’s  Board  of  Trustees  endorsed  a  recommendation  from  the  Commission  on 
Professional  Liability  Insurance  that  the  rate  increase  be  supported .  Exact  amounts 
will  be  set  after  the  hearings . 

ACUPUNCTURE  TRAINING  COURSE  APPROVED  A  clinical  training  program  in 

acupuncture  therapy  for  physicians 

has  been  approved  by  the  Pennsylvania  State  Board  of  Medical  Education  and  Licensure. 

To  be  conducted  by  Teruo  Matsumoto,  M.D. ,  professor  of  surgery  at  Hahnemann  Medical 
College  and  Hospital  and  other  physicians  with  extensive  background  in  acupuncture 
therapy,  the  first  course  begins  at  Hahnemann  the  first  Tuesday  in  August  and  continues 
every  Tuesday  and  Thursday  from  6  to  8  p.m.  and  Saturdays  from  1  to  5  p.m.  for  a 
total  of  8  hours  per  week  for  4  weeks .  The  course  conforms  with  Board  policy  in  that 
it  will  be  conducted  on  a  research  basis  in  the  clinical  setting  of  a  medical  school . 

PARKER  NAME  CHANGE  ANNOUNCED  Parker  &  Company  Inc.  of  Pennsylvania, 

administrator  of  the  Society's  professional 
liability  insurance  program,  has  a  new  name:  Frank  B.  Hall  &  Co.  of  Pennsylvania 
Inc .  While  the  name  change  announcement  is  news ,  Parker  has  been  a  division  of 
Frank  B.  Hall,  one  of  the  world’s  largest  insurance  brokerage  organizations,  for 
several  years .  The  professional  liability  insurance  program  remains  the  same . 

NEW  YORK  MALPRACTICE  SCENE  BRIGHTENS  With  a  new  malpractice  mediation 

bill  mandating  that  all  medical 

malpractice  suits  be  submitted  to  a  mediation  panel  before  a  plaintiff  can  go  to  trial , 
and  with  a  new  underwriter  for  the  professional  liability  insurance  program  of  the 
state  society,  the  grim  malpractice  scene  in  New  York  looks  brighter.  Argonaut 
Insurance  Co . ,  underwriter  for  the  PMS  professional  liability  insurance  program ,  has 
agreed  to  assume  indemnity  responsibilities  July  1,  1974.  The  action  followed  an 
announcement  by  Employers  Insurance  of  Wausau  that  it  could  continue  participation 
in  that  state  society's  program  only  until  a  new  program  could  be  negotiated.  Several 
other  large  insurance  companies  will  combine  with  Argonaut  to  provide  coverage . 

PSRO  PLANNING  CONTRACT  APPLICATIONS  FILED  Eight  Professional  Standards 

Review  Organizations  in  Penn¬ 
sylvania  (in  areas  II,  IV,  VI,  VII,  VIII,  IX,  XI,  XII)  have  filed  planning  contract 
applications  with  the  Department  of  Health,  Education,  and  Welfare  and  should  be 
receiving  answers  during  June.  Of  the  remaining  four  areas,  three  (I,  III,  and  V) 
have  formed  steering  committees  which  are  preparing  applications  with  the  assistance 
of  the  Pennsylvania  Medical  Care  Foundation  in  its  role  as  Peer  Review  Advisory  Center . 

WHO  IS  ELIBIBLE  TO  USE  HOSPITAL  SERVICES?  The  Board  of  Trustees  of  the  Hospital  * 

Association  of  Pennsylvania  has 

approved  a  statement  urging  member  institutions  to  honor  requests  for  diagnostic  and 
treatment  services  of  only  those  professional  individuals  whose  qualifications  meet  the 
requirements  for  admission  to  the  hospital  staff  as  provided  by  the  hospitals'  bylaws . 

The  statement  came  in  answer  to  a  question  concerning  the  use  of  hospital  facilities — 
principally  laboratory  and  X-ray  services — by  chiropractors  in  the  Commonwealth. 

This  supports  the  position  adopted  by  the  State  Society  on  this  matter . 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
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ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


FRANK  B.  HALL  &  CO. 
OF  PENNSYLVANIA  INC. 

(Formerly  Parker  &  Company) 

(Administrator) 


A  long-term,  physician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 


Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 
it’s  like  having  your  own  insurance  company...  only  better! 


Use  this  coupon  to  secure  an  application 


Name  _ 

Office  Address  _ 

City  _ 

Telephone  _ 

Medical  Specialty  _ 

Date  your  professional  liability 
insurance  expires  _ 


Mail  to: 

Frank  B.  Hall  &  Co.  of  Pennsylvania  Inc. 

1 6 1 6  Walnut  Street.  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice  President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 


Present  Carrier 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com¬ 
plete  product  information,  a  summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi¬ 
tants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with¬ 
drawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn¬ 
drome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6  months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau¬ 
coma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa¬ 
tients.  Caution  against  hazardous  occupa¬ 
tions  requiring'complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis¬ 


orders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti¬ 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in¬ 
gestion  of  alcohol  and  other  CNS  depres-  ! 
sants.  Withdrawal  symptoms  (similar  to  , 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus¬ 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a  psychoneu¬ 
rotic  patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex¬ 
cessive  anxiety,  is  often  accom¬ 
panied  by  depressive  symptom¬ 
atology.  Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re¬ 
lieved,  the  depressive  symp¬ 
toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan¬ 
tages  in  using  Valium  for  the 
management  of  psychoneu¬ 
rotic  anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
«  provement  is  usually  apparent 
in  the  patient  within  a  few 
days  rather  than  in  a  week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad¬ 
dition,  Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz¬ 
ardous  occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho¬ 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed¬ 
time,  Valium  can  offer  an  addi¬ 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso¬ 
ciated  depressive  symptoms 
and  thus  encourage  a  more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 .  Henry  BW,  et  al:  Dis  Nerv 
Syst  JO: 675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J :  Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 
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surveillance  because  of  their  predisposi¬ 
tion  to  habituation  and  dependence.  In 
„  pregnancy,  lactation  or  women  of  child¬ 
bearing  age,  weigh  potential  benefit 
( against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
i  chotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
-  ployed;  drugs  such  as  phenothiazines, 
'narcotics,  barbiturates,  MAO  inhibitors 
*.  and  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over¬ 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo¬ 
pia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re¬ 
actions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb¬ 
ances,  stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso¬ 
lated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


w  Trobioin  ^ 


to  %  Sm  *$**,<f 


acute  , 
gonorrhea 


This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 

It  took  just  one  short  visit. . . 


©  1973  The  Upjohn  Company  J-3437-6 


*Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeoe. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly1;  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andlrobicin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  (spectinomycin  hydrochloride) 
—  For  Intramuscular  Injection: 

2  gm  vials  containing  5  ml  when  reconstituted 
with  diluent. 

4  gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f  For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(6CKUPRINEHCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


The  Rx  that  says 
“  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action: begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  “roller-coaster”  nor  a  “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


ButisolfcouM 

(SODIUM  BUTABARBITAL) 


McNEIL  | 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  orq.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5  cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
©  McN  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg„  100  mg. 


Kefzol 

cefazolin  sodium 

Ampoules,  equivalent  to  1  Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 


newsfronts 


Success  marks  practice  management  seminar 


The  success  of  the  Society’s 
practice  management  seminar  at 
Hershey  May  10-11  led  immedi¬ 
ately  to  the  planning  of  a  repeat 
performance,  tentatively  sched¬ 
uled  for  November  in  Pittsburgh. 
One  hundred  participants,  shown 
to  the  right,  learned  that  careful 
planning  and  effective  manage¬ 
ment  does  improve  the  phy¬ 
sician-patient  relationship  and 
the  ability  to  deliver  quality 
health  care.  Panelists  (in  the  top 
photo,  left  to  right)  Roger  Har¬ 
rison,  Leif  C.  Beck,  LI.B.,  and 
Thomas  E.  Zirkle  all  are  profes¬ 
sional  management  consultants. 
The  Society’s  legal  counsel,  Fred 
Speaker,  Esq.,  participated  in  the 
presentation.  A  limited  number  of 
copies  of  the  textbook  prepared 
especially  for  the  seminar  are 
available  from  the  Council  on  Ed¬ 
ucation  and  Science.  Price  is  $10. 

Category  One  extended 

Five  more  Pennsylvania  hospi¬ 
tals  were  granted  accreditation 
of  their  continuing  education 
programs  at  an  April  meeting  of 
the  Commission  on  Accredita¬ 
tion  of  the  Pennsylvania  Medical 
Society. 

The  following  hospitals  were 
given  authority  to  grant  Category 
One  credit  toward  the  American 
Medical  Association  Physician’s 
Recognition  Award  and  the  PMS 
membership  requirement. 

Harrisburg 

Harrisburg  Polyclinic  Hospital 
Philadelphia 
Eastern  Pennsylvania 
Psychiatric  Institute 
Jeanes  Hospital 
Phoenixville 
Phoenixville  Hospital 

Pittsburgh 

St.  Francis  General  Hospital 


Dr.  Grandon  heads  PSIM 

Raymond  C.  Grandon,  M.D., 
New  Cumberland,  was  installed 
as  president  of  the  Pennsylvania 
Society  of  Internal  Medicine 
(PSIM)  at  its  annual  banquet  on 
March  29.  He  succeeds  Peter  L. 
Saras  M.D.,  of  Hazleton. 

A  past  secretary  and  treasurer 
of  PSIM  and  former  president  of 
its  central  region,  Dr.  Grandon 
currently  serves  as  a  member  of 
the  Society’s  Council,  Executive 


Committee,  and  as  delegate  to 
the  American  Society  of  Internal 
Medicine. 

He  is  president  of  the  Medical 
Bureau  of  Harrisburg,  member  of 
the  Board  of  Trustees  and  Coun¬ 
cilors  of  the  Pennsylvania  Medi¬ 
cal  Society,  and  a  member  of  the 
State  Board  of  Medical  Educa¬ 
tion  and  Licensure. 

Other  officers  elected  for  the 
1974-1975  term  are  James  R. 
Regan,  M.D.,  Bethlehem,  treasur¬ 
er,  and  Peter  N.  Hillyer,  Paoli, 
secretary. 
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How  to  reduce  medicare  paperwork 


I.R.  PERKIN 
Camp  Hill 


YOU  can  play  a 
part  in 
reducing  those 
mountains  of 
medicare  paper 
by  following 
the  author’s 
checklist . . . 
This  is  ‘must 
reading’  for 
you  and  your 
office  staff 
as  is  the  author’s 
previous  medicare 
article  on  page 
14  of  the  January 
1974  issue 


Doctors  are  telling  Pennsyl¬ 
vania  Blue  Shield  (PBS)  in  no  un¬ 
certain  terms  that  they  are  fed  up 
with  paperwork.  This  theme 
recurs  again  and  again  in  our 
daily  contacts  with  the  medical 
community. 

Doctors  are  annoyed,  con¬ 
fused,  and  often  bewildered  by 
paperwork  requirements.  Re¬ 
sentment  mounts  as  paperwork 
makes  more  demands  on  their 
time.  They  feel  that  the  time  spent 
on  forms  does  not  contribute  in 
any  way  to  the  practice  of  medi¬ 
cine,  and  they  feel  it  encroaches 
on  their  prerogatives  as  prac¬ 
ticing  physicians. 

We  at  Blue  Shield  appreciate 
this  concern.  Paperwork  is  the 
vital  communications  link  be¬ 
tween  doctors  and  our  company. 
We  feel  the  problem  is  a  mutual 
one  since  the  more  we  can 
simplify  and  ease  this  workload, 
the  better  we  will  be  able  to 
process  and  pay  claims. 

But,  why  the  problem  in  the 
first  place?  Can  it  be  reduced  or 
at  least  contained?  We  believe 
so. 

Recognizing  that  medicare  is  a 
federal  program  paid  for  with 
public  money,  the  specific  ac¬ 
countability  requirements  of  the 
law  are  easy  to  understand.  The 
Medicare  Law  provides  for  pay¬ 
ment  for  medically  necessary 
services  on  a  reasonable  charge 


basis.  (This  was  explained  in  the 
article  which  appeared  in  the 
January  issue  of  Pennsylvania 
Medicine.)  The  information 
needed  to  process  and  pay 
medicare  claims  stems  directly 
from  these  accountabilities.  A 
third  requirement,  inherent  in 
most  situations  where  the  ex¬ 
change  of  money  for  services 
takes  place,  is  the  need  to  deter¬ 
mine  eligibility  for  medicare 
benefits. 

Generally,  we  find  that  doctors 
and  their  office  assistants  who 
take  the  time  to  really  analyze 
and  do  their  paperwork  with 
these  broad  requirements  in 
mind  have  very  few  complaints. 
They  have  little  difficulty  in  their 
dealings  with  Blue  Shield.  The 
paperwork  exchange  with  us  is 
minimized  because  the  informa¬ 
tion  we  need  is  on  the  claim  when 
it  first  comes  in.  We  don’t  have  to 
call  or  write  for  additional  facts. 
This  means  that  their  claims  can 
be  processed  promptly. 

Let’s  look  at  some  specifics 
which  can  help  you  and  your  of¬ 
fice  assistant  ease  your  medicare 
paperwork  headaches.  What  can 
the  doctor  do?  What  should  his 
office  assistant,  nurse  or  book¬ 
keeper  be  expected  to  know? 
What  pitfalls  should  be  avoided? 
How  can  we  improve  the  com¬ 
munication  between  you,  the  pro¬ 
vider,  and  PBS,  the  agency 
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responsible  for  payment?  Here 
are  seven  simple  tips  which,  if 
followed,  can  go  a  long  way 
toward  alleviating  the  problem. 


Show  Type  of  Visit  on  Bill 

Payment  is  delayed  on  one  out 
of  every  ten  claims  received 
because  we  must  contact  the 
doctor  or  patient  to  obtain  miss¬ 
ing  information.  With  an  average 
of  13,000  claims  coming  in  every 
day  this  means,  at  a  minimum, 
1,300  more  pieces  of  paper 
shuffled  daily  just  to  obtain  infor¬ 
mation  missing  on  original 
claims. 

Heading  the  list  of  items 
missed  is  the  absence  of  an  in¬ 
dication  of  the  Type  of  Visit  for 
which  reimbursement  is  claimed. 
Why  should  this  be  described? 

Doctors’  profiles,  which  form 
the  basis  of  payment,  are  devel¬ 
oped  and  recorded  from  past 
charges  for  medical  care  visits 
categorized  as  brief,  intermedi¬ 
ate,  or  extended.  If  you  don’t  tell 
us  the  type  of  visit,  we  can’t  relate 
the  reported  service  to  your 
profile.  Result:  DELAY.  Plus,  your 
paperwork  load  as  well  as  ours 
grows  when  we  try  to  obtain  the 
needed  information.  (Page  50  of 
your  copy  of  the  Pennsylvania 
Blue  Shield  Procedure  Terminol¬ 
ogy  and  Manual  spells  out  defini¬ 
tions  in  case  there  is  any  ques¬ 
tion  on  how  to  report  Type  of 
Visit.) 


Itemize  your  Bills 

Next  on  the  list  of  inhibitors  to 
prompt  payment  is  the  need  for 
itemized  charges.  Again,  doctors’ 
profiles  used  to  determine  pay¬ 
ment  are  based  on  charges  for  in¬ 
dividual  services.  We  thus  are  un¬ 
able  to  relate  charges  for 
grouped  services  to  profiles  for 
payment.  We  must  know  your 
charge  for  each  service  reported. 

Further,  when  you  charge  for 
laboratory  services,  tell  us  where 
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Doctor,  you  and  your  of¬ 
fice  staff  can  reduce 
medicare  paperwork — 
here’s  how.  Be  sure  to 
read  this  article  and 
make  it  available  to  your 
aides. 


the  service  was  performed.  If  it 
was  done  in  an  independent  lab¬ 
oratory — show  the  address  (we 
need  this  to  resolve  duplicate 
billing  and  certification  problems 
that  frequently  arise.) 

State  Diagnosis 

We  need  a  stated  diagnosis  in 
order  to  determine  that  the  serv¬ 
ices  were  medically  necessary. 
When  it  is  impossible  to  state  a 
diagnosis,  provide  a  brief  state¬ 
ment  of  physical  findings  and/or 
symptoms  to  indicate  that  serv¬ 
ices  provided  (especially  labora¬ 
tory  work)  were  medically  neces¬ 
sary. 

State  Circumstances  for  Unusual 
Services 

The  medicare  program  has 
certain  limitations  on  services  for 
chronic  conditions.  When  a  case 
is  acute,  or  involves  unusual  cir¬ 
cumstances,  the  limitations  are 
less  severe.  Thus,  higher  levels 
of  care  (extended  visits  rather 
than  brief  or  intermediate)  or 
increased  frequency  of  service 
(numerous  or  daily  visits)  should 
be  explained.  Claims  processing 
is  simplified  when  you  relate 
extra  charges  or  services  to  un¬ 
usual  circumstances. 

Use  a  Typewriter 

Deciphering  poor  handwriting 
is  a  continuing  problem.  Claims 
are  sometimes  delayed  because 
of  illegible  writing.  Have  your 


claims  or  bills  typed  if  at  all  pos¬ 
sible.  If  you  can’t  have  them 
typed,  please  print.  Of  the  claims 
received  last  year,  nearly  half  of 
the  assigned  and  80  percent  of 
the  nonassigned  were 
handwritten.  Extra  paperwork 
caused  by  poor  handwriting  can 
be  substantially  reduced  if  the  in¬ 
formation  you  give  us  is  typed  or, 
at  least  printed. 

Use  Blue  Shield’s  Procedure 
Terminology 

The  Pennsylvania  Blue  Shield 
Procedure  Terminology  and 
Manual  is  the  basic  handbook  for 
both  your  reporting  and  our  in¬ 
ternal  processing.  It  lists  over 
4,500  services  and  procedures 
and  their  procedure  code 
numbers.  When  you  use  this  ter¬ 
minology  and  the  code  number, 
we  know  exactly  what  service  or 
procedure  you  performed  and 
can  determine  quickly  what  to 
pay.  When  you  submit  a  claim  or 
give  a  medicare  patient  a  bill,  be 
sure  to  use  both  the  procedure 
code  number  and  the  short,  ex¬ 
planatory  terminology.  (Look  for 
an  improved  manual  this 
summer.  It  will  contain  some 
short-cuts  to  ease  your  reporting 
workload.) 

Complete  the  SSA  Form  1490 
Properly 

The  SSA  Form  1490  is  the 
basic  Request  for  Medicare 
Payment  form.  On  assigned 
claims  (and  non-assigned  when 
the  1490  is  used  as  your  bill)  we 
must  have  both  doctor  and  pa¬ 
tient  signatures.  We  also  need 


Mr.  Perkin  is  director  of  medicare 
operations  for  Pennsylvania  Blue 
Shield.  This  is  the  second  of  two 
articles  dealing  with  how  Penn¬ 
sylvania  Blue  Shield  reviews 
medicare  claims.  The  first  article 
appeared  on  page  14  of  the 
January  1974  issue  of  PENNSYL¬ 
VANIA  MEDICINE. 


the  patient’s  complete  address 
and  health  insurance  claim 
number. 

You  can  help  by  accepting  as¬ 
signment  and  making  sure  the 
form  is  properly  completed. 
Older  medicare  beneficiaries  are 
particularly  grateful  for  this  as¬ 
sistance.  Even  if  you  don’t  accept 
assignment,  you  can  still  make 
sure  the  Medicare  Request  for 
Payment  form  is  properly  com¬ 
pleted.  Simply  use  it  as  a  bill, 
marking  the  “do  not  accept  as¬ 
signment”  block  and  give  it  to 
your  patient.  These  Medicare 
Request  for  Payment  forms  are 
furnished  with  your  name  and 
identification  number  preprinted 
at  no  charge.  You  can  save 
money  on  printing  costs  by  using 
them. 

The  accompanying  illustra¬ 
tions  show  how  the  same  serv¬ 
ices  are  reported  using  either  the 
Medicare  Request  for  Payment 
form  or  a  typical  doctors  billing 
form.  Adjacent  notes  point  up 
some  of  the  tips  discussed  above. 

Summary 

To  summarize,  paperwork  can 
be  reduced.  The  best  over-all  tip 
we  can  give  is  to  recognize  (and 
accept)  the  fact  that  your  report 
(the  1 490  or  your  bill)  is  an  impor¬ 
tant  element  of  the  medicare  pro¬ 
gram.  It  determines  how  and  f 

when  you  or  your  patient  gets 
paid.  To  minimize  your  paper¬ 
work  “do  it  right  the  first  time”  by  * 

making  sure  your  report 
answers — briefly,  accurately, 
and  legibly — the  classic  repor- 
torial  checklist  questions  of: 

x 

WHO  (Name  of  doctor 
and  patient) 

WHAT  (Itemized  services) 
WHEN  (Dates  of  services)  < 
WHERE  (Place  of  service) 

WHY  (Diagnosis 

or  symptoms) 

HOW  (How  much  - 

Itemized  charges) 
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Medical  cooperative  gains  momentum 


More  than  450  Pennsylvania 
Medical  Society  members  have 
now  joined  the  Pennsylvania 
Medical  Cooperative,  the  newest 
member  benefit  offered  by  the 
State  Society. 

The  goal  of  the  membership 
recruitment  drive,  less  than  two 
months  old,  is  to  recruit  2,000  as 
a  necessary  base  for  operations. 
An  initial  informational  mailing, 
follow-up  telephone  solicitations, 
and  a  ten-minute  slide  show  for 
presentation  to  county  medical 
societies  have  been  used  to 
explain  details  to  members. 

Operation  will  not  begin  until 
2,000  members  have  joined 
through  a  $100  lifetime  mem¬ 
bership  fee.  It  is  expected  this 


goal  may  be  reached  by  fall  of 
this  year,  enabling  activation  of 
the  cooperative  within  six 
months.  A  governing  board  (the 
majority  from  the  co-op  mem¬ 
bership  at  large)  must  be  elected, 
bylaws  finalized,  personnel 
hired,  and  warehouse  space  con¬ 
tracted. 

Savings  for  the  first  line  of 
brand  name  medical  supplies 
should  amount  to  between  30  and 
50  percent.  If  the  cooperative 
proves  as  beneficial  to  members 
as  the  State  Society  expects,  a 
second  line  of  products,  in¬ 
cluding  surgical  supplies  and 
higher  cost  items,  should  gener¬ 
ate  even  greater  savings. 

It  is  important  to  note  that  the 


exact  products  carried  will  be  de¬ 
termined  by  the  membership  it¬ 
self,  generating  larger  savings 
from  the  items  of  greatest 
demand. 

Inventory  control  contracts  will 
be  offered  to  interested 
members.  An  evaluation  of  each 
physician’s  use  of  supplies  and 
available  storage  space  will 
provide  automatic  resupply,  pro¬ 
ducing  further  savings  in  the 
physician’s  office  staff  time. 

Out-of-state  medical  societies 
are  currently  studying  plans  for 
the  development  of  their  own  co¬ 
operatives.  It  is  not  inconceivable 
that  a  national  medical  coopera¬ 
tive  could  result. 

For  further  information  on  the 
Pennsylvania  Medical  Coopera¬ 
tive,  contact  Riegel  Haas  at  Soci¬ 
ety  headquarters. 


Six  year  program  planned 

Lehigh  University  and  Medical 
College  of  Pennsylvania  (MCP) 
have  announced  a  joint  program 
incorporating  a  bachelor  of  arts 
degree  in  biology  and  a  medical 
degree  in  six  years. 

Beginning  in  September  1974, 
the  first  two  years  will  be  spent  at 
Lehigh  with  a  basic  biology- 
oriented  course;  the  second  two 
years  will  be  medical  student 
training  at  MCP;  and  the  final  two 
years  will  be  in  clinical  medicine 
either  at  MCP  or  one  of  its 
affiliated  hospitals. 

The  program  is  so  constructed 
that  students  could  transfer  to 
other  courses  at  the  end  of  the 
first  two-year  period  if  they 
choose  not  to  continue.  Those 
who  do  continue  would  have 
earned  a  B.A.  from  Lehigh  by  the 
completion  of  the  second  two- 
year  period  and  a  combined  B.A. 
and  M.D.  degree  at  the  end  of  the 
entire  six-year  period. 

Inquiries  regarding  the  pro¬ 
gram  may  be  directed  to  Samuel 
H.  Missimer,  director  of  admis¬ 
sions  at  Lehigh  University. 


RALPH  C.  WILDE,  M.D.,  president  of  the  Pennsylvania  Medical  Society,  speaks 
with  participants  at  the  Woman’s  Auxiliary  Annual  Conference  held  at  the  Host 
Inn  in  Harrisburg  in  April.  They  are  (left  to  right):  Mrs.  Raymond  C.  Grandon,  pres¬ 
ident  elect  of  the  woman’s  auxiliary;  Mrs.  Frederick  R.  Gilmore,  president;  Mrs. 
John  K.  Kitzmiller,  conference  co-chairman;  and  Elizabeth  Elmer,  assistant 
professor  of  the  department  of  psychiatry  at  the  University  of  Pittsburgh  School  of 
Medicine,  who  spoke  on  child  abuse.  Dr.  Wilde  brought  the  Society's  official 
greetings  to  conferees. 
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editorials 


Support  the  Foundation 

In  October  of  1970,  the  Pennsylvania  Medical 
Society’s  House  of  Delegates  approved  the  es¬ 
tablishment  of  the  Pennsylvania  Medical  Care 
Foundation.  The  stated  purposes  of  the  Founda¬ 
tion  were  then,  as  they  are  now,  to  initiate  a  pro¬ 
gram  in  Pennsylvania  which  would  meet  the 
requirements  of  the  Bennett  Amendment  for  Pro¬ 
fessional  Standards  Review  Organizations  and  na¬ 
tional  HMO  legislation.  One  of  the  objectives  em¬ 
powered  the  Foundation  to  “negotiate,  establish, 
and  carry  out  contracts  consistent  with  the  Foun¬ 
dation’s  purposes  with  any  person,  group,  associ¬ 
ation,  or  corporation  or  any  branch  or  subdivision 
of  local,  state,  or  national  government.”  It  was 
hoped  that  when  PSRO  legislation  was  enacted, 
the  Foundation  would  be  in  a  position  to  serve  as  a 
state-wide  agency  to  coordinate  activities  in  Penn¬ 
sylvania. 

At  a  special  session  of  the  House  of  Delegates 
in  Harrisburg,  June  9-10,  1973,  regarding  PSRO, 
the  Council  on  Medical  Service  recommended 
“that  the  House  of  Delegates  designate  the  Penn¬ 
sylvania  Medical  Care  Foundation  as  the  official 
organization  responsible  for  assisting-in  an  advi¬ 
sory  capacity  in  the  implementation  of  the  Bennett 
Amendment  in  Pennsylvania.” 

The  efforts  of  the  State  Society  through  the 
Pennsylvania  Medical  Care  Foundation  have 
produced  significant  results.  It  was  announced  on 
March  31,  1974,  that  the  Foundation  has  been 


awarded  a  contract  by  the  Department  of  Health, 
Education,  and  Welfare  for  $243,295.  It  is  intended 
that  the  grant  will  be  used  to  aid  in  the  organiza¬ 
tion  of  PSROs  in  Pennsylvania.  Pennsylvania  has 
the  distinction  of  being  the  first  state  to  have  a 
state-wide  Peer  Review  Advisory  Center  funded  by 
the  federal  government  in  compliance  with  the 
standards  of  the  Bennett  Amendment. 

It  is  incumbent  upon  the  physicians  of  Pennsyl¬ 
vania,  medical  and  osteopathic  alike,  to  make  this 
pilot  project  work  to  the  benefit  of  both  the  public 
and  the  medical  profession.  It  is  our  responsibility 
to  see  that  the  taxpayer’s  money  does  provide 
quality  health  care  to  our  patients.  Likewise,  we 
must  try  to  avoid  the  introduction  of  a  bureaucracy 
which  is  often  fostered  and  fed  by  federal  appro¬ 
priations.  Such  a  bureaucracy  can  only  add  to 
inefficiencies  unresponsive  to  the  needs  of  the 
profession  and  patients  and  will  be  concerned 
only  with  rigid  rules  and  regulations  regardless  of 
the  influence  on  patient  care. 

As  physicians,  we  are  now  in  a  situation 
whereby  we  may  either  serve  our  patients  and  our 
profession  by  cooperation  or  refuse  our  assist¬ 
ance  and  pave  the  way  for  nonprofessional  con¬ 
trols.  Who  knows  better  what  is  in  the  best  interest 
of  the  patient  than  the  practicing  physician?  It  is 
wiser  to  invest  time  and  effort  in  the  Pennsylvania 
Medical  Care  Foundation  now  than  to  find  that,  at 
some  point  in  the  future,  the  government  is  telling 
the  doctor  what  is  best  for  his  patients. 

David  A.  Smith,  M.D. 

Medical  Editor 


correspondence 


Let’s  use  acupuncture 

To  the  editor: 

I  read  with  considerable  interest  the  article  on 
acupuncture  by  Dr.  Matsumoto.  Several  comments 
on  the  substance  and  conclusions  are  warranted. 
First  the  study  on  cervical  and  lumbar  osteoarthritis 
deals  with  a  paltry  number  of  patients.  The  extent  of 
symptomatology  including  presence  or  absence  of 
radiculitis,  previous  surgery,  aggravating  factors, 
age  groups,  compensationitis,  psyche,  etc.  are  not 
mentioned. 

These  conditions  are  characteristically  intermit¬ 
tently  painful  in  nature.  Frequently  the  underlying 
arthritis  is  asymptomatic  and  normal  in  amount  for 
a  particular  age  group.  Several  diagnoses  are 


responsible  for  neck  and  low  back  pain.  To  term  all 
of  the  patients  as  having  lumbar  or  cervical  os¬ 
teoarthritis  is  not  correct. 

The  parameters  for  judging  success  are  vague. 
For  example,  improvement  in  motion  is  difficult  to 
ascertain  in  many  instances  because  of  the  un¬ 
derlying  apprehension  and  guarding  exhibited  by 
many  of  these  patients.  Ranges  of  motion  in  the  low 
back  and  neck  may  vary  in  these  patients  by  several 
degrees  in  the  event  the  examiner  checked  these 
motions  on  more  than  one  occasion  during  a  single 
office  visit. 

The  decrease  in  dosage  and  frequency  in  medi¬ 
cation  is  likewise  nebulous  as  the  correct  medica¬ 
tions  and  dosages  are  presupposed  by  him  to  be 
correct.  The  L-C  neurometer  measures  skin  resis- 
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tance  and  has  been  found  to  be  lacking  in  accuracy 
by  many  acupuncturists.  Perhaps  the  most  precise 
measurement  of  improvement  demonstrated  in  the 
paper  is  the  opinion  of  the  patient  that  he  has 
improved. 

Unfortunately  this  study  proved  nothing  to  me. 
Dr.  Matsumoto  states  that  no  one  was  rendered 
worse.  In  his  series  of  500  patients  no  complica¬ 
tions  are  reported.  Yet  he  cites  control  in  a  medical 
school  atmosphere  “because  the  safety  of  the  pa¬ 
tient  must  be  the  primary  concern.”  Acupuncturists 
tell  us  that  the  procedure  is  totally  safe  and  simple. 
The  executive  director  of  the  National  Acupuncture 
Research  Society,  Dr.  Frank  Warren  of  New  York 
City,  stated  at  the  recent  Hahnemann  symposium 
on  pain  and  acupuncture  that  acupuncture  could  be 
learned  by  a  physician  literally  within  minutes. 

Data  of  the  kind  presented  in  this  paper  will  offer 
the  practicing  physician  false  hopes.  Rather,  the 
proper  course  of  investigation  of  the  efficacy  of 
acupuncture  in  our  state  is  for  several  physicians  of 


all  specialities  to  work  out  protocols  for  use  in  spe¬ 
cific  disorders  in  their  field.  They  should  then  per¬ 
form  acupuncture  on  patients  whom  they  have 
followed  for  long  periods  of  time  and  with  whom 
they  have  failed  for  one  reason  or  other  to  gain  a 
satisfactory  response  to  conventional  therapy.  In 
this  way  the  skeptical  medical  community  would 
amass  substantial  data  within  a  reasonable  period 
of  time.  Acupuncture  is  by  and  large  an  office 
procedure.  Confining  its  use  to  a  medical  school 
setting  is  unnecessary  and  needlessly  prolongs  de¬ 
termination  of  its  worth. 

Thousands  of  citizens  of  Pennsylvania  are 
flocking  in  and  out  of  the  state  for  acupuncture.  The 
medical  community  should  be  in  the  forefront  of  ed¬ 
ucation  and  relief  in  this  matter.  Failure  to  proceed 
quickly  with  the  massive  in-depth  clinical  investiga¬ 
tion  as  outlined  above  only  allows  the  seamier,  un¬ 
trained  element  to  capitalize  on  the  unwary  public. 

J.  Joseph  Danyo,  M.D. 

York 


MEDICAL  GENETICS.  Edited  by  Victor  A. 
McKusick,  M.D.,  and  Robert  Claiborne.  New  York: 
H.P.  Publishing  Company,  1973.  300  pages,  illus¬ 
trated.  $13.95 

A  collection  of  a  series  of  articles  published  in 
Hospital  Practice  from  1969  to  1973,  this  book  was 
written  by  thirty-three  authors.  Beginning  with  a 
short  introduction  by  the  editor  in  which  he  dispels 
some  misconceptions  commonly  associated  with 
genetics,  the  remainder  of  the  text  is  divided  into 
six  sections.  The  material  is  organized  so  that  the 
reader  is  reintroduced  to  genetic  laws  and  mecha¬ 
nisms  of  genetic  abnormalities  prior  to  discussion 
of  the  more  complicated  modes  of  inheritance  and 
syndromes. 

Section  1  deals  with  the  chromosome  and  its 
disorders.  Genetic  descriptions  and  physical 
manifestations  of  syndromes  such  as  Klinefelter’s 
are  presented  and  well-illustrated. 

Section  2,  “Basic  Biochemical  Genetics,”  deals 
with  enzyme  defects,  vitamin-dependent  genetic 
disease  and  hemoglobinopathies.  Of  particular  in¬ 
terest  was  the  chapter  on  pharmacogenetics.  Sev¬ 
eral  of  the  more  common  drugs  (isoniazid, 
coumarin,  and  some  anesthetic  agents)  are  used  in 
an  attempt  to  explain  an  individual’s  varying  reac¬ 
tions  to  the  drug. 

Section  3  titled  “Specific  Biochemical  Dis¬ 
orders”  deals  with  entities  such  as  porphyria, 


mucopolysaccharidoses,  and  defects  of  growth 
hormone.  Section  4  discusses  immunogenetics. 

Section  5,  “Multifactorial  Genetic  Disease,” 
deals  with  those  anomalies  that  are  said  to  “run  in 
families.”  Cleft  lip,  diabetes,  and  schizophrenia  are 
notable  examples. 

Section  6,  “Clinical  Applications  of  Genetic 
Knowledge,”  is  clearly  the  most  useful  to  the  prac¬ 
ticing  physician.  It  is  made  up  of  eight  chapters,  the 
most  interesting  and  applicable  of  which  are 
prenatal  detection  of  hereditary  defects  and 
genetic  counseling.  Amniocentesis  has  made  it  in¬ 
creasingly  possible  to  discover  fetal  diseases. 
Some  diagnoses  are  being  made  early  enough  to 
permit  therapeutic  abortion,  as  in  Tay-Sachs 
disease,  or  to  prepare  for  treatment  of  the  child. 
Genetic  counseling  is  an  important  part  of  medical 
practice.  Once  a  diagnosis  is  established,  of  hemo¬ 
philia  for  example,  parents  often  want  to  know  what 
the  possibility  is  for  birth  of  another  child  with  the 
same  condition.  The  physician  should  be  prepared 
to  advise  or  refer  to  a  genetic  counselor. 

Some  chapters  of  the  book  are  more  readable 
than  others  owing  to  the  multiple  authorship.  No 
chapter,  however,  is  poorly  done.  All  are  well-illus¬ 
trated.  References  and  index  appear  at  the  end  of 
the  book  and  are  adequate. 

David  A.  Smith,  M.D. 

Medical  Editor 
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THE  THIRD  AND  TWELFTH 
COUNCILOR  DISTRICTS 
joined  forces  at  Pocono 
Manor  Inn  on  May  11  to 
discuss  Society  business 
under  the  joint  chairmanship 
of  Orlo  G.  McCoy,  M.D., 
Canton,  trustee  for  the 
Twelfth  District,  and  Ralph 
K.  Shields,  M.D.,  Bethlehem, 
Third  District  trustee.  Ralph 
C.  Wilde,  M.D.,  Society  pres¬ 
ident,  joined  a  group  of  State 
Society  staff  members  to 
brief  physicians  on  legisla¬ 
tive  activities,  the  Founda¬ 
tion,  the  Pennsylvania  Medi¬ 
cal  Cooperative,  and  the  So¬ 
ciety’s  continuing  education 
requirement. 


GOVERNOR  MILTON 
J.  SHAPP  declared 
May  as  High  Blood 
Pressure  Month  and 
was  observed  by  three 
physicians  as  he 
signed  the  proclama¬ 
tion  April  30.  Looking 
on,  left  to  right,  are 
Raymond  C.  Grandon, 
M.D.,  trustee  of  the 
State  Society,  Lee  H. 
Shields,  M.D.,  Harris¬ 
burg,  who  represented 
the  Pennsylvania  Affili¬ 
ate,  American  Heart 
Association,  and  Sec¬ 
retary  of  Health  J. 
Finton  Speller,  M.D. 
This  magazine’s  July 
issue  will  feature  the 
latest  in  hypertension 
information  for  physi¬ 
cians. 


STATE  SOCIETY  activities  set  a  new  pace  during  the 
past  month,  as  members  dealt  with  issues  facing  medi¬ 
cine  in  a  myriad  of  meetings  throughout  the  state.  The 
7974  Officers’  Conference  broke  attendance  records 
Lnd  provided  an  opportunity  for  councils  and  com- 
Im/ffees  to  meet  both  before  and  after  the  session. 
Lhown  here  and  on  the  following  pages  are  the  cam- 
pr3’s  views  of  the  Society  at  work. 


STUDENTS  from  Pennsylvania  Sf«=  | 
University  and  Juniata  College  i-  i 
ter  in  g  medical  school  this  fall  wi=  J 
honored  by  the  Sixth  Councilor  D-  j 
trict  at  a  dinner  meeting  May  W 
Students  heard  Ralph  C.  Wilde,  M.  ,  ! 
Society  president,  speak  at  this  s(L'<j 
enth  annual  event  arranged  by  .< 
Thompson  Dale,  M.D.,  trustee  for  f? 
Sixth  District.  Shown  here,  left  (1 
right,  are  Dr.  Dale,  Dr.  Wilde,  Pel ! 
Wengrovitz,  M.D.,  president  of  f  fc 
Centre  County  Medical  Socie ;  j 
Wesley  D.  Thompson,  M.D.,  pc[] 
president  of  the  Mifflin-Juniata  So  - 1 
ety;  Joseph  Stowell,  M.D.,  past  pre\  [ 
dent  of  the  Blair  Society;  and  Rob^A 
Boron,  president  of  the  Clearfield  S] 
ciety. 


HEARINGS  ON  the  Medical  Practice 
Act,  unanimously  passed  by  the 
House,  drew  the  attention  of  David  S. 
Masland,  M.D.,  Society  vice  presi¬ 
dent,  who  testified;  Robert  H.  Craig, 
Jr.,  director  of  governmental  rela¬ 
tions;  and  LeRoy  C.  Erickson, 
director  of  educational  activities. 
Senate  action  on  the  bill  is  expected 
soon. 


TWO  FATHER-SON  TEAMS  received  special  attention  at  the  dinner, 
which  attracted  100  physicians  and  students.  Shown  left  to  right  are 
Ralph  Pilgrim,  M.D.,  student  health  services  physician  at  PSU;  his  son, 
Paul;  Douglas  Mayers;  and  his  father  Stanley  A.  Mayers,  M.D., 
*  professor  in  the  College  of  Human  Development  at  Penn  State. 


IflALPRACTICE  loss  prevention  was  the  subject  of  a 
A eminar  at  the  annual  meeting  of  the  Pennsylvania 
ociety  of  Anesthesiologists  held  May  10-12  at 
>4 even  Springs  Resort,  Champion.  Shown  above, 
ift  to  right,  are  A.  John  Smither,  vice  president  of 
*,{rank  B.  Hall  and  Co.  of  Pennsylvania,  adminis- 
ator  of  the  Society’s  professional  liability  insur- 
[  nee  program,  and  Eli  P.  Bernzweig,  J.D.,  vice  pres- 
lent  of  Argonaut  Insurance  Co.,  the  program's  un- 
erwriter.  Dr.  Bernzweig  arranged  the  educational 
jminar. 


Panelists  at  Officers’  Conference 


Foundation  meeting  at  Officers’  Conference 


SHOULD  YOU  JOIN  A  UNION?  This 
was  the  question  debated  at  a  recent 
Blair  County  Medical  Society  meeting 
in  Altoona  by  William  Y.  Rial,  M.D.,  of 
Swarthmore,  vice  speaker  of  the  AM  A 
House  of  Delegates,  and  Stanley  S. 
Petersen,  M.D.,  of  Springfield,  Mo., 
president  of  the  American  Federation 
of  Physicians  and  Dentists.  Dr.  Rial, 
right,  said  physicians  are  reacting  to 
the  erosion  of  traditional  individu¬ 
alism  and  pressures  caused  by  in¬ 
creasing  government  regulations, 
which  they  feel  will  adversely  affect 
the  physician  patient  relationship. 
But  he  said  unionization  cannot 
provide  answers  for  physicians  as 
well  as  the  AM  A,  and  pointed  out  that 
the  AM  A  structure  permits  the  county 
and  state  medical  societies  to  func¬ 
tion  freely,  while  organized  labor  sets 
policy  nationally  controlling  local 
units.  Dr.  Petersen,  left,  told 
physicians  he  supports  the  AMA  as  a 
delegate,  but  said  physicians  need  a 
decision  making  and  action  taking 
body  which  expects  compliance  with 
majority  decisions.  Government  con¬ 
trol,  he  said,  makes  such  organized 
activity  necessary. 


John  F.  Rineman  reports 


First  District  meets 


other 
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still  hurts. 

After  episiotomy  or  Caesarean  section, 
Empirin®  Compound  with  Codeine  every  four 
hours  can  help  to  keep  mother  comfortable. 

Empirin  Compound  with  Codeine  is  available 
in  dosage  strengths  to  relieve  all  degrees 
of  moderate  to  severe  pain,  up  to  that  requiring 
morphine  or  its  equivalent,  and  is  effective 
for  visceral  as  well  as  musculoskeletal 
pain.  The  codeine  component  provides  an 
antitussive  bonus,  when  coughing  could  put 
unwanted  stress  on  sutures. 

prescribing  convenience:  up  to  5  refills 
in  6  months,  at  your  discretion  (unless 
restricted  by  state  law);  by  telephone 
order  in  many  states. 

Empirin  Compound  with  Codeine  No.  3, 
codeine  phosphate*  32.4  mg.  (gr.  V2); 

No.  4, codeine  phosphate*  64.8  mg.  (gr.  1). 
Warning-may  be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2,  phenacetin 
gr.  2V2.  caffeine  gr.  V2. 


pirin 

mDOund 

c  Codeine 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6  monitored  drug 
nights  was  16.35  minutes.1 
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Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects2  5) 


(Decreased  42.6%) 

■  Baseline 

(before  Dalmane) 

■  Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 2  5 

Using  a  14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7  to  8  hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a  summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  bv  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous¬ 
ness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva¬ 
tion,  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  A dulls:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil¬ 
itated  patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 .  Kales  A,  et  al:  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR;  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  —  usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —  initial  dosage  for 
elderly  or  debilitated  patients. 

•  induces  sleep  within  17 
minutes,  on  average 

•  reduces  nighttime  awakenings 

•  sustains  sleep  7  to  8  hours,  on 
average,  without  repeating  dosage 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


there  a  need 


for  a  drug 
compendium? 

■  a  Hri  icr 


A  drug  compendium 
of  the  type  I  envision 
would  fill  a  definite 
need  for  the  practic¬ 
ing  physician.  Such  a 
compendium  would 
give  him  all  the 
information  nec¬ 
essary  for  using 
a  drug  intelligently,  and  it  would 


Government  Health  Official 


§ 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 
Education  and  Welfare 


A 


c 


a* 

O 


Maker  of  Medicine 


Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 
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Dialogue 


do  so  in  a  clear,  concise,  con¬ 
venient,  objective  and  balanced 
fashion. 


A  drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  in 
sponsorship.  They  should  contain 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up¬ 
dated  quarterly  or  semiannually 


and  completely  revised  every  year. 


What  a  Compendium  Should 
Contain 

I  believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use  it, 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactions 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fact, 
a  complete  compendium  with  com¬ 
plete  and  current  information 
might  even  eliminate  the  necessity 


Function  of  a  Compendium 

A  compendium  should  fur¬ 
nish  the  following  information  on 
drugs  inthefollowingorder:  indica¬ 
tions  for  use,  side  effects,  adverse 
drug  reactions,  contraindications, 
drug  interactions,  drug  dosage  and 
the  dosage  forms  marketed.  Drug 
prices  should  not  be  included  be¬ 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  set 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  phy¬ 
sician  to  decide,  whether  on  the 
basis  of  the  .medical  literature,  his 
own  clinical  experience,  advice  of 
colleagues,  information  supplied 
by  manufacturers,  and  so  on. 

Nor  should  a  compendium 
undertake  to  educate  the  doctor  on 
howto  use  drugs.  Rather,  it  must 
be  a  reference  source  designed  pri¬ 
marily  to  refresh  his  memory  as  to 
drugs  he  may  not  use  regularly.  It 


for  a  package  insert  in  many  in¬ 
stances.  This  would  constitute  a 
substantial  saving  for  the  manu¬ 
facturer. 

By  a  complete  compendium, 

I  do  not  mean  a  volume  of  prohibi¬ 
tive  size.  You  don’t  need  a  book 
describing  25,000  products  with 
an  enormous  amount  of  repetition. 
Rather,  drugs  should  be  arranged 
by  class.  Mutually  applicable  infor¬ 
mation  would  be  provided,  along 
with  brief  discussions  pinpointing 
differences  in  specific  drugs  of 
that  class.  Listings  would  be  cross- 
indexed  in  a  useful  way. 

Other  Available  Documents  as 
Sources  of  Information 

Existing  references  such  as 
PDR  and  the  AMA  Drug  Evaluation 
are  obviously  useful  but  they  are 
incomplete.  Either  they  are  not 
cross-referenced  by  generic  name 
and  do  not  group  drugs  with  simi¬ 
lar  characteristics,  or  they  do  not 
list  all  the  available  and  legally 
marketed  drugs.  And  some  of 
those  omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy¬ 
cline  for  example,  may  be  fully 
described  a  dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I  am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a  useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a  voluminous  and  un¬ 
wieldy  tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a  com¬ 
pendium.  However,  if  there  is  sub¬ 
stantial  evidence  based  on  a  sound 
body  of  science  concerning  rela¬ 
tive  efficacy  of  several  drugs,  cer¬ 
tainly  that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a  book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a  great  deal  of  talent  and  exper¬ 
tise,  and  would  require  a  varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo¬ 
gists.  Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up¬ 
dated  periodically  and  completely 
revised  annually. 

I  have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im¬ 
portant  is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


should  in  no  way  imply  control  over 
the  practitioner’s  prerogatives. 

Why  Another  Compendium? 

A  practicable,  single-volume 
compendium  cannot,  nor  is  it 
necessary  to,  include  all  drugs  on 
the  market  today.  From  my  prac¬ 
tice  of  internal  medicine  for  some 
15  years,  my  experience  as  a  con¬ 
sultant,  and  as  a  faculty  member 
of  four  or  five  medical  schools,  I 
would  estimate  that  a  doctor  uses 
only  30  to  35  drugs  regularly.  The 
1972  Physicians’  Desk  Reference, 
incidentally,  contained  about 
2,500  entries. 

As  to  whether  there  should  be 
a  federal  compendium,  in  my  opin¬ 
ion,  as  stated  earlier,  the  answer  is 
easy— there  should  not  be  one.  The 
proposal  assumes  that  existing 
compendia  are  inadequate.  We’re 
not  sure  of  that  at  all.  Whatever  its 
imperfections,  the  present  drug 
information  system  in  the  U.S.  is 
open,  multifaceted,  pluralistic  and 
extensive.  Good  compendia  exist, 
as  well  as  other  ample  sources  on 
drug  therapy,  ranging  from  journal 
literature  through  AMA  Drug  Evalu¬ 
ation  to  company  materials.  Not 
all  physicians  may  use  such 
sources  as  often  or  as  well  as  they 
should,  but  that  is  the  fault  of  the 
man,  not  of  the  sources. 

In  any  event,  rather  than  pro¬ 


duce  another  book,  it  makes  much  • 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad¬ 
vances,  include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac¬ 
tions  and  adverse  reactions. 

Implications  of  a  Federal 
Compendium 

Take  a  hard  look  at  the  impli¬ 
cations  of  a  federal  compendium. 

It  would  have  the  force  of  law,  vir¬ 
tually  dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a  regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de¬ 
parts  from  the  provisions  of  the 
package  insert.  A  compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  —  a  most 
dangerous  trend  for  medicine. 

New  Compendium— A  Medical 
Option 

I  detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a  federal  compendium— or,  for 
that  matter,  for  a  new  compendium 
of  any  type.  A  1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter¬ 
viewed  felt  a  new  compendium  was 
needed.  And  a  large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a  time 
when  the  medical  profession  itself 
opts  for  a  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally,  outside  both  government 
and  industry.  Final  review  and  edi¬ 
torial  authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi¬ 
cal  societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara¬ 
tion  and  maintenance  of  a  new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri¬ 
matur  of  the  federal  government. 


Opinion  &  Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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EASTERN  PENNSYLVANIA  OFFICE: 

D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  R.  J.  Nolen,  Jr.,  and  G.  A.  Baack,  Representatives 
Suite  101,  The  Benson  Manor,  Jenkintown  19046  Telephone:  (215)  887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  S.  T.  Ingram,  and  D.  C.  Hoffman,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone  (412)  531-4226 
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Methyltestosterone  N.F.  — 2 
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i-or  me  treatment  of  impotence  due  to  androgenic  deficiency  irTHte  male. 


DESCRIPTION:  Methylteijfosterone /is  17/?-Hydroxy-17- 
MaUsylandros(-4-§n-3-one.  ACTION#:  Methyltestosterone 
Is  an  oil  solubfb  androgenic  hprmone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunlchlsm.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro¬ 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficien¬ 
cy.  4.  Postpuberal  cryptorchfdism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  Jaundice  and  altered 
tests,  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyltes¬ 
tosterone.  These  changes  appear  to  be  related  to  dosage 
ol  the  drug  Therefore,  in  the  presence  ol  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a  problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  lor  symptoms  of  cli¬ 


macteric,  avoid  stimulation  to  the  point  ol  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient’s  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car¬ 
cinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  if  priapism  or  other  signs  of  exces¬ 
sive  sexual  stimulation  develop,  discontinue  therapy,  in 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis¬ 


continued.  ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  •  Hyper¬ 
calcemia  particularly  In  patients  with  metastatic  breast 
carcinoma.  This  usually  indicates  progression  of  bone 
metastases  •  Sodium  and  water  retention  »  Priapism  • 
Virilization  in  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  Individualized,  a9  patients  vary  widely  in  re¬ 
quirements.  Daily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg.  in  bottles  of  60,  250. 


Write  for  Literature  and  Samples  (BRol»J*fc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 
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Kids  Stuff 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies  ? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


Name _ 

Office  Address. 


City. 


This  Excess  Liability  Insurance 
Program,  does  not  affect  your  present 
primary  liability  coverage  ivith  your 
Agent /Broker  or  Insur  ance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXKNDER 
KGENCY  NC. 

INSURANCE  WORLD-WIDE  SINCE  1853 


State _ Zip 

Telephone. - 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Union  Bank  Building,  Pittsburgh,  PA.  15222  Im 
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cardiovascular  brief 


Outline  of  Recommended  Antihypertensive  Regimens  for  Groups  with  Varyingly 
Severe  Hypertension  as  Indicated  by  Diastolic  Pressure  (in  mm  Hg) 


Croup  1  Group  2  Group  3  Group  4 

<105  105  to  120  120  to  140  >140 


Individualized  therapy 


Therapeutic  Objective:  Diastolic  Pressure  under  90  mm  Hg,  or, 
if  untoward  effects  cannot  be  tolerated,  under  100  mm  Hg. 


"All  hypertensives  should  have  treatment  tor  any  Mpld  disorder  and  obesity  and  should  be 
Instructed  to  stop  smoking  cigarettes  and  to  engage  in  appropriate  regular  exercise." 
Report  of  Inter-Society  Commission  for  Heart  Disease  Resources,  Clrc.  Vol.  XLIV,  Nov.  1971. 


| 
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Basic  Dosage  and  Time  Recommendations  for  Antihypertensive  Regimens 

Group  2  Group  3 


Diastolic  pressure  105  to  120  mm  Hg 

Diastolic  pressure  120  to  140  mm  Hg 

DRUG  DOSAGE* 

Initial  dose 

Maximum  dose 

Initial  dose 

Maximum  dose 

(mg/day) 

(mg/day) 

(mg/day) 

(mg/day) 

Diuretics 

(Begin  with  half  dose  and  increase 

(Begin  with  full  dose) 

In  one  step  to  full  dose  If  needed) 

Reserpine 

0.1 

0.25 

0.1 

0.25 

Methyldopa 

500 

2000 

750 

3000 

Hydralazine 

30 

200 

75 

300 

Average  interval 

Maximum  interval 

Average  interval 

Maximum  interval 

Time  interval 

(months) 

(months) 

(months) 

(months) 

0>i 


3 


Interval  between  visits 

while  BP  Is  being  lowered  %  2  14 


1 


Interval  between  visits 

when  BP  Is  under  control  2  4 


2 


4 


o 

o 


Interval  between  re-examinations  * 

and  repeat  lab  work  6  12  6  12  £ 

a 

•Diuretics  and  reserplne  can  be  given  In  single  daily  doses.  Methyldopa  and  hydralazine  should  be  given  in  2  to  4  divided  doses.  * 


For  complete  information  on  action,  side  effects,  and  contraindications  of 
antihypertensive  drugs,  see  "Hypertension:  Drug  Treatment"  1973  and 
"Hypertension:  Office  Evaluation”  1972,  American  Heart  Association. 


Available  Oral  Diuretics 

Full  Dose 
(mg/day) 

Antihypertensive  Drug  Data 

2 

A.  SULFONAMIDE  DERIVATIVE  DIURETICS 

8 

Thiazides 

Usual  dally  dose 

s 

Chlorothiazide 

1000 

(mg) 

Flumethlazide 

1000 

Initial  Maximal 

UJ 

Hydrogenated  Derivatives 

Hydrochlorothiazide 

100 

A.  RAUWOLFIA  ALKALOIDS 

3 

Hydroflumethiazide 

100 

Rauwolfia  (whole  root) 

100.0  200.0 

Substituted  Compounds 

Bendroflumethiazide 

Benzthiazlde 

Trichlormethiazide 

Methyclothlazlde 

5 

100 

4 

5 

Alseroxylon 

Reserplne 

Deserpidlne 

Rescinnamine 

Syroslngopine 

1.0  2.0 

0.1  0.25 

0.25  0.25 

0.25  2.0 

1.0  3.0 

Polythiazide 

Cyclothiazide 

8 

2 

B.  METHYLDOPA 

500.0  3000.0 

Chlorthalidone 

100 

Qulnethazone 

100 

C.  HYDRALAZINE 

50.0  300.0 

B.  POTASSIUM-SPARING  DIURETICS 

D.  GUANETHIDINE 

12.5  No  limit 

Spironolactone 

100 

Triamterene 

300 

E.  GANGLION  BLOCKING 

AGENTS 

C.  NON-SULFONAMIDE  DIURETIC  AGENTS  - 

Mecamylamine 

2.5  No  limit 

Moat  potent  oral  diuretics,  but  more  liable 
to  induce  aide  effects  than  milder  agents 

Pentollnlum 

2.5  No  limit 

Furosemide 

BO 

Ethacrynic  acid 

100 

The  above  “Outline  of  Recommended  Antihypertensive  Regimens”  is  available  in  a 
larger  card  form,  free  from  the  Heart  Association.  For  your  personal  copy,  contact  your 
local  Heart  Chapter  or  write:  American  Heart  Association,  Pennsylvania  Affiliate,  P.O. 
Box  2435,  Harrisburg,  Pennsylvania  17105. 

Also  ask  about  the  Affiliate’s  Scientific  Session  to  be  held  September  27-28  at  the 
Hershey  Motor  Lodge,  Hershey.  AMA/PMS  Category  I  credit  will  be  given. 
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The  Golden  Opportunity 
for  Medical  Offices 
in  Philadelphia 
is  on  The  Golden  Mile! 


City  Line  Plaza  offers  medical  offices  to  physicians  and 
surgeons  at  the  lowest  possible  cost.  This  convenient  area 
has  very  few  medical  offices  today,  and  we  are  allocating  an 
entire  34,200  sq.  ft.  floor  to  the  medical  profession,  providing 
ample  parking  and  building  services  which  are  tailored  to  your 
requirements. 

We  are  fifteen  minutes  from  Center  City  and  within  walking 
distance  to  trains,  hotels,  restaurants,  banks  and  shops.  Bus 
transportation  stops  at  your  door.  No  wonder  a  number  of  the 
nation’s  blue  chip  companies  have  made  this  area  their  Phila¬ 
delphia  headquarters. 

For  more  detailed  information,  write  or  call. 


For  an  appointment  to  inspect  the  building 
call  Steve  Howe  or  write  to: 


r'l'H/'T  iri£*  T^ln  VO  4190  Ci,y  Line  Avenue 

lullKy  1  ICLZjCL  Philadelphia,  Pa.  19131  (215)  477-6391 


(<fowi  imoiuL  of/  contmkj  ntzdkd  dwccuUon  kom) 


The  twelve-month  period  beginning  July  1,  1974  is  the  last  one  in  which  to  earn  con¬ 
tinuing  medical  education  credit  to  meet  the  State  Society’s  membership  requirement. 
Those  who  have  not  qualified  for  the  1973,  1974,  or  1975  Physician’s  Recognition  Award 
will  receive  notices  of  suspension  from  membership  in  the  fall  of  1975. 

1974  PHYSICIAN’S  RECOGNITION  AWARD  application  forms  will  not  be  available  until 
late  summer.  1975  applications  will  not  be  available  until  next  spring.  In  the  interim,  special 
record  forms  and  file  folders  for  collecting  data  are  available  from: 

Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pennsylvania  17043 


Continuing  education. . . 

now  a  PMS  membership  requirement 
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M.D.s  in  the  news 


David  C.  Scicchitano,  M.D., 

Mount  Carmel,  has  been  honored  as 
citizen  of  the  year  by  the  Mount 
Carmel  American  Legion.  He  is  a 
past  president  and  is  currently  sec¬ 
retary  of  the  Northumberland 
County  Medical  Society. 

Geisinger  Medical  Center  has  an¬ 
nounced  the  appointment  of  two  as¬ 
sociates  to  the  department  of  anes¬ 
thesiology.  F.  Shihata,  M.D.,  and 
M.H.  Kulkarni,  M.D.,  both  completed 
their  anesthesiology  residency  at 
New  York  Hospital  and  Cornell  Uni¬ 
versity.  They  are  both  members  of 
the  American  Society  of  Anesthesi¬ 
ologists. 

Wendell  B.  Garren,  M.D.,  formerly 
physician  senior  grade,  department 
of  psychiatry  at  the  Veterans  Ad¬ 
ministration  Hospital  in  Lebanon, 
has  become  an  associate  in  the 
department  of  community  medicine 
at  Geisinger  Medical  Center,  Dan¬ 
ville. 

Jonathan  E.  Rhoads,  M.D.,  and 
Harold  G.  Scheie,  M.D.,  both  of 
Philadelphia,  have  received  two  of 
the  ten  1974  Modern  Medicine 
awards  for  distinguished  achieve¬ 
ment. 

Children’s  Hospital  of  Philadel¬ 
phia  reports  that  Lester  Baker, 
M.D.,  director  of  the  clinical 
research  center,  participated  in  a 
symposium  sponsored  by  Excerpta 
Medica  in  May.  William  J.  Rashkind, 
M.D.,  director  of  the  cardiovascular 
laboratories,  addressed  the  Associ¬ 
ation  of  European  Pediatrics  Car¬ 
diology  in  London  and  the  Ges- 
selsdraft  fur  Pediatrics  in  East  Ber¬ 
lin  recently. 


Herbert  Kean,  M.D.,  Philadelphia, 
assistant  professor  of  otolaryngol¬ 
ogy  at  Jefferson  Medical  College, 
Thomas  Jefferson  University,  mo¬ 
derated  a  panel  discussion  and  de¬ 
livered  a  paper  on  submental  lipec- 
tomy  at  the  American  Academy  of 
Facial  Plastic  and  Reconstructive 
Surgery  scientific  meeting  in  Palm 
Beach,  Florida,  recently.  Dr.  Kean  is 
assistant  attending  physician  in 
otolaryngology  at  Thomas  Jefferson 
Hospital  and  assistant  surgeon  at 
Children’s  Hospital  of  Philadelphia. 

John  F.  Ditunno,  Jr.,  M.D., 
Philadelphia,  has  been  elected 
president  of  the  Association  of  Aca¬ 
demic  Physiatrists.  He  is  professor 
and  chairman  of  the  department  of 
rehabilitation  medicine  at  Jefferson 
Medical  College  of  Thomas  Jef¬ 
ferson  University.  He  is  also  a 
member  of  the  American  Board  of 
Physical  Medicine  and  Rehabili¬ 
tation  and  serves  as  chairman  of 
the  continuing  education  committee 
of  the  American  Academy  of  Physi¬ 
cal  Medicine  and  Rehabilitation. 

Bernard  Fisher,  M.D.,  Pittsburgh, 
professor  of  surgery  at  the  Universi¬ 
ty  of  Pittsburgh  School  of  Medicine, 
has  been  appointed  to  the  newly 
created  post  of  director  of  the 
health  center’s  cancer  program  and 
director  of  cancer  programs  of  the 
university’s  school  of  medicine.  He 
is  a  member  of  the  Commission  on 
Cancer  of  the  American  College  of 
Surgeons,  the  planning  committee 
of  the  International  Cancer 
Congress,  and  the  National  Cancer 
Institute’s  Treatment  Advisory  Com¬ 
mittee. 


Herbert  Diamond,  M.D., 

Philadelphia,  who  was  recently 
named  director  elect  of  Region  III  of 
the  National  Council  of  Community 
Centers,  recently  coauthored  a 
paper  on  community  health  centers 
which  was  presented  at  the  First 
Provincial  Conference  of  the  Al¬ 
berta  Mental  Health  Services  in  Ed¬ 
monton,  Canada.  Dr.  Diamond  is  as¬ 
sistant  clinical  professor  of  psychia¬ 
try  and  medical  director  of  the  West 
Philadelphia  Community  Mental 
Health  Consortium. 

L.  M.  Hoffman,  M.D.,  Williamsport, 
has  published  a  book  “Reflections 
of  a  Country  Boy.”  It  may  be  ob¬ 
tained  from  Hilsher  Graphics. 

Norman  J.  Winston,  M.D., 
Reading,  has  been  named  a  fellow 
of  the  American  College  of  Radio¬ 
logy.  He  is  in  private  practice  in 
Reading  and  is  affiliated  with  Jef¬ 
ferson  Medical  College  of  Thomas 
Jefferson  University. 

Alan  J.  Oram,  M.D.,  former  flight 
surgeon  at  the  U.S.  Naval  Air  Sta¬ 
tion  in  Meridian,  Miss.,  has  joined 
the  staff  at  Geisinger  Medical 
Center,  Danville,  in  the  emergency 
room  service.  Gary  L.  Wolfgang, 
M.D.,  former  physician  in  the  emer¬ 
gency  room  at  Holy  Spirit  Hospital, 
Camp  Hill,  has  been  appointed  to 
the  Geisinger  medical  staff  in  the 
department  of  orthopedics. 

Meyer  Sonneborn,  M.D.,  Wind 
Ridge,  has  been  honored  by  the 
Greene  County  Chapter  of  the 
American  Red  Cross  for  his  service 
as  staff  physician  for  county  blood- 
mobiles.  He  also  was  presented 
with  a  three-gallon  donor  pin. 


WILBUR  E.  FLANNERY,  M.D.,  (right)  receives  congratu¬ 
lations  on  the  occasion  of  his  election  as  chairman  of  the 
Pennsylvania  Blue  Shield  Board  of  Directors  from  Allen  W. 
Cowley,  M.D.,  outgoing  chairman,  who  declined  reelection. 
Dr.  Flannery,  New  Castle  internist  and  past  president  of  the 
Pennsylvania  Medical  Society  and  the  Lawrence  County 
Medical  Society,  currently  serves  the  Society  as  a  Pennsyl¬ 
vania  delegate  to  the  American  Medical  Association. 
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A  30  to  50  per  cent  saving  on  the  cost  of 
expendable  office  supplies  is  a  mighty  appealing 
prospect  these  days.  And  that  is  exactly  what  you 
can  look  for  when  you  join  the  Pennsylvania 
Medical  Cooperative — the  mass-buying  organization 
being  formed  to  serve  physicians  exclusively. 

The  Cooperative,  which  will  effect  its  savings  by 
purchasing  in  large  volume  directly  from  the 
manufacturer  and  reselling  to  the  physician  at 
cost,  will  limit  itself  to  expendable  supplies  in 
the  initial  phase  of  its  operation  only.  Later 
when  it  expands  its  inventory  to 
include  more  costly  items  such  as 
surgical  supplies  and  office 
4  equipment,  the  potential  for  savings 
will  be  even  greater. 


Membership  in  the  Cooperative  will  be  open  to 
Pennsylvania  Medical  Society  members  only.  The 
only  cost  is  a  nominal  $100  once-and-done 
lifetime  membership  fee,  all  or  a  substantial  part 
of  which  will  be  returned  if  you  should  decide 
to  withdraw.  In  all  probability  you  will  save 
more  than  the  amount  of  the  membership  fee  in 
your  first-year  purchases  alone. 
However,  dollar  savings  are  not  the  only  benefit. 
The  Cooperative's  system  of  blanket  contracts 
and  automatic  shipments  will  do  much  to 
simplify  your  purchasing  procedures  and 
reduce  the  burden  of  inventory  control. 

You'll  like  the  Cooperative,  we're  sure. 

For  further  information, 
please  write  or  call. 


Pennsylvania  MEDICAL  Cooperative 

20  Erford  Road  •  Lemoyne,  Pennsylvania  17403  •  717/238-1635 
Another  New  Benefit  to  Members  of  Pennsylvania  Medical  Society 
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Facing  medicine’s  gravest  problem 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


In  the  last  two  months’  articles,  I  have  described 
the  “Health  Maintenance  Organization  Act  of 
1973,”  including  the  threats  and  opportunities 
which  HMOs  present  to  private  practice.  As  an  at¬ 
torney  and  as  a  medical  management  consultant,  I 
am  an  advocate  of  the  private  practice  of  medi¬ 
cine,  but  I  also  am  convinced  that  the  overall 
threat  to  such  practice  is  due  to  its  poor  public 
image.  And  while  most  individual  practitioners 
seem  really  to  be  providing  excellent  medical 
care,  they  are  at  the  same  time  much  to  blame  for 
the  public  image  problem.  Hence,  if  HMOs  de¬ 
velop  still  more  public  support,  the  hard-working, 
self-sacrificing,  private  practitioners  might  have  to 
blame  only  their  collective  selves. 

My  friend  and  colleague  on  the  recent  Pennsyl¬ 
vania  Medical  Society  Practice  Management  Sem¬ 
inar,  Thomas  E.  Zirkle,  wrote  on  this  subject  some 
five  years  ago  in  an  article  in  the  September  1969 
Journal  of  the  American  Osteopathic  Association. 
Much  of  what  he  said  continues  to  be  so  appropri¬ 
ate  that  I  wish  to  reproduce  major  parts  below.  His 
observations  parallel  mine  as  they  have  developed 
from  countless  practice  surveys  and  interviews 
with  clients’  aides.  You  too  may  recognize  the  situ¬ 
ation  in  either  your  own  or  colleagues’  practices, 
for  each  individual  practice  with  these  public  rela¬ 
tions  defects  is  another  nail  in  private  practice’s 
coffin. 

The  rest  of  this  article  exerpts  from  Mr.  Zirkle, 
with  some  omissions.  The  portions  in  italics  are 
my  comments. 


I  consider  the  deplorable  state  of  its  public 
relations  the  medical  profession’s  gravest 
problem.  The  great  majority  of  my  consulting 
colleagues  agree  that  adverse  public  rela¬ 
tions  is  the  severest  problem  confronting 
medicine  and  that  the  existing  situation  is 
very  serious  indeed.  In  making  this  assess¬ 
ment,  I  wish  to  make  it  plain  that  this  dif¬ 
ficulty  is  not  an  institutional  one  or  one  in 
which  the  disaffected  are  limited  to  certain 
segments  of  the  government  or  the  press. 


The  disenchantment  is  widespread  and  on  a 
very  personal  basis — right  at  the  patient- 
doctor  level.  Many  patients  genuinely  believe 
that  they  are  frequently  the  victims  of  indiffer¬ 
ence,  incompetence,  or  economic  exploita¬ 
tion  in  their  relationship  with  their  physician. 
Whether  they  are  right  or  wrong  is  immateri¬ 
al;  it  is  their  conviction  that  matters. 

In  attempting  to  deal  with  this  situation, 
one  of  the  most  formidable  obstacles  is  the 
reluctance  of  physicians  to  acknowledge  the 
existence  of  the  problem.  It  is  important  here, 
incidentally,  to  differentiate  between  the  ex¬ 
istence  of  the  general  public’s  attitude  and 
the  validity  of  its  beliefs.  What  people  believe 
to  be  true  and  what  is  true  may  be  entirely 
different.  I  am  convinced  that  this  is  the  case, 
particularly  regarding  charges  of  widespread 
incompetence  and  economic  exploitation. 
Nevertheless,  the  indictment  exists  and  will 
become  increasingly  prevalent  unless  the  in¬ 
dividual  physician  recognizes  the  problem 
and  takes  action  to  come  to  grips  with  it. 

Interestingly  enough,  very  few  physicians 
make  any  correlation  between  poor  public 
relations  and  the  ominous  trend  of  the  gov¬ 
ernment  to  intervene  in  private  medicine. 
When  the  possibility  of  such  a  relationship  is 
suggested,  most  doctors  express  firm  disbe¬ 
lief  and  attribute  legislation  on  medical  care  to 
the  persistent  efforts  of  a  few  professional  lib¬ 
erals.  While  such  an  element  obviously  exists 
and  has  had  considerable  influence  in 
Congress,  the  simple  truth  of  the  matter  is 
that  most  members  of  Congress  voted  for 
these  measures  because  their  constituents 
wanted  them.  While  this  may  be  a  difficult 
concept  to  accept — and  I  know  that  many 
cynics  will  describe  it  as  naive — I  would  ven¬ 
ture  to  guess  that  a  public  referendum  on  Na- 


Mr.  Beck  is  president  of  Management  Consulting  for 
Professionals,  Inc.  of  Bala  Cynwyd,  Pennsylvania. 
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tional  Health  Insurance  at  this  time  would 
find  overwhelming  public  support  for  the  pro¬ 
gram  with  perhaps  a  large  footnote  condem¬ 
ning  the  professions  for  the  many  well- 
publicized  abuses  which  have  appeared  in 
the  press. 

You  may  disagree  with  this  conclusion;  yet 
it  seems  inevitable  to  me  that  government  in¬ 
tervention  in  medicine  will  directly  and  accu¬ 
rately  reflect  the  state  of  discontent  between 
doctor  and  patient.  If  this  discontent  is  neu¬ 
tralized  or  abated,  private  practice  will  not 
only  survive  but  will  flourish.  If  it  continues  to 
deteriorate,  private  practice  as  we  know  it 
now  will  be  only  a  memory  in  a  few  short 
years.  This  is  the  challenge  today;  the  issue 
is  squarely  before  your  profession  and  it  is  a 
personal  issue,  not  an  institutional  one.  The 
American  Osteopathic  Association,  the  Amer¬ 
ican  Medical  Association,  the  American 
Dental  Association,  or  any  other  professional 
organization,  is  powerless  to  substantially  in¬ 
fluence  the  outcome  of  this  issue. 

The  real  solution  is  almost  totally  in  the 
hands  of  you,  the  private  doctor,  as  you  deal 
with  your  patients  on  a  person-to-person 
basis. 

What  is  the  solution  to  your  public  relations 
dilemma?  To  get  at  this  question,  it  is  first 
necessary  to  determine  why  a  very  substan¬ 
tial  element  of  the  public  is  actively  at  odds 
with  the  medical  profession.  The  answer  to 
this  question,  I  believe,  is  threefold:  (1)  Igno¬ 
rance  on  the  part  of  the  patient;  (2)  indiffer¬ 
ence,  or  the  appearance  of  indifference, 
toward  the  patient  by  the  physician  or  his 
aides;  and  (3)  the  irresponsible  or  unscru¬ 
pulous  actions  of  a  small  minority  whose 
well-publicized  activities  have  cast  a  shadow 
of  suspicion  over  all  practitioners. 

Patient  ignorance  is  most  often  mani¬ 
fested — and  is  most  harmful — in  an  almost 
total  inability  to  distinguish  good  medical 
practice  from  bad.  In  point  of  fact,  the  great 
majority  of  patients  simply  do  not  have  ade¬ 
quate  technical  knowledge  to  make  a  reason¬ 
able  evaluation  of  the  quality  of  care  they  re¬ 
ceive.  This  is  not  a  criticism  of  the  health 
care  consumer;  rather,  it  is  an  acknowl¬ 
edgement  that  the  medical  field  is  so  broad 
and  complex  that  it  would  be  unreasonable  to 
expect  the  average  patient  to  possess  suf¬ 
ficient  knowledge  for  rational  evaluation  of 
the  services  they  receive.  Nevertheless,  they 
almost  always  do  develop  an  opinion 
regarding  their  medical  services.  These 


I  had  an  unusual  experience  today — I  talked  with  a 
detail  man. 


opinions  are  influenced  primarily  by  periph¬ 
eral  elements  such  as  the  personality,  atti¬ 
tude,  and  appearance  of  the  doctor  and  his 
aides;  the  appearance  and  comfort  of  the 
doctor’s  office  environment;  the  degree  of 
personal  inconvenience  experienced;  fees, 
etc. — not  by  the  quality  of  actual  medical 
service  they  receive. 

Naturally  enough,  most  doctors  resist  ac¬ 
ceptance  of  this  theory  because  they  would 
prefer  to  be  judged  solely  on  their  profes¬ 
sional  competence — substance  rather  than 
image.  However,  judgment  primarily  on  the 
basis  of  professional  competence  is  not 
widespread  now,  and  it  is  not  probable  in  the 
foreseeable  future. 

The  unwillingness  of  the  medical  profes¬ 
sion  to  accept  this  principle  has  prevented  it 
from  recognizing  the  need  for  selling  the 
quality  and  value  of  its  services  to  the  public. 
This  is  exemplified  by  the  doctor  who,  when 
exposed  to  my  observations  on  the  subject, 
replied,  “I  spend  sixty  to  seventy  hours  a 
week  providing  good  and  necessary  medi¬ 
cine,  and  I  have  a  hard  time  keeping  my  head 
above  water.  Why  should  I  spend  additional 
time  and  effort  convincing  my  patients  that 
they  are  receiving  good  service  at  reason¬ 
able  cost?”  The  answer  is  that — for  the  sake 
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of  the  medical  profession — the  patient  should 
not  only  receive  good  service  but  must  be 
convincingly  aware  that  he  has  received 
good  service  at  reasonable  cost,  even  if  that 
requires  some  sales  effort  on  the  part  of  the 
doctor.  The  effort  required  is  not  of  the  hard¬ 
sell  variety  and  really  does  not  require  addi¬ 
tional  time.  It  requires  only  a  continuing  effort 
to  provide  the  patient  with  maximum  comfort, 
convenience,  and  thoughtfulness  in  his  rela¬ 
tionship  with  you. 

The  most  common  complaint  I  hear  from 
medical  patients  is  that  they  are  received  and 
treated  with  almost  total  indifference  and  de¬ 
tachment  by  the  doctor  and  his  staff.  They 
must  often  wait  for  an  unconscionable  time  to 
see  the  doctor,  frequently  are  allocated  too 
little  of  the  doctor’s  time,  and  very  often  feel 
that  answers  or  explanations  by  the  doctor,  if 
any,  are  inadequate. 

Unfortunately,  there  is  often  a  considerable 
element  of  truth  in  these  complaints,  which 
leads  directly  to  the  patient’s  conclusion  that 
he  is  not  really  important  to  the  doctor  and 
his  staff.  Nothing,  I  might  add,  could  be 
better  calculated  to  arouse  the  fury  and 
resentment  of  a  patient  and  to  destroy  any 
chance  of  developing  a  mutually  respectful 
and  successful  relationship  between  the 
parties. 

I  am  aware  that  some  of  these  problems 
are  often  virtually  insoluble.  For  example: 
total  patient  demands  curtail  the  time  which 
can  be  spent  with  individual  patients,  and 
some  medical  problems  defy  adequate  expla¬ 
nation.  However,  I  also  know  of  my  own 
knowledge  that  many  of  these  accusations 
are  true  and  are  preventable.  For  example:  I 
know  for  a  fact  that  many  doctors  do  not  real¬ 
ly  care  how  long  a  patient  waits  beyond  his 
appointment.  Deep  down,  they  believe  that 
their  own  time  is  more  valuable  and  impor¬ 
tant  than  that  of  the  patient  and  this  belief  is 
often  communicated  quite  emphatically  to  the 
patient. 

The  fact  of  the  matter  is  that  time  has 
become  a  more  precious  commodity  for  vir¬ 
tually  everybody  in  recent  years,  and  any 
busy  person  will  harbor  an  active  grudge 
against  those  who  unnecessarily  waste  his 
time.  The  resentment  will  mount  proportiona¬ 
tely  if  the  time  is  wasted  in  a  crowded,  un¬ 
comfortable  office  manned  by  cold  or  incon¬ 
siderate  aides.  How  would  you  react  if  you 
visited  an  advisor  (such  as  a  lawyer  or  ac¬ 
countant),  waited  two  hours  in  his  dingy 


reception  room,  spent  ten  minutes  with  him, 
received  inconclusive  advice,  and  then 
received  a  substantial  bill  in  the  mail? 

The  answer  is  obvious,  as  is  the  moral. 
While  you  cannot  spend  unlimited  time  with  a 
patient,  and  while  you  cannot  solve  or 
explain  every  medical  problem,  you  can 
provide  a  comfortable  office  environment, 
and  you  can  see  to  it  that  your  aides  are 
helpful  and  hospitable.  You  not  only  can,  but 
you  must — if  you  and  your  profession  are  to 
avoid  the  fatal  label  of  indifference. 

In  recent  months  the  phrase  “. .  .must  not  be 
guilty  of  impropriety  or  the  appearance  of  im¬ 
propriety”  has  received  considerable  promi¬ 
nence.  I  believe  that  this  canon  is  equally 
applicable  to  the  medical  profession.  After 
all,  a  healthy  doctor-patient  relationship  must 
be  cast  in  a  foundation  of  confidence  and 
trust,  and  the  patient  particularly  must  have 
unequivocal  confidence  that  his  doctor  is 
acting  in  his  best  interest  at  all  times,  which 
specifically  includes  economic  as  well  as 
health  interests. 

The  statement  has  been  made  to  the  effect 
that  ‘‘nothing  is  wrong  with  medicine  that  a 
little  competition  wouldn’t  cure,”  and  I  par¬ 
tially  subscribe  to  that  statement.  The  intend¬ 
ment  of  that  observation  is  that  if  the  supply 
of  doctors  available  was  large  enough  or 
larger  than  necessary  to  meet  public 
demand,  the  public  would  get  a  better  shake 
in  terms  of  service  and  attention.  This  is 
probably  true;  it  is  certainly  true  that  the 
members  of  the  profession  confronted  with 
the  necessity  of  competing  for  patients  would 
pay  substantially  more  attention  to  the  state 
of  their  public  relations.  This  would  inevitably 
benefit  the  patient  in  terms  of  comfort,  conve¬ 
nience,  and  personal  attention. 

Nevertheless,  as  a  matter  of  realism,  genu¬ 
ine  competition  simply  is  not  likely  to  materi¬ 
alize  in  the  near  future.  Consequently,  the 
profession — on  an  individual  and  collective 
basis — must  stimulate  itself  through  self-dis¬ 
cipline  to  establish  the  same  standard  of  con¬ 
duct  as  would  exist  in  the  presence  of  real 
competition.  This  is  admittedly  a  difficult 
proposition,  and  I  have  to  acknowledge  that 
few  disciplines  would  be  successful  in 
achieving  this  particular  form  of  self-regula¬ 
tion.  Nevertheless,  the  effort  must  be  made  or 
external  regulation  will  inevitably  result.  It  is 
in  this  way  that  the  fears  of  many  medical 
men  concerning  total  government  interven¬ 
tion  will  become  a  reality. 
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TRAUMA! 


Transferring  patients  with  brain  injury  safely 


WILLIAM  F.  BOUZARTH,  M.D. 
Philadelphia 


With  the  current  emphasis  on  categorization  of  hospi¬ 
tals  and  establishment  of  trauma  centers,  interhospital 
transfer  of  seriously  injured  patients  is  becoming  a  reali¬ 
ty.  The  concept  of  taking  patients  “to  the  nearest  hospi¬ 
tal”  is  now  under  attack.  In  Maryland  last  year  over  1 ,000 
seriously  injured  accident  victims  were  transported  by 
helicopters  from  the  scene  to  their  trauma  hospital.  In 
the  last  six  years,  160  patients  with  severe  head  or  spine 
injuries  have  been  transferred  to  the  Episcopal  Hospital 
Head  Injury  Center  from  Philadelphia  area  hospitals. 
Only  one  death  occurred  en  route,  and  recently  a  patient 
was  resuscitated  in  transit,  only  to  die  soon  after  arrival. 
The  following  guidelines  are  suggested  for  consider¬ 
ation  prior  to  interhospital  transfer  of  patients  with  brain 
injury. 

Airway — No  unconscious  patient  should  be  trans¬ 
ferred  unless  he  has  an  adequate  airway.  Provided 
there  is  no  cervical  spine  injury  (see  below),  endo¬ 
tracheal  intubation  is  advised.  The  cuff  should  be 
inflated  just  before  leaving  and  the  time  noted  on  the 
adhesive  tape  which  secures  the  tube  around  a  bite 
block  and  the  face.  More  responsive  patients  will  not  tol¬ 
erate  an  endotracheal  tube,  so  that  a  nasopharyngeal 
airway  and/or  the  semiprone  position  is  preferable  (Fig. 
1). 


Dr.  Bouzarth  is  on  the  staff  of  the  department  of 
neurological  surgery  at  Episcopal  Hospital,  Philadel¬ 
phia.  The  Pennsylvania  Division  of  the  American 
Trauma  Society  and  the  State  Society’s  Commission 
on  Emergency  Medical  Services  assist  in  the  dissemi¬ 
nation  of  information  concerning  trauma. 
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Bleeding — Considerable  blood 
may  be  lost  at  the  scene  from  scalp 
laceration  despite  the  fact  that 
bleeding  can  usually  be  controlled 
by  pressure  dressings.  If  not, 
hemostats  clamped  over  the  galea 
and  reflected  over  the  scalp  usually 
will  stop  bleeding  (Fig.  2).  Self-re¬ 
taining  retractors  can  be  used  to 
spread  the  wound  taut  for  hemo¬ 
stasis  in  the  unconscious  patient. 
Regardless  of  the  method,  a  sterile 
dressing  is  then  applied. 


Figure  2. 


Cervical  spine  injury — If  a  patient  does  not  require 
cardiorespiratory  resuscitation  when  first  examined,  a 
cross  table  lateral  x-ray  film  of  the  cervical  spine  is 
required.  The  shoulders  should  be  depressed  toward 
the  feet  so  as  to  visualize  all  seven  cervical  vertebrae. 
If  a  fracture  is  revealed  and/or  the  neurologic  examina¬ 
tion  suggests  spine  injury,  airway  support  becomes 
more  (rather  than  less)  important  in  the  unconscious 
victim.  Endotracheal  intubation  by  the  blind  nasal 
approach  or  passing  the  tube  over  a  flexible  fiberoptic 
bronchoscope  is  suggested;  otherwise  consider 
tracheostomy.  Then  the  patient  can  be  securely  fas¬ 
tened  to  a  spine  board.  (A  conscious  para  or 
quadriplegic  patient,  even  with  adequate  diaphrag¬ 
matic  breathing,  requires  gastric  aspiration  prior  to 
movement.) 


Examination — Broad  descriptive  terms  such  as  semi¬ 
coma  or  stupor  should  not  be  used;  rather,  a  simple 
check-off  neurosurgical  watch  sheet  developed  at  Epis¬ 
copal  Hospital  is  suggested.  Of  course,  a  legible  copy 
of  the  emergency  department  record,  laboratory  tests, 
and  all  x-rays  should  go  with  the  patient.  Skull  or  long 
bone  x-rays  usually  are  not  important  in  the  early  ex¬ 
amination  of  the  patient. 


Foley  Catheter  and  Fractures — Indwelling  catheters 
are  recommended  especially  if  hyperosmolar  solutions 
are  given.  Obvious  fractures  should  be  immobilized. 


Gastric  Aspiration — A  nasogastric  tube  for  gastric 
aspiration  is  important  unless  a  cuff  endotracheal  or 
tracheostomy  tube  has  been  inserted.  It  is  especially 
important  when  a  patient  is  to  be  transported  supine 
because  of  other  injuries. 


Hypovolemic  Shock — Shock  is  a  contraindication  to 
transportation.  Even  without  signs  of  shock,  one  unit  of 
blood  should  be  sent  with  the  patient  for  every  fifteen 
minutes  of  travel  time. 


Informed  Consent — Relatives  should  be  informed 
that  transfer  is  necessary,  that  death  can  occur  en 
route,  and  that  those  at  the  neurosurgical  trauma  hos¬ 
pital  may  not  recommend  surgery.  Such  a  consent  form 
has  been  developed  (Fig.  3). 


Drugs — Intravenous  fluids  should  be  administered 
slowly  (0.5  ml/minute)  as  2Vi  percent  glucose  in  one- 
half  normal  saline  unless  hypovolemic  shock  is 
suspected  or  actually  exists.  The  intracath  should  not 
cross  major  joints  but  should  be  large  enough  for  blood 
transfusion.  Drugs  should  not  be  injected  through  a 
central  venous  pressure  line.  For  prophylactic  anticon- 
vulsive  therapy,  250  mg  of  diphenylhydantoid  (Dilantin® 
Parke,  Davis  &  Co.)  should  be  administered  in¬ 
travenously  at  the  rate  of  50  mg  per  minute  every  thirty 
minutes  until  1000  mg  has  been  injected  while  vital 
signs  are  being  monitored.  This  regimen  is  contrain¬ 
dicated  in  the  elderly  or  patients  with  heart  disease. 

Should  convulsions  occur,  10  percent  aquaeous  so¬ 
dium  amobarbital  (Amytal®  Eli  Lilly  &  Co.)  may  be  ad¬ 
ministered  at  a  rate  of  one  ml  per  minute  until  10  ml  are 
given  or  the  convulsions  have  stopped.  Apnea  is  not 
likely  to  occur.  Hyperosmolar  solutions  such  as  20  per¬ 
cent  Mannitol®  (Abbott  Laboratories)  tend  to  dehydrate 
the  brain  producing  a  diuresis  (see  Foley),  and  cerebral 
blood  flow  is  increased,  magnifying  any  potential  in¬ 
tracranial  hemorrhage.  Other  than  to  buy  time  for  a 
rapidly  deteriorating  patient,  osmotic  diuretics  should 
be  given  only  at  the  request  of  the  neurosurgeon  who  is 
to  receive  that  patient. 


SPECIAL  PERMIT  TO  BE  SENT  WITH  PATIENT 

I  understand  that  _  is  in  critical 

condition  and  is  being  transferred  to _ _ _ _  Hospital  for 

emergency  neurosurgical  care.  I  give  permission,  as  the  closest  relative 

who  is  immediately  available,  for  the  _  Hospital 

staff  to  proceed  with  whatever  tests  or  treatment  they  consider  necessary, 
including  emergency  brain  or  spine  surgery. 

I  also  agree  to  come  to _ Hospital  or  to  help  get 

other  relatives  (who  may  be  closer  to  the  patient)  there  as  soon  as  pos¬ 
sible. 

I  realize  that  the  patient  is  in  critical  condition  and  may  not  live  to 

reach _ Hospital,  or  that  when  he  or  she  arrives,  the 

medical  findings  may  be  such  that  emergency  surgery  is  not  in  the  pa¬ 
tient’s  best  interests. 


Date  Signature 


Witness  Relationship 


Figure  3.  Special  consent  form. 


Justifiable  Vehicular  Speed — Remind  the  driver  that 
you  want  all  to  arrive  safely  and  instruct  him  to  obey 
the  law. 
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Treatment  of  children  without  parental  consent 

ALAN  MEISEL,  J.D. 

Pittsburgh 


|  N  Pennsylvania  any  person  who 
*  has  not  yet  attained  the  age  of 
twenty-one  is  considered  a  minor — 
the  technical  legal  term  is  “in¬ 
fant” — and,  as  a  consequence,  suf¬ 
fers  some  legal  disabilities.  While 
the  Twenty-Sixth  amendment  to  the 
United  States  Constitution  in  1971 
granted  the  right  to  vote  to  all 
persons  age  eighteen  or  older, 
persons  under  age  twenty-one  are 
still  treated  as  minors  in  Pennsyl¬ 
vania  for  other  purposes,  including 
the  right  to  purchase  alcoholic  bev¬ 
erages  or  to  hold  some  elective  of¬ 
fices.  Traditionally,  minors  have 
also  not  been  able  to  give  a  legally 
valid  consent  to  medical  treatment 
unless  they  were  “emancipated.” 
However,  a  1970  act  of  the  General 
Assembly,  Act  10, 1  has  worked 
some  rather  significant  changes  in 
the  traditional  approach.  (Act  10  is 
reprinted  in  full  in  the  Appendix.) 

Prior  to  the  passage  of  Act  10,  a 
physician  or  other  clinician*  who 
provided  treatment  to  a  minor, 
under  the  conditions  not  constitu¬ 
ting  an  emergency  or  without  the 
permission  of  the  minor’s  parent  or 
guardian,  could  be  held  liable  for 
the  tort  of  “battery”  for  which  dam¬ 
ages  could  be  assessed.2  This  lia¬ 
bility  is  to  be  distinguished  from  or¬ 
dinary  malpractice  in  which  the 
physician  has  rendered  medical 
care  in  a  substandard  manner.  Lia¬ 
bility  for  battery,  by  contrast,  is 
predicated  upon  the  rendering  of 
medical  care  for  which  valid  con¬ 
sent  has  not  been  obtained,  irre¬ 
spective  of  the  expertise  that  the 
physician  might  possess,  the  de¬ 
gree  of  care  exercised,  and  the  suc¬ 
cess  of  the  treatment  provided. 
Until  recently,  the  consent  of  the 
minor  alone  would  have  been  no 
defense  to  a  suit  because  the  per¬ 


*  The  act  appears  to  permit  a  .minor  to 
give  effective  consent,  under  specified 
circumstances,  to  receive  medical, 
dental,  and  health  services  from  any 
person  who  is  legally  empowered  to 
render  such  services  and  not  merely  from 
a  physician. 


mission  of  a  minor  could  not,  in  the 
eyes  of  the  law,  have  constituted 
valid  “consent.”  Of  course,  in  an 
emergency  situation  where  an  at¬ 
tempt  to  obtain  parental  consent 
might  have  resulted  in  treatment 
being  delayed,  leading  to  death  of 
or  serious  injury  to  the  child,  treat¬ 
ment  could  have  been  provided 
without  incurring  liability.3 

The  most  far-reaching  change  in 
the  law  introduced  by  Act  10  is  a 
provision  reducing  to  eighteen  the 
age  at  which  an  individual  may  give 
valid  consent  to  medical  treatment.4 
As  a  result  of  this  provision, 
persons  between  the  ages  of 
eighteen  and  twenty-one  may  now 
obtain  medical  treatment  on  the 
same  terms  as  those  over  age 
twenty-one.  The  physician  still 
remains  liable  to  the  patient  for  any 
negligence  in  the  rendering  of  med¬ 
ical  care.  However,  as  long  as  the 
minor  patient  has  in  fact  consented 
to  the  treatment,  liability  may  no 
longer  be  imposed  for  merely 
providing  treatment  to  one  eighteen 
years  of  age  or  older  on  the  ground 
that  the  individual’s  consent  was 
not  legally  valid. 


Mr.  Meisel  is  a  research  associate 
in  psychiatry  and  director  of  the 
law  and  psychiatry  section  of  the 
Western  Psychiatric  Institute  and 
Clinic,  University  of  Pittsburgh 
School  of  Medicine.  Reprints  are 
available  from  the  author  at  3811 
O’Hara  St.,  Pittsburgh,  Pa.  15261 . 


In  addition  to  lowering  to 
eighteen  the  age  at  which  individu¬ 
als  may  generally  give  valid  consent 
to  receive  medical  treatment,  Act  10 
established  certain  other  classes  of 
individuals  under  the  age  of 
eighteen  whom  a  physician  may 
treat  in  nonemergency  situations 
with  only  the  consent  of  the  patient. 
If  the  patient  (1)  “has  graduated 
from  high  school,”  (2)  “has 
married,”  or  (3)  “has  been  preg¬ 
nant,”  the  consent  of  no  one  other 
than  the  patient  is  necessary  before 
medical  care  may  be  rendered.4 
Another  section  of  the  act  also  en¬ 
ables  minors  to  give  effective  con¬ 
sent  (4)  “to  procedures  to  deter¬ 
mine  the  presence  of  or  to  treat 
pregnancy,”  and  (5)  treatment  for 
venereal  disease  and  other  commu¬ 
nicable  diseases.5  Despite  the 
somewhat  inept  syntax  used  in 
these  statutory  provisions,  reason 
would  dictate  that  the  legislature  in¬ 
tended  that  a  minor  who  is  married 
(as  well  as  one  who  “has”  married) 
or  a  minor  who  is  pregnant  (not  just 
one  who  “has  been”  pregnant)  may 
give  a  legally  valid  consent  to  ob¬ 
tain  medical  treatment. 

Another  section  of  the  statute 
deals  with  the  provision  of  medical 
care  to  children  whose  parents  are 
themselves  minors:  “Any  minor  who 
has  been  married  or  has  borne  a 
child  may  give  effective  consent  to 
medical,  dental  and  health  services 
for  his  or  her  child.”6  The  language 
of  the  act,  while  somewhat  obscure, 
appears  to  permit  the  minor  mother 
of  a  child  to  consent  to  treatment  of 
the  child  whether  the  mother  is 
married  or  not.  The  power  of  the 
minor  father  to  give  consent  to  the 
treatment  of  the  child  is  more 
closely  circumscribed.  It  appears 
that  the  father  may  give  a  valid  con¬ 
sent  only  if  he  and  the  mother  are 
married  to  each  other,  though  the 
language  of  the  statute  could  be  in¬ 
terpreted  literally  to  mean  that  the 
father  can  give  valid  consent  so 
long  as  he  is  married  to  someone, 
but  not  necessarily  to  the  mother  of 
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the  child.  While  this  is  certainly  a 
plausible  construction,  it  is  not  an 
entirely  logical  one;  and  in  the  ab¬ 
sence  of  judicial  consideration  of 
the  statute,  no  definitive  answer  can 
be  provided  as  to  its  true  meaning. 

The  legislation  also  seems  to 
relax  the  rule  of  the  common  law 
permitting  the  dispensing  of  medi¬ 
cal  care  in  “emergency”  situations. 
Under  the  new  provision,  treatment 
of  minors  may  be  undertaken 
without  the  consent  of  the  minor’s 
parent  or  guardian  “when,  in  the 
physician’s  judgment,  an  attempt  to 
secure  consent  would  result  in 
delay  of  treatment  which  would 
increase  the  risk  to  the  minor’s  life 
or  health.”7  Previously,  treatment  of 
minors  without  valid  consent  was 
limited  to  situations  in  which  the  pa¬ 
tient  was  in  immediate  danger3  or 
death  was  likely  to  ensue.  Thus,  the 
statutory  provision,  rather  than 
merely  reiterating  the  common  law, 
goes  somewhat  beyond  it  by  permit¬ 
ting  treatment  without  consent 
when  a  failure  to  commence  treat¬ 
ment  would  merely  increase  the  risk 
to  life  or  health. 

Two  other  legislative  acts  also 
bear  on  the  issue  of  providing  medi¬ 
cal  care  to  minors.  Act  63,  the 
“Drug  and  Alcohol  Abuse  Control 
Act”8  permits  the  treatment  of 
minors  of  all  ages  for  drug  or 
alcohol  abuse  without  parental  con¬ 
sent.  For  purpose  of  such  treatment, 
the  act  makes  “ [t] he  consent  of  the 
minor .  .  .  valid  and  binding  as  if  the 
minor  had  achieved  his  majority.”9 
However,  unless  the  minor  has  been 
directed  to  receive  such  treatment 
by  court  order,  the  actual  consent 
of  the  minor  is  required  before 
treatment  may  be  administered  or 
else  the  physician  may  incur  liabili¬ 
ty  for  battery.  The  other  legislative 
enactment  specifically  permits  mi¬ 
nors  over  the  age  of  eighteen  to  do¬ 
nate  blood  without  parental  permis¬ 
sion,  though  only  to  “voluntary  and 
noncompensatory  program  [s].”10 

Because  of  the  large  number  of 
factual  issues  that  determine 
whether  a  minor  may  render  valid 
legal  consent — such  as  age,  marital 
status,  graduation  from  high  school, 
and  parenthood — the  legislature  has 
also  wisely  sought  to  alleviate  the 
burden  on  the  physician  of  inves¬ 


tigating  the  accuracy  of  the  repre¬ 
sentations  made  by  the  minor.  Thus, 
there  is  a  provision  in  Act  1011  pro¬ 
tecting  physicians  and  other  health 
personnel  from  liability  for  battery 
when  the  physician  was  induced  to 
render  the  treatment  by  factual  rep¬ 
resentations  of  the  minor  which,  un¬ 
known  to  the  physician,  were  false. 
If,  for  example,  a  minor  seeks  treat¬ 
ment  and  states  that  his  age  is 
eighteen,  but  in  fact  the  minor  is 
only  seventeen,  the  physician 
cannot  be  held  liable  for  a  battery 
so  long  as  he  has  relied  in  good 
faith  upon  the  minor’s  represent¬ 
ation  of  age.  Where,  however,  the 
physician  entertains  a  reasonable 
doubt  as  to  the  minor’s  age — such 
as  where  the  minor  obviously  has 
the  appearance  of  a  very  young 
child — such  reliance  could  be 
found  not  to  be  in  good  faith,  thus 
exposing  the  physician  to  liability 
for  battery  for  treating  the  child 
without  a  legally  valid  consent. 

At  present  it  is  unclear  what 
degree  of  inquiry  must  be  made  to 
assure  oneself  that  the  minor’s  rep¬ 
resentations  are  correct.  Must  the 
physician  require  that  the  patient 
produce  a  birth  certificate,  a  high 
school  diploma,  or  a  marriage  cer¬ 
tificate  before  treatment  can  be  ren¬ 
dered  without  fear  of  liability  for 
battery?  It  would  appear  that  such  a 
requirement  is  not  necessary.  The 
legislature  has  only  felt  it  necessary 
that  the  physician  rely  “in  good 
faith”  upon  the  minor’s  represent¬ 
ations.  That  is,  as  long  as  the 
physician  does  not  have  actual 
knowledge  of  the  falsity  of  the 
minor’s  representations,  medical 
treatment  may  be  provided  without 
fear  of  being  held  liable  for  battery. 

The  enactment  of  these  statutory 
provisions  leaves  unchanged  the 
common  law  rule  that  an  "eman¬ 
cipated”  minor  may  also  give  valid 
legal  consent  to  medical  treatment. 
Who  is  an  emancipated  minor  is  not 
a  simple  issue  to  resolve  since,  as 
one  legal  treatise  states,  “the  minor 
may  be  emancipated  for  some  pur¬ 
poses,  but  not  for  others,  and  the 
parent  may  be  freed  of  some  of  his 
obligations  and  divested  of  some  of 
his  rights,  yet  not  freed  and 
divested  of  others.”12  While  eman¬ 
cipation  of  a  child  may  occur  as  a 


result  of  express  acts  and  state¬ 
ments  of  the  parents,  it  may  also  be 
inferred  from  conduct  and  circum¬ 
stances.  Generally  speaking,  the 
following  conditions  evidence  the 
emancipation  of  a  minor  child:  (1) 
desertion,  abandonment,  or  non¬ 
support  of  the  child  by  the  parents, 
(2)'  a  self-supporting  minor  or  a 
working  minor  who  does  not  pay  to 
his  parents  the  proceeds  of  his 
employment,  or  (3)  enlistment  in 
military  service,  for  the  duration  of 
the  enlistment.  It  must  be  empha¬ 
sized  that  this  list  is  not  conclusive 
and  that  there  may  be  other  condi¬ 
tions  from  which  emancipation  may 
be  inferred.13 

Conclusion 

Several  statutes  enacted  by  the 
Pennsylvania  legislature  in  the  past 
few  years  have  authorized  the 
provision  of  medical,  dental,  and 
other  health  services  to  minors  on 
the  basis  of  their  own  consent  alone 
without  the  knowledge  or  consent  of 
the  parents  of  the  minor.  These  laws 
do  not  immunize  physicians  against 
all  malpractice  suits,  however.  They 
merely  protect  against  suits  for  bat¬ 
tery,  that  is  for  the  unauthorized  in¬ 
vasion  of  the  human  body  irrespec¬ 
tive  of  the  degree  of  skill  and  care 
exercised.14  When  medical  care  is 
rendered  to  a  minor,  as  to  an  adult, 
the  physician  is  still  liable  for  any 
harm  to  the  patient  resulting  from  a 
failure  to  exercise  that  degree  of 
care,  skill,  and  diligence  cus¬ 
tomarily  exercised  by  physicians 
generally  in  the  community.15  □ 

APPENDIX 
Act  10 

Act  of  Feb.  13,  1970,  Pa.  L.  19; 
Purdon’s  Statutes  Annotated,  title 
35,  sections  10101-10105. 

Minors’  Consent  to  Medical,  Dental 
and  Health  Services 

§70707.  Individual  consent 

Any  minor  who  is  eighteen  years 
of  age  or  older,  or  has  graduated 
from  high  school,  or  has  married,  or 
has  been  pregnant,  may  give  effec¬ 
tive  consent  to  medical,  dental  and 
health  services  for  himself  or  her¬ 
self,  and  the  consent  of  no  other 
person  shall  be  necessary. 
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§70702.  Consent  for  children  with 
minor  parents 

Any  minor  who  has  been  married 
or  has  borne  a  child  may  give  effec¬ 
tive  consent  to  medical,  dental  and 
health  services  for  his  or  her  child. 
§70703.  Pregnancy,  venereal 
disease  and  other 
reportable  diseases 
Any  minor  may  give  effective  con¬ 
sent  for  medical  and  health  services 
to  determine  the  presence  of  or  to 
treat  pregnancy,  and  venereal 
disease  and  other  diseases  report- 
able  under  the  act  of  April  23,  1956 
(P.L.  1510),  known  as  the  “Disease 
Prevention  and  Control  Law  of 
1955,”  and  the  consent  of  no  other 
person  shall  be  necessary. 

§70704.  When  consent  unnecessary 


Medical,  dental  and  health  serv¬ 
ices  may  be  rendered  to  minors  of 
any  age  without  the  consent  of  a 
parent  or  legal  guardian  when,  in  the 
physician’s  judgment,  an  attempt  to 
secure  consent  would  result  in  delay 
of  treatment  which  would  increase 
the  risk  to  the  minor’s  life  or  health. 

§70705.  Liability  for  rendering 
services 

The  consent  of  a  minor  who 
professes  to  be,  but  is  not  a  minor 
whose  consent  alone  is  effective  to 
medical,  dental  and  health  services 
shall  be  deemed  effective  without 
the  consent  of  the  minor’s  parent  or 
legal  guardian,  if  the  physician  or 
other  person  relied  in  good  faith 
upon  the  representations  of  the 
minor. 
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F. 

^  SYNDROME  in  children  charac- 
^  terized  primarily  by  en¬ 
cephalopathy  and  fatty  accumula¬ 
tion  in  viscera  was  described  by 
Reye,  Morgan,  and  Baral  in  1963.1 
Since  that  time,  this  syndrome  has 
been  noted  with  increasing 
frequency,  probably  because  of  the 
education  of  the  pediatrician  and 
pathologist  to  recognize  its  essen¬ 
tial  features.  These  features  include 
in  many  instances  an  antecedent, 
viral-type  illness  followed  by  pro¬ 
tracted  vomiting;  the  development 
of  an  encephalopathy  without  a 
concomitant  encephalitis  or  menin¬ 
gitis;  some  evidence  of  hepatic  dys¬ 
function,  usually  in  the  absence  of 
jaundice;  and  biopsy  or  autopsy  evi¬ 
dence  of  fatty  accumulation  in  vis¬ 
cera,  particularly  the  liver. 

A  complete  morphologic  charac¬ 
terization  of  the  accumulated  lipid 
in  the  liver  in  Reye’s  syndrome  is 
desirable  from  the  standpoint  of  the 
pathologist  in  so  far  as  it  may  facili¬ 
tate  diagnosis.  In  addition,  knowl¬ 
edge  gained  from  such  a  character¬ 
ization,  when  taken  in  context  with 
other  known  clinicopathologic  fea¬ 
tures  of  the  syndrome,  may  provide 


additional  insight  into  its  patho¬ 
genesis  and  thereby  suggest  specif¬ 
ic  therapeutic  approaches. 

The  purpose  of  this  paper  is 
threefold:  (1)  to  characterize  both 
histochemically  and  ultrastruc- 
turally  the  accumulated  lipid  in  the 
liver  in  Reye’s  syndrome;  (2)  to  cor¬ 
relate  these  morphologic  findings 
with  the  results  obtained  by 
chromatographic  and  chemical 
analyses2-3  and  with  certain  physio- 
pathologic  aspects  of  the  syn¬ 
drome;  and  (3)  to  suggest  a  specific 
disease-oriented  therapy  for  Reye’s 
syndrome  based  both  on  the  known 
physiopathologic  aspects  of  lipid 
metabolism  in  it  (as  reinforced  by 
the  findings  in  this  study)  and  on  its 
clinicopathologic  features. 

Dr.  Brown  is  pathologist  at  J.  C. 
Blair  Memorial  Hospital,  Hunt¬ 
ingdon.  Drs.  Johnson  and  Mullick 
are  at  the  Armed  Forces  Institute 
of  Pathology,  Washington,  D.C. 
Dr.  Johnson  is  chief  of  the  his¬ 
tochemistry  branch  and  Dr. 
Mullick  is  assistant  chief  of  the 
Registry  of  Tissue  Reactions  to 
Drugs. 


Materials  and  Methods 

Four  cases  of  Reye’s  syndrome 
from  the  files  of  the  Armed  Forces 
Institute  of  Pathology  (AFIP)  were 
studied.  In  three  cases  formalin- 
fixed  portions  of  liver  were  used, 
and  in  one  other  case  glutaral- 
dehyde-fixed,  osmium-postfixed 
tissue  was  studied.  Documentation 
of  Reye’s  syndrome  in  these  cases 
included  the  exclusion  of  a  primary 
effect  of  drugs  on  the  general  his¬ 
topathologic  and  cytopathologic 
features. 

Frozen  sections  of  the  formalin- 
fixed  tissues  were  stained  with  oil 
red  O  (ORO)  for  lipids,  1.0  percent 
osmium  tetroxide  for  lipids,  periodic 
acid-Schiff  (PAS)  reagent  with  and 
without  diastase  for  glycogen  and 
with  and  without  methanolchloro- 
form  extraction  for  glycolipids,  and 
Luxol  fast  blue  for  phospholipids. 
Baker’s  method  for  phospholipids, 
Fischler’s  method  for  free  fatty 
acids,  and  Schultz’s  method  for 
cholesterol  were  also  used.  The  ac¬ 
cumulated  lipid  was  also  checked 
for  birefringence.  The  amount  of 
stainable  lipid  in  each  section  was 
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TABLE  I 

Hepatic  Lipid  Demonstrated  Histochemically* 
in  Reye’s  Syndrome 


Stain  or  Method 

Case  1 

Case  2 

Case  3 

Oil  red  0  (lipids) 

+  +  +  + 

+  +  +  + 

+  +  +  + 

1%  Osmium  tetroxide  (lipids) 

+  +  +  + 

+  +  +  + 

+  -1-  +  + 

Periodic  acid-Schiff  (PAS) 

0 

0 

0 

(glycolipids) 

PAS  with  methanol- 

0 

0 

0 

chloroform  extraction 
(glycolipids) 

Luxol  fast  blue  (phospholipids) 

0 

0 

0 

Baker’s  method  (phospholipids) 

0 

0 

0 

Fischler’s  method  (free  fatty  acids) 

0 

0 

0 

Schultz’s  method  (cholesterol) 

0 

0 

0 

‘Range  of  intensity  of  positivity  reckoned  on  scale  from  0  to  4  + 


graded  on  an  arbitrary  scale  ranging 
from  0  to  4  +  . 

The  tissue  for  electron  micros¬ 
copy  was  dehydrated  and  em¬ 
bedded  in  epoxy  resin.  “Thick”  thin 
sections  (1  pm)  were  stained  with 
toluidine  blue.  Thin  sections  were 
stained  with  uranyl  acetate  and  lead 
citrate  and  examined  in  an  RCA 
EMU  3-G  electron  microscope. 

Results 

Attempts  to  demonstrate  the 
presence  of  glycolipids,  phospho¬ 
lipids,  free  fatty  acids,  and  choles¬ 
terol  were  unsuccessful  (See  Table 
I).  Cholesterol  esters  were  believed 
not  to  be  present  because  the  lipid 
was  not  birefringent.  The  frozen 
sections  stained  with  ORO  and  os¬ 
mium  tetroxide,  however,  showed 
positive  results  in  all  three  cases. 
This  lipid  was  generally  distributed 
throughout  the  lobule,  but  oc¬ 
casionally  there  was  noticeably  less 
lipid  in  periportal  hepatocytes.  Fur¬ 
thermore,  the  lipid  droplets  were 
usually  small  and  uniform  in  ap¬ 


pearance,  did  not  displace  the 
nucleus  of  the  hepatocyte,  and  did 
not  generally  fill  the  cytoplasm 
(Figs.  1  and  2).  Their  numbers 
varied  from  cell  to  cell  within  each 
case. 

Thick  thin  sections  (1pm)  of  the 
Epon-embedded  material  also  dem¬ 
onstrated  the  lipid  droplets  (Fig.  3) 
when  stained  with  toluidine  blue. 
Ultrastructurally  one  of  the  charac¬ 
teristics  of  the  accumulated  lipid 
droplets  was  the  occasional  pres¬ 
ence  of  osmiophilic  dense  material, 
possibly  lipomicrons,4  located  pri¬ 
marily  at  the  interface  between  the 
lipid  droplet  and  the  cytoplasm  of 
the  hepatocyte  (Fig.  4). 

Discussion 

This  study  indicates  that  the 
major  portion  of  the  accumulated 
lipid  in  the  liver  in  Reye’s  syndrome 
is  neutral  lipid,  probably  trigly¬ 
ceride.  This  conclusion  is  based  on 
the  following:  (1)  the  absence  of 
histochemically  demonstrable 
amounts  of  glycolipids,  phospho¬ 


lipids,  free  fatty  acids,  and  choles¬ 
terol  and  the  absence  of  cholesterol 
esters  as  determined  by  polarized 
light;  and  (2)  the  similarities  be¬ 
tween  the  demonstrable  lipid  in  the 
hepatocyte  in  Reye’s  syndrome  and 
that  stored  in  adipocytes.  These 
similarities  include  the  positive  re¬ 
action  with  ORO,  which  stains  the 
lipid  in  adipocytes,  and  the  ultra- 
structural  appearance  of  the  lipid 
droplets.4 

Furthermore,  these  morphologic 
findings  are  in  agreement  with  both 
the  studies  of  lipid  in  blood  in 
Reye’s  syndrome,  which  indicated 
an  absence25  of  hyperlipopro¬ 
teinemia,  hypercholesterolemia, 
and  hyperphospholipidemia,  and 
with  the  chromatographic  and 
chemical  analyses  on  extracted 
hepatic  lipid,  which  showed  that  the 
accumulated  lipid  was  predomi¬ 
nantly  triglyceride.23  Our  his- 
tochemical  studies  failed  to  demon¬ 
strate  free  fatty  acids  in  the  liver, 
however,  which  some  investigators3 
have  shown  to  be  elevated.  On  the 
other  hand,  because  free  fatty  acids 
are  more  likely  to  be  bound  to 
membranes  or  to  proteins  at  the  in¬ 
terface  between  the  fat  droplet  and 
the  cytoplasm,  there  may  not  have 
been  sufficient  concentrations  for 
their  detection  by  histochemical 
means. 

The  known  physiopathologic 
aspects  of  Reye’s  syndrome  are  con¬ 
sistent  with  our  findings  and  those  of 
others.  Both  excessive  free  fatty 
acidemia  (as  evidenced  by  changes 
in  adipose  tissue  stores6  by  elevated 
plasma  or  serum-free  fatty  acids,3-5 
and  by  ketosis7)  and  hypopre- 
betalipoproteinemia5'8  (as  demon¬ 
strated  by  agarose  gel  elec- 


Fig.  1.  Number  and  size  of  lipid 
droplets  vary  from  one  hepatocyte  to 
another.  An  occasional  empty  vacuole 
is  surrounded  by  lipid  (arrow)  (oil  red 
0,  X720;  AFIP  Neg  73-3916). 


Fig.  2.  Lipid  droplets  (arrows)  in  the 
hepatocytes  demonstrated  by  osmium 
tetroxide  staining  of  frozen  section  (1 
percent  osmium  tetroxide,  X835;  AFIP 
Neg  73-3915). 


Fig.  3.  Lipid  droplets  (arrows)  in  hepa¬ 
tocytes  (glutaraldehyde-fixed, 
osmium-postfixed,  Epon-embedded  1- 
p  m  sections  stained  with  toluidine 
blue,  XI,  200;  AFIP  Neg  73-3914). 
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trophoresis  in  Reye’s  syndrome) 
could  account  for  the  results  ob¬ 
tained  by  chromatographic  and 
chemical  analyses  and  for  our 
morphologic  findings.  The  former 
would  provide  excessive  amounts  of 
fatty  acids  to  visceral  organs  such 
as  the  liver  to  be  re-esterified  to 
diglycerides  and  triglycerides,  and 
the  latter  would  retard  the  mobiliza¬ 
tion  of  triglyceride  from  the  hepa- 
tocytes. 

In  general,  the  amount  of 
morphologically  or  chromato- 
graphically  demonstrable  lipid  in 
the  liver  or  other  viscera  in  Reye’s 
syndrome  at  any  one  given  time 
(such  as  a  biopsy  or  autopsy  speci¬ 
men  would  represent)  depends  on 
the  interplay  of  many  factors.  This 
interplay  would  involve  factors  or 
circumstances  that  should  enhance 
lipid  accumulation  in  viscera  (such 
as  lipolysis  and  mobilization  of  fatty 
acids,  re-esterification  of  fatty 
acids,  and  the  decreased  produc¬ 
tion  of  lipoproteins)  and  those 
factors  or  circumstances  that  would 
tend  to  decrease  lipid  accumulation 
(such  as  13-oxidation  of  fatty  acids, 
hydrolysis  of  accumulated  trigly¬ 
ceride,  impaired  cellular  function 
extending  to  include  the  relative 
ability  to  re-esterify  fatty  acids,  and 
the  possible  competition  of  fatty 
acids  with  other  substances  such  as 
bilirubin  and  drugs  for  sites  on  the 
smooth  endoplasmic  reticulum  in 
the  hepatocyte).910  These  points 
should  be  kept  in  mind  in  con¬ 
sidering  the  pathologic  spectrum  of 
this  disease  process  and  enter¬ 
taining  the  diagnosis  of  Reye’s 
syndrome. 

From  a  practical  standpoint,  the 
evidence  for  excessive  lipolysis 
with  mobilization  of  fatty  acids  in 
Reye’s  syndrome  has  certain  thera¬ 
peutic  implications.  Not  only  could 
<  the  presentation  of  excessive 
amounts  of  fatty  acids  to  the  liver 
and  certain  other  organs  result  in 
the  accumulation  of  metabolites 
such  as  triglycerides  in  their 
1  parenchymal  cells  (as  further  sub¬ 
stantiated  by  this  study)  but  also 
because  of  their  potentially  toxic  ef¬ 
fect,  fatty  acids  can  be  and  have 
been  implicated11  in  the  patho¬ 
genesis  of  many  of  the  clinicopatho- 
logic  features  (including  both  me¬ 


tabolic  and  systemic  disturbances) 
of  Reye’s  syndrome.  In  this  regard, 
antilipolytic  agents  such  as  insulin 
and  hypertonic  glucose  have  been 
recommended12  as  a  form  of  specif¬ 
ic  disease-oriented  therapy.  Al¬ 
though  the  experience  with  this 
form  of  therapy  is  currently 
limited,13  and  in  spite  of  certain  po¬ 
tential  therapeutic  pitfalls,14  the 
preliminary  data  are  encouraging. 

Summary 

Histochemical  and  ultrastructural 
studies  in  Reye’s  syndrome  were 
carried  out  on  sections  of  liver  in  an 
attempt  to  characterize  the  lipid 
present  within  the  parenchymal 
cells. 

These  studies  suggest  that  the  ac¬ 
cumulated  lipid  is  predominantly 
neutral  lipid,  probably  triglyceride. 
This  finding  is  consistent  with  the 
results  that  others  have  obtained  by 
chromatographic  and  chemical 
analyses  and  with  certain  of  the 
physiopathologic  aspects  of  this 
disease  process.  Furthermore,  the 
results  of  these  studies  reinforce  the 
evidence  for  excessive  lipolysis  with 
mobilization  of  fatty  acids  in  Reye’s 
syndrome  and  thereby  support  the 
argument  for  using  antilipolytic  ther¬ 
apy  to  treat  it.  □ 
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Fig.  4.  In  addition  to  the  lipid  droplets  (arrows)  note  the  occasional  presence  of  os- 
miophilic  material,  possibly  lipomicrons ,4  at  the  interface  between  the  lipid 
droplet  and  the  cytoplasm  (arrow  LM).  Similar  material  could  also  be  found  on  the 
membrane  of  the  dilated  cisternae  of  smooth  endoplasmic  reticulum  (ER).  Lipid¬ 
like  material  within  such  cisternae  (arrow  LF)  suggests  that  the  cisternae  are  a 
site  of  lipid  formation  in  the  hepatocyte  in  Reye’s  syndrome  (glutaraldehyde- 
fixed,  osmium-postfixed  section  stained  with  uranyl  acetate  and  lead  citrate,  X28, 
300;  AFIP  Neg  73-4016).  _ 
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Medical  Education:  One 


Regionalization  of  continuing  medical  education 


yjy  ITH  the  present  acceleration  in 
medical  technology  and  scien¬ 
tific  advances,  there  is  an  ever- 
increasing  need  for  the  doctor  to 
continue  learning  after  he  gradu¬ 
ates.  Consequently,  there  is  a 
growing  demand  on  the  medical 
school  faculty  to  participate  in  the 
continuing  educational  process.  It 
is  now  becoming  evident  that  the 
faculty  residing  primarily  in  the 
medical  school  hospital  is  unable  to 
meet  this  need,  and  the  need  for  ad¬ 
ditional  physicians  with  academic 
capability  has  become  evident. 

Furthermore,  the  increasing  com¬ 
plexity  and  diversification  of  medi¬ 
cal  school  education  leads  to  a 
fragmented  experience,  so  that  em¬ 
phasis  must  be  placed  on  the  meth¬ 
odology  of  learning  rather  than  on 
the  accumulation  of  specific  facts. 
This  leads  to  additional  demands 
for  programs  to  meet  the  continuing 
education  needs  of  the  physician 
after  graduation. 

To  meet  these  needs,  the  depart¬ 
ment  of  medicine  of  the  Hahnemann 
Medical  College  (in  1969,  when  Dr. 
Moyer  was  department  chairman) 


*  Administrative  changes  at  the  Hah¬ 
nemann  Medical  College  have  disrupted 
implementation  of  these  programs  since 
this  manuscript  was  submitted.  None¬ 
theless,  the  significance  of  this  concept 
remains  and  for  that  reason  is  being 
published  at  the  request  of  the  authors. 


JOHN  H.  MOYER,  M.D.,  D.Sc. 
Philadelphia 


WILLIAM  S.  VAUN,  M.D. 
Long  Branch,  New  Jersey 


and  its  affiliated  hospitals  created 
the  Regional  Council  for  Continuing 
Medical  Education.  This  was  ex¬ 
tended  into  a  School  for  Continuing 
Education  in  1972,  organized 
around  the  same  administrative 
format,  but  also  including  all  of  the 
academic  departments  which  par¬ 
ticipated  in  the  continuing  educa¬ 
tion  program  of  Hahnemann  and  its 
affiliate  system.*  In  the  process  of 
development  and  implementation  of 
the  continuing  education  programs, 
a  number  of  deficits  in  the  system  of 
continuing  education  as  it  existed  in 
1969  had  become  evident.  It  was 
observed  that: 

(1)  The  medical  college  faculty  it¬ 
self  was  overextended  and  could 
not  continue  to  respond  to  neces¬ 
sary  requests  in  continuing  medical 
education. 

(2)  Many  programs  in  continuing 

Dr.  Moyer  is  professor  of  medi¬ 
cine  at  Hahnemann  Medical 
College  and  Hospital  and  a 
member  of  the  Pennsylvania  Med¬ 
ical  Society's  Council  on  Educa¬ 
tion  and  Science.  Dr.  Vaun  was 
formerly  dean  of  the  Hahnemann 
School  of  Continuing  Education 
and  is  currently  director  of  medi¬ 
cal  education  at  Monmouth  Medi¬ 
cal  Center,  Long  Branch,  New 
Jersey. 
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education  were  not  founded  on 
sound  principles  of  learning  and 
were  consequently  ineffective. 

(3)  Programs  of  continuing  medi¬ 
cal  education  were  not  and  still  are 
not  relevant  to  the  needs  of  the  pa¬ 
tient  and  the  physician. 

(4)  Duplication  dilutes  the  impact 
of  continuing  medical  education 
programs  and  adds  to  manpower 
and  financial  expenses. 

(5)  The  concept  of  medical  edu¬ 
cation  as  a  continuum  was  not 
being  incorporated  into  newly  de¬ 
veloping  programs. 

Medical  School  Affiliations 

In  order  to  meet  the  needs  of  un¬ 
dergraduate  medical  education  and 
at  the  same  time  improve  the 
delivery  of  health  services  in 
affiliated  hospitals,  two  types  of 
affiliation  arrangements  with  com¬ 
munity  hospitals  have  emerged. 
Each  type  of  arrangement  is  related 
to  the  facilities  of  the  institutions  in¬ 
volved  and  to  common  objectives  of 
the  medical  college  and  its  affiliated 
hospitals.  All  such  affiliations  are 
structured  about  formal  contractual 
agreements,  with  continuing  educa¬ 
tion  of  the  affiliate  hospital  staff 
being  the  first  and  basic  consider¬ 
ation.  Certain  features  are  common 
to  all  types  of  agreements:  namely, 
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they  are  long-term  agreements;  they 
have  a  bilateral  commitment  clause; 
and  they  outline  the  mechanics  of  fu¬ 
ture  operations  and  program  devel¬ 
opment.  Beyond  this,  the  agree¬ 
ments  differ  depending  on  the  type 
of  affiliation. 

The  first  type  of  affiliation  is  for 
the  student-resjident  teaching  affili¬ 
ates — both  Metropolitan  Philadel¬ 
phia  and  distant  affiliates.  Usually 
the  resident  training  programs  are 
integrated  in  the  metropolitan  area 
affiliates,  whereas  the  training  pro¬ 
grams  at  distant  affiliates  are  inde¬ 
pendent.  Otherwise  the  agreements 
for  these  major  affiliates  are  similar. 
In  addition  to  items  previously  men¬ 
tioned,  these  agreements  contain 
clauses  requiring  salaried  depart¬ 
ment  heads;  uniform  departmental 
structure;  review  of  active  staff 
applications  for  faculty  appoint¬ 
ment;  and  selection  of  department 
heads  by  departmental  liaison  com¬ 
mittees  made  up  of  equal  represen¬ 
tation  from  the  corresponding 
departments  at  the  medical  school 
and  at  the  affiliated  hospital.  (Fig.  1) 

The  second  type  of  affiliation  is 
restricted  to  continuing  education 
programs.  In  addition  to  common 
clauses  of  all  agreements,  these 
contracts  contain  the  following 
clauses:  (1)  A  commitment  from  the 
affiliating  hospital  to  develop  or  con¬ 
tinue  in  a  program  of  patient  care 
evaluation;  (2)  The  appointment  of 
an  individual  responsible  for  the  pro¬ 
gram  in  continuing  education 
together  with  appropriate  remunera¬ 
tion;  (3)  Provision  for  the  support  of 
facilities  required;  (4)  Provision  for 
the  financial  support  of  a  continuing 
education  program,  including  hon¬ 
oraria,  travel,  and  overhead  for  pro¬ 
gram  operation;  (5)  Agreements  to 
permit  phasing  in  of  any  depart¬ 
ments  other  than  those  participating 
initially,  when  agreeable  to  the 
heads  of  the  departments  involved  at 
both  institutions.  (6)  A  stipulation 
that  the  agreements  involve  allied 
health  personnel;  and  (7)  Permission 
for  any  continuing  education  affili¬ 
ate  to  become  involved  in  other 
aspects  of  medical  education  when¬ 
ever  appropriate  if  approved  by  an 
inter-institutional  reviewing  com¬ 
mittee.  These  agreements  are  open- 
ended. 


This  last  clause  of  the  agreements 
allows  for  additional  major  teaching 
affiliates  for  an  expanding  student 
body,  and  it  is  intended  to  provide 
opportunities  immediately  for  a 
broader  variety  of  experience  for  the 
students  on  an  elective  basis.  Fur¬ 
ther,  this  sequence  in  the  develop¬ 
ment  of  affiliation  is  predicated  on 
the  firm  belief  that  the  more  progres¬ 
sive  affiliations  are  those  structured 
about  an  active,  alert  medical  staff, 
involved  in  continuing  education, 
rather  than  bricks  and  mortar.  Con¬ 
tinuing  education  is  the  basis  and 
common  building  block  for  all  affili¬ 
ates. 

As  many  as  twenty  hospitals  could 
become  involved  in  the  program  as 
continuing  education  affiliates  (See 
figure  2).  On  the  basis  of  current  ca¬ 
pacity  to  provide  effective  direction 
and  administrative  services,  this  is 
as  large  a  complex  as  can  be 
handled.  Relating  to  this  size  group 


of  hospitals  on  a  continuing  basis 
will  have  several  advantages,  both 
for  the  medical  school  and  for  the  af¬ 
filiates.  It  will  permit  the  affiliates  to 
contribute  more  to  the  planning  of 
continuing  medical  education  at  the 
medical  school;  permit  more  in¬ 
volvement  of  their  medical  staffs; 
allow  programs  to  be  evaluated  (now 
virtually  impossible  for  the  unaffi¬ 
liated  hospital  and  impractical  for 
too  large  a  number  of  affiliates);  and 
promote  regional  and  subregional 
cooperation  in  academic  programs. 

The  School  of  Continuing  Education 

The  primary  purpose  of  the  school 
is  to  enlarge  and  advance  the  medi¬ 
cal  knowledge  of  practicing  physi¬ 
cians  and  allied  health  professionals 
and  thus  to  improve  patient  care.  In 
keeping  with  that  purpose,  the 
school  is  responsible  for  developing 
and  implementing  all  continuing  ed- 


LIAISON  COMMITTEE  STRUCTURE  AND  RELATION  TO 
DEPARTMENTAL  RESEARCH  AND  ADVISORY  COMMITTEES 


MEDICAL  SCHOOL  AFFILIATE  HOSPITAL 


Figure  1 .  Structure  of  the  liaison  committee  of  each  department  consists  of  repre¬ 
sentatives  from  the  department  at  the  medical  school  and  parallel  representatives 
from  the  department  at  the  affiliate  institution.  All  planning  and  policy  develop¬ 
ment  between  the  medical  school  and  the  affiliate  institution  is  communicated 
through  this  liaison  committee.  In  addition,  the  liaison  committee  relates  to  the 
departmental  research  committee  as  well  as  the  advisory  committee  to  each 
departmental  chairman. 
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Figure  2.  Structure  of  the  Regional  Council  for  Continuing  Education  includes 
representatives  from  the  various  participating  community  hospitals  and  the  par¬ 
ticipating  departments  at  the  medical  school. 


ucation  programs  of  the  medical 
school  and  its  affiliated  institutions. 
Working  with  individual  directors  or 
departments  of  medical  (continuing) 
education  at  the  affiliates,  the  office 
of  the  school  arranges  and  coordin¬ 
ates  programs  relevant  to  identified 
needs  at  each  affiliate.  In  addition, 
however,  it  seeks  to  eliminate 
duplication  of  effort  through  coor¬ 
dination  of  regional  programs. 

A  dean  heads  the  school  and  a 
regional  council  for  continuing  edu¬ 
cation  supervises  its  activities.  Each 
of  the  participating  affiliated  institu¬ 
tions  is  represented  on  this  council, 
which  is  responsible  for  the  develop¬ 
ment  of  policies  and  procedures  that 
will  improve  the  educational  pro¬ 
grams  of  all  participating  hospitals. 
The  dean,  who  serves  on  a  part-time 
basis  and  is  chairman  of  the  council, 
is  appointed  upon  recommendation 
of  the  council.  Preference  is  given  to 
a  representative  from  one  of  the  af¬ 
filiate  institutions  so  as  to  keep  the 
activities  of  the  school  in  proper 
perspective.  The  school  also  has 
one  full-time  associate  dean  and  one 
part-time  associate  dean,  with 
regional  assistant  deans  as  in¬ 
dicated.  One  associate  dean  is  di¬ 
rectly  responsible  for  the  continuing 
education  programs  for  physicians 
and  physician  assistants.  Working 
with  him  is  a  coordinator  for  the 
allied  health  sciences.  A  regional  as¬ 


sistant  dean  will  be  appointed  when¬ 
ever  a  regional  health  education 
center  materializes  or  the  affiliated 
hospitals  in  any  one  geographical 
area  reach  a  sufficient  number  to 
warrant  a  regionalized  integrated 
program.  Finally,  the  school  has  an 
executive  director  in  charge  of  ad¬ 
ministration  with  an  appropriate 
secretarial  staff. 

Operational  services  of  the  school 
are  available  to  all  departments  of 
the  medical  college  as  well  as  to  the 
affiliates,  working  through  the  dean; 
and  all  departments  are  expected  to 
participate  in  the  continuing  educa¬ 
tion  effort  when  participation  of  their 
disciplines  is  appropriate.  The 
school  is  responsible  for  program 
announcements,  for  financial 
matters  related  to  the  continuing  ed¬ 
ucation  programs,  for  evaluating 
programs  and  attendance,  and  for 
preparing  and  publishing  an  annual 
report.  It  shares  the  responsibility 
for  preparing  annual  reports  of  the 
programs  at  each  affiliated  institu¬ 
tion  with  their  directors  of  medical 
education. 

Regional  Council  on  Continuing 
Education 

The  department  of  medicine  took 
the  initiative  in  organizing  the 
council  about  a  nucleus  of  the 
directors  of  medical  education  of  the 
affiliated  hospitals  and  staff 


members  from  the  medical  college 
representing  each  department  that 
participates  in  the  continuing  educa¬ 
tion  program.  The  primary  and 
simple  charge  to  the  council  is  the 
improvement  of  patient  care  in  all 
the  hospitals  affiliated  with  the  med¬ 
ical  college  through  sound  pro¬ 
grams  of  continuing  education. 

The  council  consists  of  the  dean 
of  the  School  of  Continuing  Educa¬ 
tion,  who  serves  as  chairman;  the 
executive  director  of  the  school,  who 
serves  as  secretary;  the  associate 
and  assistant  deans  of  the  school; 
the  chairman  of  each  academic 
department  of  the  medical  college 
which  actively  participates  in  con¬ 
tinuing  education  (or  his  designee 
as  deputy  chairman  with  full  authori¬ 
ty);  one  representative  from  the 
College  of  Allied  Health  Professions; 
two  members  of  the  nursing  staff 
stationed  at  the  medical  college,  one 
of  whom  is  nominated  by  the  School 
of  Nursing  from  its  faculty  and  the 
other  nominated  by  the  vice  presi¬ 
dent  for  medical  affairs;  two  repre¬ 
sentatives  from  the  student  body, 
one  of  whom  is  appointed  by  the 
dean  of  the  medical  college  and  the 
other  nominated  by  the  students; 
and  from  each  affiliated  institution, 
one  representative  from  the  clinical 
services  and  one  from  the  allied 
health  professions  where  appropri¬ 
ate  (See  Fig.  2).  When  the  chairman 
of  a  department  with  representation 
on  the  council  designates  a  deputy 
chairman  to  represent  him  on  a  reg¬ 
ular  basis,  he  establishes  that  fact  by 
notifying  the  dean  of  the  school  in 
writing.  This  representation  remains 
in  effect  through  automatic  renewal 
on  July  1  of  each  year  unless  the 
departmental  chairman  notifies  the 
dean  otherwise  at  that  time. 

The  council  is  responsible  for  de¬ 
veloping  the  organizational  frame¬ 
work  of  the  continuing  education 
program  and  the  policies  and 
procedures  for  directing  future 
operations.  The  dean  and  his  staff 
are  subsequently  responsible  for  de¬ 
veloping  programs  relevant  to  iden¬ 
tified  needs  with  each  affiliate  or 
group  of  affiliates.  The  programs  of 
each  affiliate  institution  (or  group) 
are  reviewed  periodically  by  the 
council.  The  School  of  Continuing 
Education,  together  with  its  affiliate 


44 


Pennsylvania  Medicine,  June  1974 


institutions,  has  been  approved  by 
the  Council  on  Education  of  the 
American  Medical  Association,  so 
that  programs  at  the  affiliates  are 
automatically  accredited  as  soon  as 
they  are  planned  and  developed  as 
part  of  the  activities  of  the  school. 

All  representatives  from  the 
affiliated  hospitals  and  the  medical 
school  meet  once  a  month,  or  as 
often  as  necessary  to  develop  gener¬ 
al  policies  governing  the  program. 
As  the  number  of  affiliated  hospitals 
grows,  an  executive  committee  will 
be  formed.  It  will  include  the 
chairman  and  vice  chairman  of  the 
council,  an  educational  consultant, 
two  representatives  from  the  Phila¬ 
delphia  metropolitan  area  affiliates 
and  two  from  the  distant  affiliated 
hospitals,  and  the  executive  director 
of  the  school,  who  is  secretary  of  the 
council.  Meetings  of  the  executive 
committee  will  be  dictated  by  the 
needs  of  the  overall  program. 

Subcommittees  of  the  council  are 
structured  to  accomplish  various 
tasks.  These  include:  review  of 
applications  for  appointment  to  the 
continuing  education  faculty;  evalu¬ 
ation  of  affiliated  institutions  for 
changing  affiliated  status  (i.e., 
moving  from  one  type  of  affiliation  to 
another);  and  evaluation  of  student 
elective  assignments  in  the  con¬ 
tinuing  education  affiliates  (those 
whose  affiliation  is  restricted  to  this 
area).  The  operation  of  the  academ¬ 
ic  programs  in  the  student-resident 
affiliates  is  the  responsibility  of  their 
liaison  committees,  in  which  their 
representatives  to  the  council  will 
participate. 

The  Program  in  Continuing 
Education 

Recognizing  the  broad  spectrum 
of  needs  in  continuing  education, 
the  program  is  diversified  and  struc¬ 
tured  to  be  flexible  and  adaptable  to 
specific  needs.  Faculty  members  are 
available  for  service  in  the  affiliate 
hospitals  as  visiting  professors,  lec¬ 
turers,  and  consultants  in  education¬ 
al  methodology  and  delivery  of 
health  services.  They  participate  in 
circuit  courses,  patient  care  evalua¬ 
tion  programs,  sequential  patient 
care  analysis,  etc.  These  are  supple¬ 
mented  by  back-up  programs  at  the 
medical  college  hospital,  such  as 


symposia,  seminars,  and  in-house 
trainee  tutorial  programs. 

Patient  Care  Evaluation — One  of  the 

major  requirements  of  the  con¬ 
tinuing  education  type  of  affiliation 
is  the  establishment  of  a  system  of 
patient  care  evaluation  (See  Fig.  3). 
If  requested,  members  of  the 
council  and  faculty  will  assist  any 
affiliating  hospital  in  the  develop¬ 
ment  of  such  a  system  and  advise 
on  the  on-going  programs  of  patient 
care  evaluation  in  the  affiliated  hos¬ 
pitals.  Workshops  will  be  organized 
by  the  council  to  provide  for  a 
sharing  of  experiences  in  this  area, 
the  development  of  new  programs 
of  patient  care  evaluation,  and  the 
establishment  of  criteria  of  care 
that  are  broadly  applicable  yet 
adaptable  to  specific  institutional 
needs.  Interestingly,  the  newly  de¬ 
veloping  groups  of  affiliated  hospi¬ 
tals  have  diversified  data  bases. 
Some  are  involved  in  the  Profes¬ 
sional  Activity  Study  (PAS);  others 
in  the  Hospital  Utilization  Project 
(HUP);  and  still  others  in  their  own 
data  collection  systems.  This  diver¬ 
sity  is  highly  desirable  in  develop¬ 


ing  future  systems,  both  for  educa¬ 
tional  purposes  within  the  affiliated 
complex  of  hospitals  and,  equally 
important,  for  the  medical  student 
body. 

From  whatever  the  data  base,  it  is 
anticipated  that  patient  care  needs 
and  physician  practice  deficits  will 
be  identified  by  matching  the  data 
against  criteria  established  by  indi¬ 
vidual  medical  staffs,  in  workshops 
sponsored  by  the  council,  and  from 
other  sources.  Herein  lies  the  foun¬ 
dation  of  the  program  in  continuing 
education  to  be  developed  for  each 
participating  hospital,  or  subregion 
where  appropriate. 

As  physician  self-evaluation  pro¬ 
grams  become  more  prevalent,  it  is 
hoped  that  these  too  will  become  a 
source  of  data  for  educational 
needs,  especially  for  the  programs 
based  at  the  medical  college  (e.g., 
the  international  symposia,  subspe¬ 
cialty  seminars,  and  tutorials).  The 
continuing  education  activities  of 
the  regional  council  will  relate 
primarily  to  the  programs  within  the 
affiliated  hospitals,  the  cornerstone 
of  true  continuing  education  related 
to  the  management  of  patients.  The 
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Figure  3.  Structure  of  the  affiliate  education  program.  The  director  of  medical  ed¬ 
ucation  is  responsible  for  the  overall  coordination  of  continuing  education  of  the 
affiliate.  The  utilization  committee  considers  the  standard  of  health  care  as  well 
as  cost  control.  It  is  important  that  two  subcommittees  are  formed  one  of  which 
includes  administrative  personnel  to  consider  cost  control  operating  independ¬ 
ently  of  the  other  which  should  consider  quality  medical  care.  The  two  different 
areas  are  then  coordinated  through  the  parent  utilization  committee.  The  educa¬ 
tion  committee  is  independently  responsible  for  the  quality  of  education  and  for 
deficits  that  become  apparent  through  the  subcommittee  on  Standard  of  Care. 
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community  hospital  thus  becomes  a 
secondary  center  for  continuing  ed¬ 
ucation  for  family  physicians  re¬ 
sponsible  for  primary  care  of  pa¬ 
tients  in  that  community. 

The  Continuing  Education  Faculty 

A  nucleus  of  continuing  education 
affiliates  to  which  the  medical 
college  relates  continuously  over  a 
long  period  of  time  has  several  in¬ 
herent  advantages.  One  of  these  is 
the  identification  of  faculty  members 
within  the  affiliate  institutions  who 
have  the  background,  qualifications, 
and  desire  to  participate  in  educa¬ 
tional  programs,  but  who  previously 
were  not  so  identified  because  the 
institution  was  not  part  of  a  formal 
medical  school  educational  pro¬ 
gram.  Those  who  are  found  to  have 
such  qualifications  will  be  given  fac¬ 
ulty  appointments  on  the  continuing 
education  faculty.  It  is  anticipated 
that  this  will  not  only  increase  the 
participating  faculty  numerically, 
but  will  also  have  the  advantage  of 
broadening  the  base  of  experience. 
Additionally,  loss  of  considerable 
time  in  travel  by  the  school’s  faculty 
may  be  avoided  as  these  faculty 
members  become  involved  in  pro¬ 
grams  near  their  home  base  of 
operation.  As  the  overall  programs 
grow,  subregional  units  built  about 
such  faculty  and  their  institutions 
may  be  established.  Faculty 
members  from  continuing  education 
affiliates  will  be  reimbursed  with  the 
standard  honoraria  and  expense 
items. 

Faculty  Responsibilities — (1)  Vis¬ 
iting  Professor  Programs.  Though 
a  basic  format  is  recommended,  it 
may  be  altered  as  desired  by  the 
host  institution,  working  with  the  of¬ 
fice  of  the  school  of  continuing  edu¬ 
cation  and  the  visiting  professor 
himself.  The  usual  program  involves 
at  least  one-half  day  to  a  full  day.  It 
is  anticipated  that  in  the  future  such 
visitations  may  be  extended  over  a 
number  of  days.  Starting  with  case 
conferences  involving  the  physi¬ 
cians  and  their  patients,  the  day 
proceeds  through  a  formal  presen¬ 
tation  followed  by  a  generous  ques¬ 
tion  and  answer  period,  and  then  on 
to  informal  unstructured  discussion 
groups  or  any  other  activity  related 


to  the  needs  of  the  medical  staff. 
Determination  of  criteria  for  patient 
care  is  an  important  part  of  these 
sessions. 

(2)  Visiting  Lectureship  Program. 

This  comprises  courses  consisting 
of  monthly  presentations  that  range 
from  a  broad  general  course  in  in¬ 
ternal  medicine  to  a  more  compre¬ 
hensive  coverage  of  a  specific 
subspecialty  area.  “Recent  Ad¬ 
vances  in  . . .”  would  be  covered  by 
this  category  of  program.  Although 
the  usual  format  is  the  lecture,  it 
may  be  varied  to  include  discussion 
groups,  panels,  etc.  Programs  of 
this  type  are  available  for  isolated 
lectures  to  county  medical  societies 
and  other  such  groups.  It  is  recom¬ 
mended  that  these  presentations  be 
oriented  primarily  to  new  scientific 
developments  and  discoveries. 

(3)  Tutorial  Programs.  These  are 
available  by  special  arrangement 
for  selected  individuals  at  the  medi¬ 
cal  college  hospital.  Physicians 
sponsored  by  affiliated  hospitals  (or 
on  their  own  initiative)  may  partici¬ 
pate  in  tutorial  programs  already 
available  at  the  medical  college,  or 
special  programs  will  be  designed 
as  necessary  if  not  currently  listed. 
These  are  in-house  training  pro¬ 
grams  of  no  less  than  two  weeks. 
The  trainee  can  develop  a  program 
lasting  as  long  as  nine  months  by 
arranging  sequential  assignments 
in  different  units  of  the  hospital. 

Medical  Student  Programs 

Medical  students  are  closely  in¬ 
volved  in  many  aspects  of  council 
activities.  Each  of  the  major 
teaching  affiliates  presents  a  series 
of  seminars  educating  students  in 
the  practical  aspects  of  medical 
practice,  including  community  re¬ 
sources,  medical  staff  structure,  and 
committees,  etc.,  and  in  patient  care 
evaluation  proceeding  currently  in 
its  own  institution.  As  this  is  the 
starting  point  of  all  continuing  edu¬ 
cation,  it  is  essential  that  the  student 
be  exposed  to  and  involved  in  such 
learning  experiences.  Additionally, 
students  are  involved  in  programs 
related  to  data  systems,  computer 
technology,  and  problem-oriented 
records. 

Students  working  in  clinical  as¬ 
signments  at  the  affiliates  and  with 


preceptors  are  further  involved  in 
actual  programs  based  at  the  affili¬ 
ates.  With  individual  preceptors, 
who  may  well  be  participating  facul¬ 
ty,  they  also  become  involved  in  pro¬ 
gram  development. 

One  of  the  intriguing  aspects  of 
student  involvement  is  their  ex¬ 
posure  to  newly  developing  learning 
resources  centers  in  some  affiliated 
hospitals.  The  transition  from  tradi¬ 
tional  libraries  to  resource  centers 
employing  all  modalities  and  tech¬ 
nologies  for  self-teaching  is  a 
stimulating  and  worthwhile  experi¬ 
ence. 

Summary 

In  summary,  the  Regional  Council 
on  Continuing  Education  has  been 
established  to  serve  as  the  organiza¬ 
tional  mantle  for  continuing  educa¬ 
tion  at  the  medical  college  and 
affiliated  hospitals.  It  has  as  its 
primary  objective  the  improvement 
of  patient  care  in  all  participating 
hospitals.  Secondary  objectives 
include:  (1)  augmentation  of  faculty; 
(2)  limitation  of  faculty  involvement 
to  a  smaller  number  of  institutions 
and  medical  staffs,  on  a  continuing 
basis;  (3)  organization  of  programs 
about  identified  patient  care  needs 
and  physicians’  deficits  in  knowl¬ 
edge  and  practice;  (4)  employment 
of  sound  educational  methodology 
in  programs  already  established;  (5) 
involvement  of  medical  students  in 
continuing  education  as  a  con¬ 
tinuing  experience  throughout  their 
undergraduate  years;  and  (6)  coor¬ 
dination  of  programs  to  avoid 
duplication. 

The  network  of  continuing  educa¬ 
tion  established  through  the  council 
will  have  a  meaningful  impact  on  pa¬ 
tient  care.  It  makes  the  precious 
hours  each  physician  devotes  to  his 
continuing  education  more  produc¬ 
tive  and  worthwhile.  It  provides  a 
vehicle  for  research  in  continuing 
education  never  before  available. 
(There  are  already  significant  explo¬ 
rations  of  the  use  of  audiovisual 
systems  in  this  network.)  The 
council  looks  to  corporations, 
private  foundations,  and  regional 
medical  programs  for  resources  to 
assist  in  the  developmental  years. 
The  program  is  ultimately  projected 
to  be  self-supporting.  □ 
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LIRO-NICIN 


gives  you  a  choice  for 

EDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/100  mg.  LIPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg.  Nicotinic  Acid  . 250  mg. 

Niacinamide  .  75  mg.  Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg.  Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg.  Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg.  Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  10  mg.  Pyridoxine  HCL  (B-6)  ...  10  mg. 

™SE:  l.to  5  t*J,lets  daily-  DOSE:  1  to  3  tablets  daily. 

AVAILABLE:  Bottles  of  100,  500,  AVAILABLE:  Bottles  of  100,  500, 
1000  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 
(■wMJfcTHE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057  [PDRl 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 

APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 


Niciri 


CAPSULES 


A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICItT  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 


Each  CEREBRO-NICiN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  . .  .  100  mg 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  ...... .50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  .  .  . 

( BRolvixB  thf  BROWN  PHARMACEUTICAL  CO. 


2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


•AVAILABLE  ON  REOUEST:  Ronald  I.  Goldberg,  M.D.  &  Franklin  I.  Shuman,  M.D 
Double  blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
^from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964  ^ 


the  balanced  bronchodilator 

•  Quibron  Plus  provides  a  balance  of 
bronchodilation,  sedation,  and  expec¬ 
torant  activity  in  a  unique  formulation 

•  theophylline  PLUS  ephedrine  for  relief 


PLUS  glyceryl  guaiacolate  to  facilitate 
expectoration 

PLUS  buta barbital,  the  mild, 
intermediate-acting  sedative 


QUIBRON  PLUS 

Each  capsule  or  tablespoon  (15  ml.)  elixir  contains: 
theophylline  (anhydrous)  150  mg.,  glyceryl  guaia- 
colate  100  mg.,  ephedrine  HCI  25  mg.,  and  butabar- 
bital  20  mg.  (Warning:  may  be  habit-forming).  Elixir: 
alcohol  15% 


for  comprehensive  relief 
in  many  bronchospastic  disorders 


Indications:  Based  on  a  review  of  a 
similar  drug  by  the  National  Acad¬ 
emy  of  Sciences— National  Research 
Council  and/or  other  information, 
FDA  has  classified  the  indications 
as  follows: 

“Possibly"  effective:  bronchial 
asthma;  bronchitis,  bronchiectasis, 
and  emphysema  in  which  broncho- 
spasm  is  present;  the  relief  of  bron- 
chospasm;  hay  fever;  nasal  allergy; 
or  for  use  as  an  expectorant. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur¬ 
ther  investigation. 


Dosage:  Adults:  1-2  capsules  or  1-2 
tablespoons  elixir  2-3  times  daily.  Chil¬ 
dren  8  to  12:  1  capsule  or  1  tablespoon 
elixir  (15  ml.)  2-3  times  daily.  Children 
under  8:  Up  to  Vz  teaspoon  (2.5  ml.) 
elixir  per  10  lb.  body  weight,  2-3  times 
daily.  Dosage  should  be  adjusted  on 
an  individual  basis. 

Contraindications:  Contraindicated  in 
patients  who  are  sensitive  to  any  in¬ 
gredient  of  the  formulation. 
Precautions:  Do  not  administer  more 
frequently  than  every  6  hours,  or  within 
12  hours  after  rectal  dose  of  any  prep¬ 
aration  containing  theophylline  or 
aminophylline.  Do  not  give  other  com¬ 
pounds  containing  xanthine  deriva¬ 
tives  concurrently.  Use  cautiously  in 
patients  with  cardiovascular  disease, 
hypertension,  hyperthyroidism,  pros¬ 
tatic  hypertrophy,  hepatic  disease,  im¬ 
paired  renal  function,  glaucoma,  dia¬ 
betes.  Do  not  exceed  recommended 
dose.  Be  aware  of  the  possible  effects 
from  concomitant  doses  of  other  sym¬ 
pathomimetic  amines.  Caution  parents 
against  overdosage  in  children. 
Adverse  Reactions:  Theophylline  may 
exert  some  stimulating  effect  on  the 
central  nervous  system.  Its  adminis¬ 
tration  may  cause  local  irritation  of  the 
gastric  mucosa,  with  possible  gastric 
discomfort,  nausea,  and  vomiting.  Tak¬ 
ing  Quibron  Plus  after  meals  may  help 
avoid  such  disturbances.  Central  Ner¬ 
vous  System:  Nervousness,  jitteriness, 
vertigo,  and  sedation;  Cardiovascular: 
Tachycardia  (palpitation);  Miscellane¬ 
ous:  Precordial  pain. 

How  Supplied:  Elixir  in  bottles  of  1  pint; 
capsules  in  bottles  of  100. 


LABOR  ATO  R  I  E  S 


©1973  MEAD  JOHNSON  &  COMPANY 
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new  members 


ALLEGHENY  COUNTY: 

Mustafa  H.  Adatepe,  M.D.,  2490  Hitching  Post  Dr.,  Allison  Park 
15101. 

Richard  E.  Anderson,  M.D.,  3600  Forbes  Ave.,  Pittsburgh 
15213. 

Paul  Andrulonis,  M.D.,  1 720  Chislett  St.,  Pittsburgh  1 5206. 

Edward  D.  Bernstein,  M.D.,  4815  Liberty  Ave.,  Pittsburgh 
15224. 

Alfons  Busza,  M.D.,  12  Darlington  Ct.,  Pittsburgh  15217. 

Robert  J.  Caserta,  M.D.,  Allegheny  General  Hospital,  Pitts¬ 
burgh  15212. 

Edgar  C.  Cordero,  M.D.,  500  E.  Bruceton  Rd.,  Suite  305,  Pitts¬ 
burgh  15236. 

Bertram  D.  Dinman,  M.D.,  1501  Alcoa  Bldg.,  Pittsburgh  15219. 

Philip  J.  Dugan,  M.D.,  320  E.  North  Ave.,  Pittsburgh  15212. 

Peter  B.  Henderson,  M.D.,  201  DeSoto  St.,  Pittsburgh  15213. 

Abdul-Hamed  Mahsoob,  M.D.,  1564  Northway  Mall,  Pittsburgh 
15237. 

Shawky  F.  Mechael,  M.D.,  Mercy  Hospital,  Locust  St.,  Pitts¬ 
burgh  15219. 

John  J.  Mikita,  M.D.,  537  Hamilton  Rd.,  Pittsburgh  15205. 

Dawood  A.  Mulla,  M.D.,  120  Ruskin  Ave.,  Apt.  705,  Pittsburgh 
15213. 

Ronald  J.  Nigborwoicz,  M.D.,  266  East  End  Ave.,  Pittsburgh 
15221. 

John  G.  Phillips,  M.D.,  3533  Forest  Rd.,  Bethel  Park  15102. 

Jules  B.  Puschett,  M.D.,  Allegheny  General  Hospital,  320  E. 
North  Ave.,  Pittsburgh  15212. 

Donald  H.  Reigel,  M.D.,  Children’s  Hospital,  Pittsburgh  15213. 

Richard  J.  Skrenta,  M.D.,  111  Woodland  Dr.,  Pittsburgh  15228. 

Robert  B.  Snyder,  M.D.,  5915  Alder  St.,  Pittsburgh  15232. 

Jau-Hsin  Yang,  M.D.,  5912  Douglas  St.,  Pittsburgh  15217. 


BEAVER  COUNTY: 

Kuldeep  Sehgal,  M.D.,  262  Connecticut  Ave.,  Rochester  15074. 


BERKS  COUNTY: 

John  B.  Anderson,  M.D.,  1340  W.  Pennsylvania  Ave., 

Wyomissing  19610. 

Donald  T.  Apostle,  M.D.,  301  S.  7th  Ave.,  West  Reading  19602. 
Nicanor  G.  Granados,  M.D.,  East  First  and  Spruce  St.,  Birds- 
boro  19508. 

Nora  N.  Manalo,  M.D.,  St.  Joseph’s  Hospital,  Reading  19603. 


BRADFORD  COUNTY: 

Raymond  A.  Perry,  M.D.,  22  Huston  St.,  Towanda  18848. 

BUCKS  COUNTY: 

Emmanuel  A.  de  la  Cruz,  M.D.,  Station  A.,  Trenton,  N.J.  08625. 
Robert  J.  Evans,  M.D.,  1115  Gloria  Lane,  Yardley  19067. 

Michael  A.  Ganz,  M.D.,  Broad  Meadows,  Perkasie  18944. 

Young  Wook  Kim,  M.D.,  36  Sutphin  Rd.,  Yardley  19067. 

Morris  Levin,  M.D.,  1437  Ft.  Washington  Ave.,  Ambler  19002. 
David  J.  Miller,  M.D.,  57  Street  Rd.,  Southampton  18966. 

CHESTER  COUNTY: 

John  H.  Rorke  III,  M.D.,  108  Chester  County  Medical  Bldg., 
West  Chester  19380. 

Mohammad  I.  Rowghani,  M.D.,  370  Chestnut  St.,  Coatesville 
19320. 

CLARION  COUNTY: 

Steven  M.  Greenberg,  M.D.,  130  Pickering  St.,  Borrkville 
15825. 

CLINTON  COUNTY: 

Sayed  Amjad  Hussain,  M.D.,  112  W.  Main  St.,  Lock  Haven 
17745. 

CRAWFORD  COUNTY: 

Harry  Little,  M.D.,  954  Limber  St.,  Meadville  16335. 

CUMBERLAND  COUNTY: 

Sidney  S.  Loxley,  M.D.,  850  Walnut  Bottom  Rd.,  Carlisle  17013. 


DAUPHIN  COUNTY: 

William  M.  Anderson,  M.D.,  Harrisburg  Hospital,  South  Front 
St.,  Harrisburg  17101. 

A.  Thomas  Andrews,  M.D.,  Harrisburg  Hospital,  South  Front 
St.,  Harrisburg  17101. 

Donald  R.  Buxton,  Jr.,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

Herbert  L.  Frank,  M.D.,  Harrisburg  Hospital,  S.  Front  St.,  Har¬ 
risburg  17101. 

Aurora  G.  Gilley,  M.D.,  1707  N.  Second  St.,  Harrisburg  17109. 

Howard  Gillis  II,  M.D.,  Hershey  Medical  Center,  Box  1401, 
Hershey  17033. 

Alexander  Kalenak,  M.D.,  325  Bradley  Ave.,  Hummelstown 
1 7036. 

William  J.  Mann,  Jr.,  M.D.,  Hershey  Medical  Center,  Dept,  of 
Obstetrics  and  Gynecology,  Hershey  17033. 

Franklin  J.  Miller,  Jr.,  M.D.,  571  Strite  Rd.,  Harrisburg  17111. 

William  J.  Sembello,  Jr.,  M.D.,  Polyclinic  Hospital,  Harrisburg 
17105. 

Dorcas  L.  Stoltzfus,  M.D.,  P.O.  Box  335,  Steelton  17113. 

John  A.  Stryker,  M.D.,  Hershey  Medical  Center,  Dept,  of 
Radiology,  Hershey  17033. 

James  S.  Taylor  III,  M.D.,  165  S.  Hanover  St.,  Hummelstown 
17036. 

DELAWARE  COUNTY 

David  W.  Christensen,  M.D.,  312  Lansdowne  Rd.,  Hevertown 
19083. 

Leonard  Haltrecht,  D.O.,  Delaware  County  Medical  Center, 
Broomall  19008. 

Joel  B.  Jurnovoy,  M.D.,  Delaware  County  Medical  Center, 
Broomall  19008. 

Jerold  Kaufman,  M.D.,  616  E.  24th  St.,  Chester  19013. 

Carolyn  D.  Kramer,  D.O.,  Box  114,  2217  Gilham  Rd.,  Broomall 
19008. 

Michael  J.  Lechman,  M.D.,  2007  Asper  Circle,  Springfield 
19064. 

Snehlata  P.  Mehta,  M.D.,  361  Swanage  Dr.,  Broomall  19008. 

David  S.  Scheinfield,  M.D.,  EMA  Ltd.,  Crozer-Chester  Medical 
Center,  Chester  19013. 

Joseph  W.  Smiley,  M.D.,  272  N.  Lansdowne  Ave.,  Lansdowne 
19050. 

Joseph  Spina,  Jr.,  M.D.,  767  Woodlea  Rd.,  Rosemont  19010. 

Wilfried  K.  Sundmaker,  M.D.,  2193  West  Chester  Pike, 
Broomall  19008. 

ERIE  COUNTY: 

Alejandro  Bernal,  M.D.,  155  State  St.,  Albion  16401. 

Khashaiar  Charepoo,  M.D.,  4147  McClellan  Ave.,  Apt.  6,  Erie 
16510. 

Donald  M.  Sledz,  M.D.,  533  Kahkwa  Blvd.,  Erie  16505. 

FAYETTE  COUNTY: 

David  C.  Blass,  M.D.,  Uniontown  Hospital,  Uniontown  15401. 

Jongsook  Park,  M.D.,  113  Hague  Lane,  Uniontown  15401. 

LANCASTER  COUNTY: 

Monte  H.  Courter,  M.D.,  1903  Lititz  Pike,  Lancaster  17601. 

LEHIGH  COUNTY: 

Raul  M.  Abad,  M.D.,  21st  and  Lehigh,  Suite  212,  Allentown 
18042. 

Charles  T.  Bonos  III,  M.D.,  Allentown  Hospital  Dispensary, 
Allentown  18102. 

Alfonso  T.  Dampog,  M.D.,  Allentown  Hospital,  Allentown 
18102. 

Wendell  Paul  Eicher,  M.D.,  Allentown  Hospital,  Allentown 
18102. 

Arthur  E.  Fetzer,  M.D.,  1008  Evergreen  Dr.,  Durham,  N.C. 
27705. 

Michael  H.  Geller,  M.D.,  3821  Oakwood  Terrace,  Allentown 
18103. 

John  A.  Kibelstis,  M.D.,  1730  Chew  St.,  Allentown  18104. 

Antonius  J.  Tan,  M.D.,  Sacred  Heart  Hospital,  Allentown  18102. 

LUZERNE  COUNTY: 

Robert  G.  Morris,  M.D.,  General  Hospital,  Dept,  of  Radiology, 
Wilkes-Barre  18702. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic  -analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non- 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
,31l  resin  sponge  uptake,  T3  ,3'l  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  Vi  grain;  V2  grain;  scored  1 
grain;  V/2  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


IN  NATURALTHYROID  THERAPY 

ARE  PATIENTS 
GETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid®  (thyn> 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant... for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


classifieds 


PHYSICIANS  WANTED 

Two  openings  for  House  Physicians  in  Medicine  in  Fox 
Chase  Section  of  Philadelphia.  Active  teaching  pro¬ 
gram.  Affiliated  with  medical  school.  Salary  competi¬ 
tive  and  commensurate  with  experience.  Pa.  license 
required.  Contact  J.  G.  Jaurigue,  M.D.,  Jeanes  Hospital, 
7600  Central  Ave.,  Philadelphia,  Pa.  19111.  Telephone: 
(215)  728-1500. 

Board  eligible  staff  Internist/Medical  Director  for  small 
hospital.  Liberal  benefits,  guaranteed  income.  Ex¬ 
cellent  opportunity  to  have  an  immediate  full  hospital 
practice  along  with  outpatient  consultation  hours.  Write 
Department  644,  PENNSYLVANIA  MEDICINE,  20  Erford 
Rd.,  Lemoyne,  Pa.  17043. 


Orthopedic  Surgeon  Wanted — Associate  for  well-es¬ 
tablished  orthopedic  clinic.  Eastern  Pennsylvania. 
Linder  37  years.  Partnership  after  IV2  years.  No  invest¬ 
ment  needed.  Board  eligibility  required.  Write  Depart¬ 
ment  612,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Emergency  Room  Physicians — Needed  to  complete 
eventual  emergency  department  of  four  full  time 
physicians.  Modern  expanding  250-bed  fully  accredited 
hospital,  150  miles  north  of  Pittsburgh.  Small  town, 
good  schools,  great  hunting  and  fishing  country.  Con¬ 
tact:  Sister  M.  Raphael,  O.S.B.,  Administrator,  Andrew 
Kaul  Memorial  Hospital,  St.  Marys,  Pennsylvania  15857. 
Telephone:  (814)  781-7500. 


Physicians  Wanted — St.  Marys,  Pa. — Physicians 
needed  in  emergency  room,  obstetrics,  family  practice, 
and  general  practice.  Fully  accredited,  150  miles  north 
of  Pittsburgh.  Good  hunting,  fishing,  and  camping 
country.  Growing  area,  good  schools.  Sister  M. 
Raphael,  O.S.B.,  Administrator,  Andrew  Kaul  Memorial 
Hospital,  St.  Marys,  Pennsylvania  15857.  Telephone: 
(814)  781-7500. 

Emergency  Room  Physician — Outstanding  opportunity 
in  modern  150-bed  community  hospital  located  in  Cen¬ 
tral  Pennsylvania,  college  town,  home  of  Bucknell  Uni¬ 
versity.  Pennsylvania  license  required.  Write  or  call 
collect,  George  Rinck,  M.D.,  or  Stephen  Rembrandt, 
Evangelical  Community  Hospital,  Lewisburg,  Pa. 
17837.  Telephone:  (717)  523-1241. 

Wanted:  Associate,  assistant,  or  partner.  Need  assist¬ 
ance  in  sharing  patient  load  in  general  internal  medi¬ 
cine.  Nothing  to  buy.  Nothing  to  sign.  Practice  grown 
too  large  to  handle  alone.  Write  Dept.  642,  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Internist,  dermatologist,  psychiatrist — Board  Certified 
or  Board  eligible.  To  join  group  with  modern  offices  in 
beautiful,  rapidly  growing  university  community  with 
full  hospital  privileges  available.  Write:  Ralph  J.  Miller, 
M.D.,  Heatherbrae  Square,  Indiana,  Pa.  15701. 

Pediatrician — Wanted  for  Western  Pennsylvania  com¬ 
munity  and  growing  hospital  with  large  OB  service.  Of¬ 
fice  space  available.  Income  guaranteed  for  first  two 
years  of  practice.  Write  Department  645,  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Family  Practice,  Internist,  Ophthalmologist — Needed  in 
college  town  with  drawing  population  of  25,000  located 
at  intersection  of  1-79  and  1-80.  Growing  area,  clean  air, 
good  schools  in  Western  Pennsylvania.  U.S.  Citizenship 
required.  Guarantee  negotiable.  Contact:  Mr.  J.  A. 
Colaizzi,  administrator,  Grove  City  Hospital,  Grove  City, 
Pa.  16127.  Telephone  (412)  458-7132. 


Wanted:  Orthopedic  surgeon  for  modern,  air-condi¬ 
tioned,  fully  equipped  office,  directly  across  from  hos¬ 
pital  in  eastern  Pennsylvania  university  town.  Take  over 
office  of  established,  thriving  practice.  Available  imme¬ 
diately.  Write  Dept.  634,  PENNSYLVANIA  MEDICINE,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 

Director  of  College  Health  Service — Excellent  opportu¬ 
nity  for  qualified  physician  interested  in  continuing  de¬ 
velopment  of  a  comprehensive  program  in  the  health 
field  in  a  college  atmosphere.  Opportunity  to  actively 
participate  both  in  administration  as  well  as  patient 
care.  Ideal  location  for  family  living,  hunting,  and  fish¬ 
ing.  For  further  information  send  curriculum  vitae  to 
Thomas  R.  Miller  II,  M.D. — Director  Ghering  Health 
Center,  Edinboro  State  College,  Edinboro,  Pa.  16412.  An 
equal  opportunity  employer. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40 
cents  each  additional  word;  $1.00  per  insertion  for 
answers  sent  in  care  of  Pennsylvania  Medical  Soci¬ 
ety.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of 
month  preceding  month  of  publication.  Send  to 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  Le¬ 
moyne,  Pennsylvania  17043.  The  right  is  reserved  to 
reject  or  modify  copy  to  conform  with  publication 
rules. 

DEPARTMENT  NUMBERS — Advertisers  using  de¬ 
partment  numbers  forbid  disclosure  of  their  identity. 
Written  inquiries  are  forwarded  to  such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single 
words,  two  initials  of  a  name,  each  abbreviation, 
isolated  numbers,  groups  of  numbers,  hyphenated 
words.  Count  name  and  address  as  five  words,  tele¬ 
phone  numbers  as  one,  and  “’Write  Department .  .  ., 
PENNSYLVANIA  MEDICINE”  as  five. 
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Student  Health  Care  Personnel  Wanted — Part-time 
college  physician  with  specialization  in  gynecological 
services.  Excellent  opportunity  for  a  qualified  physician 
interested  in  serving  the  gynecological  needs  of  a 
thriving  state  college  in  Northwestern  Pennsylvania. 
Exceptional  facilities  for  gyn.  care  are  immediately 
available  for  student  care.  Excellent  living,  working, 
and  recreational  facilities  are  available.  An  equal  op¬ 
portunity  employer.  For  further  information  send  curric¬ 
ulum  vitae  to  Thomas  R.  Miller  II,  M.D.,  Director  of 
Ghering  Health  Center.  Edinboro  State  College,  Edin- 
boro,  Pa.  16412. 

FOR  SALE 

X-ray  Fluoroscopic  Unit.  Ideal  for  general  practitioner’s 
office.  Like  new.  No  reasonable  offer  will  be  refused. 
Contact:  American  Surgical  Supply,  1413  W.  Market  St., 
Pottsville,  Pa.  17901.  Telephone:  (717)  622-8713. 


Manual — “Manual  of  Routine  Orders  for  Medical  and 
Surgical  Emergencies  (A  New  Concept  Designed  to 
Save  Lives).”  Price  $9.50.  Contact:  Warren  Green 
Publishing  Corp.,  10  South  Brentwood  Ave.,  St.  Louis, 
Missouri  63105. 

POSITIONS  WANTED 


General  Surgeon — Board  eligible,  age  34,  FMG,  FLEX 
licenced.  Desires  group  practice,  associate,  or  part¬ 
nership  in  general/vascular  surgery.  Available  July 
1974.  Write  Department  643,  PENNSYLVANIA  MEDI¬ 
CINE,  20  Erford  Rd„  Lemoyne,  Pa.  17043. 


Titleist ... 

i m  \  $n.87 

the 

j  doz. 

money 

Postage  Prepaid 

ball 

Plus  6%  Sales  Tax 

Pfal 

Golf  Shop 

Westover  Golf  Club 
401  S.  Schuylkill  Ave. 
Norristown,  Pa.  19401 
(215)  539-4502 


Factory  Fresh  Titleist 

Imprinted  with  your  Com¬ 
pany  name  or  your  name 
or  plain.  3  dozen  min¬ 
imum  order.  No  order  too 
large.  Send  check  with 
order. 

-  Also:  - 

•  Dunlop  Maxill 
•  Spalding  Top  Flite 
•  Royal  Plus  6 

—(No  split  brands  under  a  dozen)- 


Name . 

City . 

State . Zip . 

Please  check  appropriate  box 
□  Company  Name  □  Plain  □  My  Name 


M.D.  or  D.O.  Medical  Rating  Specialist 
Analyzing,  developing  claims,  and  interpreting  medi¬ 
cal  evidence  under  Veterans  Administration  laws 
and  regulations  in  program  of  veterans’  benefits  in¬ 
volving  disability  claims. 

Immediate  Vacancy  in  career  civil  service 
Starting  Salary  $22,744  per  annum 
Excellent  fringe  benefits 
Contact:  Mr.  Buckley,  Veterans  Administration 
Center,  5000  Wissahickon  Avenue, 
Philadelphia,  Pa.  19144 
Telephone:  (215)  438-5200,  Extension  542 
An  Equal  Opportunity  Employer 


Professional  Offices  and 
Adjoining  Residence 

Broomall 

500  sq.  ft.  of  office  space  in  three  rooms,  sepa¬ 
rated  by  enclosed  jalousied  patio  from  all  brick 
cape  cod  home.  3  bedrooms,  2  baths,  wall  to 
wall  carpeting,  central  air  conditioning,  a  cozy 
library,  and  a  super  well-equipped  kitchen.  Fine 
location  on  busy  street.  Ideal  for  doctor  or  law¬ 
yers.  $72,500. 

Contact:  Robert  Bruce  Realty 

Telephone:  (215)  688-4310 
(215)  647-0300 


continuing  education 


This  issue  carries  no  education  course  listings. 
Beginning  in  September,  continuing  medical 
education  announcements  will  be  published 
only  twice  a  year  in  a  special  continuing  medi¬ 
cal  education  supplement  to  PENNSYLVANIA 
MEDICINE. 

June  15,  1974,  is  the  deadline  for  receipt  of  an¬ 
nouncements  to  be  printed  in  September.  Mail 
all  data  (date,  place,  sponsor,  subject)  to: 
Pennsylvania  Medical  Continuing 
Education  Institute 
20  Erford  Road 

Lemoyne,  Pennsylvania  17043. 

It  is  important  to  meet  the  June  deadline,  since 
delay  will  result  in  a  six  month  wait  until  the 
January  edition. 

To  obtain  a  copy  of  the  continuing  medical  edu¬ 
cation  announcements  that  are  recorded  at  the 
Institute  Office,  write  to  the  above  address. 
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obituaries 


•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


•  Joseph  P.  Atkins,  Philadelphia;  University  of  Penn¬ 
sylvania  School  of  Medicine,  1934;  age  64;  died  March 
2,  1974.  Dr.  Atkins  was  professor  and  chairman  of  the 
department  of  bronchoesophagology  at  the  University 
of  Pennsylvania  School  of  Medicine.  He  was  a 
professor  and  former  chairman  of  the  department  of 
bronchology,  esophagology,  and  laryngeal  surgery  at 
the  graduate  school.  He  was  a  past  president  of  the 
American  Bronchoesophalogical  Association  and  of  the 
Pennsylvania  Academy  of  Ophthalmology  and  Otolaryn¬ 
gology.  He  is  survived  by  his  wife;  three  daughters;  and 
six  sons,  one  of  whom  is  Joseph  P.  Atkins,  Jr.,  M.D., 
Olney,  Md.  A  brother,  John  L.  Atkins,  M.D.,  Baltimore, 
Md.,  also  survives  him. 

•  Sylvio  J.  Barra,  Reading;  University  of  Arkansas 
School  of  Medicine,  1938;  age  68;  died  March  5,  1974. 
Survivors  include  his  wife,  three  daughters,  a  son,  and 
a  sister. 

•  Samuel  R.  Black,  Kittanning;  University  of  Pitts¬ 
burgh  Medical  School,  1943;  age  52;  died  February  20, 
1974.  He  was  a  member  of  the  American  Urological  As¬ 
sociation  and  a  diplomate  of  the  American  Board  of 
Urology.  He  was  also  a  fellow  of  the  American  College 
of  Surgeons  and  a  member  of  the  Pan-American  Sur¬ 
gical  Society.  He  is  survived  by  his  wife,  two  daughters, 
two  sons,  and  a  sister. 

•  Franklin  E.  Chamberlin,  Ocean  City,  N.J.;  Temple 
University  School  of  Medicine,  1923;  age  80;  died 
March  1,  1974.  He  was  a  past  president  of  the  Delaware 
County  Medical  Society.  He  practiced  in  Glenolden  for 
many  years.  His  wife,  two  daughters,  and  a  brother  sur¬ 
vive  him. 

•  Donald  F.  Closterman,  Kingston;  Hahnemann  Med¬ 
ical  College,  1931;  age  66;  died  February  22,  1974.  He 
was  chief  of  the  department  of  medicine  at  Nesbitt  Hos¬ 
pital.  He  was  a  fellow  of  the  American  College  of 
Physicians,  a  diplomate  of  the  American  Board  of  In¬ 
ternal  Medicine,  and  a  fellow  of  the  American  College 
of  Cardiology.  Survivors  include  his  wife,  one  daughter, 
one  son,  two  sisters,  and  a  brother. 

•  Douglas  A.  Decker,  Allentown;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1930;  age  69;  died  January 
23,  1974.  He  specialized  in  dermatology.  Information 
regarding  survivors  is  unavailable. 

•  Marjorie  Ann  Meyer,  Drexel  Hill;  Woman’s  Medical 
College,  1946  (Medical  College  of  Pennsylvania);  age 
52;  died  February  19,  1974.  No  further  information  is 
available. 

•  Von  D.  Mizell,  Ft.  Lauderdale,  Fla.;  Meharry  Medi¬ 
cal  College,  1936;  page  63;  died  July  16,  1973.  No  fur¬ 
ther  information  is  available. 

•  Leslie  E.  Morgan,  Scranton;  Jefferson  Medical 
College,  1931;  age  73;  died  March  10,  1974.  He  had 
practiced  medicine  in  Scranton  for  more  than  forty 
years.  His  wife  and  a  son  survive  him. 


•  John  L.  Mulherin,  Philadelphia;  Temple  University 
School  of  Medicine,  1936;  age  66;  died  February  5, 
1974.  He  is  survived  by  two  sisters. 

•  John  A.  Murray,  Patton;  Jefferson  Medical  College, 
1931;  age  68;  died  January  29,  1974.  He  had  served  on 
the  staff  at  Miners  Hospital  of  Northern  Cambria  in 
Spangler  for  forty  years  prior  to  his  retirement.  He  is 
survived  by  his  wife;  a  daughter;  and  two  brothers,  one 
of  whom  is  Richard  C.  Murray,  M.D.,  Patton. 

•  Bryce  E.  Nicodemus,  Lewistown;  Jefferson  Medical 
College,  1935;  age  64;  died  February  7,  1974.  He  had 
served  as  chief  of  staff  and  head  of  the  department  of 
pediatrics  at  Lewistown  Hospital  for  many  years.  He  is 
survived  by  his  wife;  two  daughters;  and  three  brothers, 
one  of  whom  is  Roy  E.  Nicodemus,  M.D.,  Danville. 

•  Mary  M.  Paulosky,  Minersville;  Middlesex  Universi¬ 
ty  School  of  Medicine,  Waltham,  Mass.,  1928;  age  73; 
died  February  18,  1974.  She  had  practiced  medicine  in 
Reading  for  twenty-six  years.  She  is  survived  by  a 
brother. 

•  Arthur  A.  Paluso,  Charleroi;  Jefferson  Medical 
College,  1924;  age  74;  died  January  29,  1974.  He  is  sur¬ 
vived  by  three  brothers,  all  of  whom  are  physicians: 
Arthur  K.  Paluso,  M.D.,  Charleroi;  and  Eugene  F.  and 
John  R.  Paluso,  both  Washington  physicians. 

•  Reginald  W.  Pinckney,  Willow  Grove;  State  Univer¬ 
sity  of  Iowa  College  of  Medicine,  1929;  age  71;  died 
February  19,  1974.  He  was  on  the  emeritus  staff  of  Ab- 
ington  Memorial  Hospital,  Willow  Grove,  and  Holy  Re¬ 
deemer  Hospital,  Meadowbrook.  He  is  survived  by  his 
wife  and  a  son. 

•  Emil  Sposato,  Amity;  Temple  University  School  of 
Medicine,  1933;  age  66;  died  February  11,  1974.  He  was 
a  member  of  the  staff  at  Washington  Hospital.  His  wife 
and  a  brother  survive  him. 

•  Joseph  Shilen,  Miami,  Florida;  George  Washington 
University  School  of  Medicine,  1910;  age  81;  died  Feb¬ 
ruary  18,  1974.  Survivors  include  his  wife,  two  daugh¬ 
ters,  and  a  son,  Thomas  S.  Shilen,  M.D.,  Coral  Gables, 
Florida. 

•  Bernard  G.  Slipakoff,  Philadelphia;  Temple  Univer¬ 
sity  School  of  Medicine,  1934;  age  64;  died  October  7, 
1973.  No  further  information  is  available. 

•  Krikor  Yardumian,  Pittsburgh;  American  University 
of  Beirut,  Beirut,  Lebanon,  1915;  age  81;  died  February 
28,  1974.  He  was  chief  pathologist  for  Montefiore  Hos¬ 
pital  prior  to  his  retirement.  He  was  director  and 
professor  emeritus  of  the  School  of  Medical  Tech¬ 
nologists  at  Montefiore  and  clinical  professor  at  the 
School  of  Dental  Medicine,  University  of  Pittsburgh.  He 
was  a  past  president  of  the  Pittsburgh  Pathological  So¬ 
ciety  and  a  member  of  the  American  Society  of  Clinical 
Pathologists  and  the  Association  of  American  Bacterio¬ 
logists  and  Pathologists.  He  is  survived  by  his  wife,  a 
daughter,  and  a  son. 
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A  high  assurance  of  clinical  efficacy 

■  in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■  against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli ,  Klebsiella-Enterobacter, 
Proteus  mirabilis ,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe¬ 
rience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a  significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he¬ 
molysis  may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona¬ 
mides  and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy¬ 
tosis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider¬ 
mal  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri¬ 
orbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan¬ 
creatitis.  CNS reactions:  Headache,  peripheral  neuritis, 
mentaldepression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  fecetazolamide,  thiazides)  and  oral  hypogly¬ 
cemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro¬ 
duced  thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine* 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2  tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho¬ 
prim  and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  loc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


A  high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 

Before  prescribing,  please  consult  complete  product  information, 
a  summary  of  which  appears  on  preceding  page. 
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PSRO  COOPERATION  VOTED  The  AMA  House  of  Delegates  at  its  June  session  voted 

185  to  57  to  cooperate  with  the  Professional  Standards 
Review  Organization  (PSRO)  law  ,  but  to  work  for  necessary  amendments .  The  resolu¬ 
tion  adopted  reads: 

M Resolved,  That  this  House  of  Delegates  instruct  the  Board  of  Trustees  of  the 
Association  to  direct  its  efforts  to  achieve  constructive  amendments  to  the  PSRO 
law  and  to  ensure  appropriate  regulations  and  directives,  with  particular  effort 
directed  at  amending  those  sections  of  the  law  which  present  potential  dangers 
in  the  areas  of  confidentiality ,  malpractice ,  development  of  norms ,  quality  of 
care,  and  the  authority  of  the  Secretary  of  HEW;  and  be  it  further 
Resolved,  That  the  Association  should  continue  its  efforts  to  achieve  legislation 
which  allows  the  profession  to  perform  peer  review  in  accordance  with  the 
profession’s  philosophy  and  the  best  interests  of  the  patient;  and  be  it  further 
Resolved,  That  individual  state  associations  which  select  non-participation  shall 
not  be  precluded  from  such  a  position  by  this  Association’s  policy  statement,  but 
should  be  urged  to  develop  effective  non-PSRO  review  programs  which  embody 
the  principles  endorsed  by  the  profession  as  constructive  alternatives  to  PSRO; 
and  be  it  further 

Resolved ,  That  if  ongoing  evaluation  of  the  PSRO  program  reveals  that  it  does , 
in  fact,  adversely  affect  the  quality  of  patient  care,  or  conflict  with  Association 
policy,  the  Board  of  Trustees  be  instructed  to  use  all  legal  and  legislative 
means  to  rectify  these  shortcomings .  ” 


SOCIETY  TESTIFIES  AT  MALPRACTICE  HEARINGS  A.  Reynolds  Crane,  M.D.  ,  Society 

president  elect,  testified  at 

Insurance  Department  hearings  June  18  in  Philadelphia.  He  said  the  informed  consent 
problem  in  Pennsylvania  and  the  contingency  fee  system  are  contributing  to  the  rising 
number  of  malpractice  suits  filed  and  he  called  on  the  department  to  assist  the  Society  to 
alleviate  the  situation.  Eli  T.  Bernzweig,  J.D. ,  vice  president  of  Argonaut  Insurance 
Co. ,  underwriter  of  the  Society-sponsored  professional  liability  insurance  plan  and 
formerly  director  of  the  Commission  on  Malpractice  of  the  Department  of  Health,  Educa¬ 
tion,  and  Welfare,  cited  the  company’s  loss  prevention  education  program,  ’’Medical 
Alert  Communications,”  as  an  educational  tool  useful  in  loss  prevention.  Details  will 
appear  in  the  August  issue  of  PENNSYLVANIA  MEDICINE  . 


SENATE  APPROVES  NEW  MEDICAL  PRACTICE  ACT  The  Senate  has  approved  House 

Bills  759  and  760,  the  Society- 

supported  legislation  establishing  a  new  "Medical  Practice  Act.”  The  bills  passed  the 
House  of  Representatives  last  December.  The  bills  now  return  to  the  House  for  con¬ 
currence  in  the  Senate  amendments  to  H.B.  760  which:  permit  nurses  to  perform  medical 
acts  agreed  to  by  the  Nursing  Board  and  the  Medical  Board;  delete  a  section  which  would 
have  given  the  Medical  Board  authority  to  regulate  paramedical  personnel;  and  eliminate 
hypnosis  from  the  scope  of  the  bill .  As  a  result  of  Senate  action  on  an  amendment  to 
H.B.  759,  the  companion  bill  establishing  the  State  Board  of  Medical  Education  and 
Licensure  and  describing  its  power  and  duties,  would  remain  in  the  Bureau  of  Professional 
and  Occupational  Affairs  rather  than  be  transferred  to  the  Department  of  Health . 
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FOUNDATION  REQUESTS  MEETING  WITH  GOVERNOR  After  learning  of  a  Department 

of  Health  proposal  to  establish 

a  statewide  utilization  review  and  quality  appraisal  system  for  hospital  care,  the 
Board  of  Directors  of  the  Pennsylvania  Medical  Care  Foundation  at  its  June  16  meeting 
requested  a  meeting  with  Governor  Milton  J.  Shapp  to  discuss  the  project.  The  Board 
said  the  project  is  in  conflict  with  the  federal  PSRO  law ,  ignores  the  accomplishments 
of  the  Foundation  in  the  field,  was  developed  without  input  from  the  Pennsylvania  Medical 
Society  or  the  Foundation,  and  may  be  a  duplication  of  efforts  already  being  implemented 
in  PSRO  areas  throughout  the  state. 

MALPRACTICE  INSURANCE  RATES  UP  Insurance  Commissioner  William  J.  Sheppard 

has  announced  the  approval  of  rate  increases 
for  professional  liability  insurance  for  Medical  Protective  Co.  and  Aetna  Casualty  and 
Surety  Co.  Aetna's  overall  increase  is  59  percent,  including  a  12  percent  reduction  in 
the  five-county  Philadelphia  area.  Overall  increase  for  Medical  Protective,  including 
coverage  of  dentists ,  is  44  percent .  Filing  of  a  rate  increase  request  by  Argonaut 
Insurance  Co. ,  underwriter  of  the  program  sponsored  by  the  State  Society,  can  be 
expected  in  the  near  future. 

NEW  IMMUNIZATION  RULES  PROPOSED  The  Department  of  Health  published  in  The 

Pennsylvania  Bulletin  for  June  22  a  proposal 
requiring  as  a  condition  of  school  attendance  immunization  against  diphtheria,  tetanus, 
poliomyelitis,  and  measles.  Written  comments  will  be  accepted  for  thirty  days.  The 
department  also  asked  interested  parties  to  submit  written  comments  on  whether  or  not 
school  children  should  be  immunized  against  rubella,  for  which  no  proposed  regulation  h 
yet  been  written.  The  State  Society  favors  immunization  of  school  age  children  against 
rubella  and  has  so  indicated  to  the  Advisory  Health  Board . 

WORKMEN’S  COMPENSATION  PLAN  PAYS  DIVIDEND  State  Society  members  covered 

by  the  Society-endorsed  workmen’ 

compensation  insurance  program  have  received  a  dividend  of  35  percent  on  their  first 
premium .  Checks  from  Casualty  Reciprocal  Exchange ,  underwriter  of  the  program , 
were  mailed  June  12,  with  a  letter  from  Society  President  Ralph  C.  Wilde,  M.D. 

GOVERNOR  NAMES  ACTING  SECRETARY  James  Radcliffe  Harris,  M.D. ,  Philadelphia, 

has  been  named  acting  deputy  secretary  for 
mental  health  and  medical  services  in  the  Department  of  Public  Welfare  by  Governor 
Milton  J.  Shapp.  Dr.  Harris  has  served  as  director  of  the  Southeast  Philadelphia  Neigh¬ 
borhood  Health  Center,  Director  of  Community  Medicine  at  the  University  of  Pennsyl¬ 
vania  School  of  Medicine,  and  chairman  of  the  Subcommittee  on  Mental  Health  of  the 
Philadelphia  County  Medical  Society .  He  is  a  board  certified  psychiatrist .  Robert  P . 
Haigh,  of  Harrisburg,  was  named  acting  deputy  commissioner  of  mental  health  by  DPW 
Secretary  Helene  Wohlgemuth. 

COUNCIL  VOTES  TO  CHANGE  NAME  The  Council  on  Public  Service  at  its  June  14 

meeting  voted  to  approve  the  report  of  the 
Society’s  new  Communication  Division  and  voted  to  recommend  the  Council’s  name 
be  changed  to  the  Council  on  Professional  Relations  and  Services .  Council  Chairman 
Robert  N.  Moyers,  M.D.  reported  on  the  Pennsylvania  Medical  Cooperative  membership 
drive.  The  cooperative  has  received  national  attention  in  the  medical  news  media  and 
information  requests  for  information  have  come  from  medical  societies  throughout  the 
country . 
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Now!  You  Too  Can  Reap  the  Benefits  of 

Group  Purchasing 


Physicians  can  enjoy  substantial  savings  on 
the  cost  of  their  office  supplies  if  they  buy  them 
Cooperatively,  or  on  a  group  basis,  instead  of  indi¬ 
vidually,  according  to  results  of  a  study  conducted 
for  the  Pennsylvania  Medical  Society. 

That’s  a  mighty  appealing  prospect  in  this  day 
.of  rapidly  rising  costs.  And  it’s  what  the  new  Penn¬ 
sylvania  Medical  Cooperative  is  all  about. 

The  concept  of  the  Pennsylvania  Medical 
Cooperative  is  very  simple.  The  Cooperative  will 
purchase  medical  supplies  in  large  quantities  di¬ 
rectly  from  the  manufacturer  and  resell  them  to 
its  physician  members  at  cost. 

Initially  the  Cooperative  will  confine  itself  to 
die  sale  of  expendable  supplies,  with  expected  sav¬ 
ings  of  30  to  50  per  cent.  Later  the  Cooperative 
will  expand  into  the  field  of  surgical  supplies,  office 


equipment,  etc.,  with  the  potential  for  even  greater 
savings. 

Membership  in  the  Cooperative  will  be  open 
to  Pennsylvania  Medical  Society  members  only. 
The  cost  of  membership  is  nominal  ...  a  once- 
and-done  purchase  of  a  $100  lifetime  share.  And 
this  amount  ...  or  a  substantial  part  of  it  ...  is 
returnable  if  you  wish  to  withdraw  for  any  reason. 

This  is  your  chance  to  simplify  your  purchas¬ 
ing  procedures,  take  a  giant  stride  toward  inven¬ 
tory  control,  and  make  substantial  savings  in  the 
process.  For  complete  information,  please  write 
or  call. 

Pennsylvania  Medical  Cooperative 
20  Erford  Road 

Lemoyne,  Pennsylvania  17043 
717-238-1635 


Another  new  benefit  to  members  of  Pennsylvania  Medical  Society 
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Educational  Supplement 
second  week  in  August 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 

FRANK  B.  HALL  &  CO. 

COMPANY 

OF  PENNSYLVANIA  INC. 

»  (Underwriter) 

k 

(Formerly  Parker  &  Company) 

(Administrator) 

A  long-term,  physician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Frank  B.  Hall  &  Co.  of  Pennsylvania  Inc. 

1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice  President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier _ 


Name  _ 

Office  Address  _ 

City  _ 

Telephone  _ 

Medical  Specialty  _ 

Date  your  professional  liability 
insurance  expires  _ 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a  few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  w  hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and  the 
ultimate  prospects  of  success  or 
failure. 

While  Valium  can  be  a  most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  persists 
and  should  be  discontinued  w  hen 
you  decide  it  has  accomplished  its 
therapeutic  task.  In  general,  when 
dosage  guidelines  are  followed, 
Valium  is  well  tolerated  (see 
Dosage).  For  convenience  it  is  avail¬ 
able  in  2-mg,  5-mg  and  io-mg  tablets. 

You  should  be  aware  of  the 
possibility  of  side  effects  in  some 
patients  and  should  consult  the 
complete  product  information  before 
prescribing. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com¬ 
plaints  which  are  concomitants  of  emotional  factors;  psycho¬ 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute,  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6  months  of  age.  Acute  narrow  angle  glau¬ 
coma;  may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti¬ 
convulsant  medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre¬ 
disposition  to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi¬ 
turates,  MAO  inhibitors  and  other  antidepressants  may  poten¬ 
tiate  its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten¬ 
sion,  changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon¬ 
tinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula¬ 
tion  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2  to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5  mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2  to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2  to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2  to  2V2  mg,  1  or  2  times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1  to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6  months). 

Supplied:  Valium®  (diazepam)  Tablets,  2  mg,  5  mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  ioo. 


Valium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


protection 
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D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  R.  J.  Nolen,  Jr.,  and  G.  A.  Baack,  Representatives 
Suite  101,  The  Benson  Manor,  Jenkintown  19046  Telephone:  (215)  885-6090 

WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  S.  T.  Ingram,  and  D.  C.  Hoffman,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone  (412)  531-4226 
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Tablets 

Android-10  Tablets  Android-5  Buccal 

Methyltestosterone  N.F.  -257^Q>5jrig- 

s  . ... 

j/tf  . 

For  th&  treatment  of  impotence  due  to  androgenic  deficiency  irTOf^ 


DESCRIPTION:  Methyltasfosterone/is  1 7/i-Hydroxy-l  7- 
MaUrytandrost-^gnTj-one.  ACTIONS:  Methyltestosterone 
Is  an  oil  soluble  androgenic  hormone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunlchlsm.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro¬ 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficien¬ 
cy.  4.  Postpuberal  cryptorchidism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  Jaundice  and  altered 
-tests .  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methylles- 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug.  Therefore,  in  the  presence  of  any  changes  in 
liver  <unction  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a  problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  for  symptoms  of  cli¬ 


macteric,  avoid  stimulation  to  the  point  of  Increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient’s  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car¬ 
cinoma  of  the  prostate  and  In  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  if  priapism  or  other  signs  of  exces¬ 
sive  sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis¬ 


continued.  ADVERSE  REACTIONS:  Cholestatic  Jaundice  * 
Oligospermia  and  decreased  ejaculatory  volume  *  Hyper¬ 
calcemia  particularly  in  patients  with  metastatic  breast 
carcinoma.  This  usually  indicates  progression  of  bone 
metastases  *  Sodium  and  water  retention  *  Priapism  • 
Virilization  in  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia.  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  Individualized,  as  patients  vary  widely  in  re¬ 
quirements.  Daily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
dally  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
Impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg.  In  bottles  of  60,  250. 


Write  for  Literature  and  Samples  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St„  Los  Angeles,  CA  90057 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODIIAN' 

(EB6UPMEHCII 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


This  patient 

just  received 

an  effective,  private, 

physician-controlled 

treatment. 

It  took  just  one  short  visit. . 


*robicjL^ 


*****  „f 
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*Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  go norrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin —The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

*  Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 

proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 

♦  the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly1;  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
»  mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 

syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
,  hypersensitive  to  it. 

Intramuscular 


andlrobicin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

E'terile  Trobicin  (spectinomycin  hydrochloride ) 
-For  Intramuscular  Injection: 
gm  vials  containing  5  ml  when  reconstituted 
Lvith  diluent. 

|4  gm  vials  containing  10  ml  when  reconstituted 
vith  diluent. 

jj  \n  aminocyclitol  antibiotic  active  in  vitro  against 
nost  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
o  20  mcg/ml).  Definitive  in  vitro  studies  have 
hown  no  cross  resistance  of  N.  gonorrhoeae 
jetween  spectinomycin  and  penicillin, 
ndications:  Acute  gonorrheal  urethritis 
md  proctitis  in  the  male  and  acute  gonorrheal 
ervicitis  and  proctitis  in  the  female  when  due 
o  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
rents  previously  found  hypersensitive  to  spec- 
nomycin. 

HVarnings:  Not  indicated  for  the  treatment  of 
yphilis.  Antibiotics  used  to  treat  gonorrhea 
nay  mask  or  delay  the  symptoms  of  incubating 
yphilis.  Patients  should  be  carefully  examined 
•  ind  monthly  serological  follow-up  for  at  least 
months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


MED  B-5-S  (MBR-I) 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
'esistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 


Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc./Lincoln,  Nebraska  68501 
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Board  approves  council  appointments 


President  Elect  A.  Reynolds 
Crane,  M.D.,  has  announced  the 
confirmation  by  the  Pennsylvania 
Medical  Society  Board  of  Trus¬ 
tees  and  Councilors  of  members 
of  the  Society’s  four  administra¬ 
tive  councils  for  1974-75.  They 
are: 

Council  on  Governmental  Re¬ 
lations — Donald  E.  Harrop,  M.D., 
Chester  County,  chairman;  Mi¬ 
chael  P.  Levis,  M.D.,  Allegheny 
County,  vice  chairman;  R.  Wil¬ 
liam  Alexander,  M.D.,  Berks 
County;  Leonard  Bachman,  M.D., 
Philadelphia  County;  Robert  J. 
Carroll,  M.D.,  Allegheny  County; 
Paul  A.  Cox,  M.D.,  Cumberland 
County;  Anthony  J.  Cummings, 
M.D.,  Lackawanna  County;  H. 
Keith  Fischer,  M.D.,  Philadelphia 
County;  J.  Preston  Hoyle,  M.D., 
Union  County;  Philip  Ingaglio, 
M.D.,  Philadelphia  County;  S. 
Victor  King,  M.D.,  Blair  County; 
Lawrence  J.  Mellon,  Jr.,  M.D., 
Delaware  County;  and  Bernard 
B.  Zamostien,  M.D.,  Philadelphia 
County. 

Council  on  Medical  Service — 

Henry  H.  Fetterman,  M.D.,  Le¬ 
high  County,  chairman;  William 

G.  Ridgway,  M.D.,  Lancaster 
County,  vice  chairman;  John  J. 
Danyo,  M.D.,  York  County; 
Wayne  W.  Helmick,  M.D.,  Beaver 
County;  Webb  S.  Hersperger, 
M.D.,  Cumberland  County;  Allen 

H.  Holt,  M.D.,  Mercer  County;  J. 
Scott  Hommer,  M.D.,  Blair 
County;  Matthew  Marshall,  Jr., 
M.D.,  Allegheny  County;  Stewart 
McCracken,  M.D.,  Philadelphia 
County;  Robert  A.  Schein,  M.D., 
Allegheny  County;  John  L.  Stei- 
gerwalt,  M.D.,  Montgomery 
County;  R.  Robert  Tyson,  M.D., 
Philadelphia  County;  and 
Charles  K.  Zug,  III,  M.D.  North¬ 
ampton  County. 


Council  on  Public  Service — 

Ulysses  E.  Watson,  M.D.,  Mont¬ 
gomery  County,  chairman; 
James  B.  Donaldson,  M.D.,  Phi¬ 
ladelphia  County,  vice  chairman; 
William  R.  A.  Boben,  M.D., 
Lancaster  County;  Stanley  N. 
Cohen,  M.  D.,  Philadelphia 
County;  John  C.  Cwik,  M.D., 
Cambria  County;  Leo  C.  Ed- 
dinger,  M.D.,  Lehigh  County; 
Lawrence  D.  Ellis,  M.D.  Al¬ 
legheny  County;  Thaddeus  Le- 
kawa,  M.D.,  York  County;  Robert 
Poole,  M.D.,  Chester  County; 
John  F.  Rose,  M.D.,  Montour 
County;  John  E.  Steele,  M.D., 
Carbon  County;  G.  Winfield  Yar- 
nall,  M.D.,  Dauphin  County;  and 
David  F.  Gillium,  M.D.,  Tioga 
County. 

Council  on  Education  and 
Science — James  A.  Collins,  Jr., 


1972  PRA  recipients  sent 
council  congratulations 

A  letter  of  congratulations  has 
been  sent  to  physicians  who 
have  received  the  1972  AMA 
Physician’s  Recognition  Award 
from  James  A.  Collins,  Jr.,  M.D., 
chairman  of  the  Society’s 
Council  on  Education  and 
Science. 

Enclosed  with  the  letter  is  a 
file  folder  containing  space  for 
recording  dates  of  applications 
made  and  awards  received 
together  with  a  blue  work  sheet 


Radiologists  elect  officers 

The  Pennsylvania  Radiolo¬ 
gical  Society,  a  chapter  of  the 
American  College  of  Radiology, 
elected  new  officers  at  its  annu¬ 
al  meeting  at  the  Hershey  Hotel 
in  Hershey  recently.  They  are: 

Drs.  C.  Jules  Rominger,  Phila- 


M.D.,  Montour  County,  chairman; 
James  A.  Raub,  M.D.,  Blair 
County,  vice  chairman;  J.  Reed 
Babcock,  M.D.,  Centre  County; 
William  E.  DeMuth,  M.D.,  Cum¬ 
berland  County;  Paul  W.  Dishart, 
M.D.,  Allegheny  County;  Fre¬ 
derick  D.  Fister,  M.D.,  Lehigh 
County;  Frederick  B.  Glaser, 
M.D.,  Philadelphia  County;  Wil¬ 
liam  C.  Grasley,  M.D.,  Centre 
County;  Abram  M.  Hostetter, 
M.D.,  Lebanon  County;  David  W. 
Kistler,  M.D.,  Luzerne  County; 
Roland  A.  Loeb,  M.D.,  Lancaster 
County;  David  G.  Moyer,  M.D., 
Montgomery  County;  Joseph  J. 
Schwerha,  M.D.,  Allegheny 
County;  Bernard  Sigel,  M.D., 
Philadelphia  County;  Nathan 
Sussman,  M.D.,  Dauphin  County; 
Samuel  G.  Watterson,  M.D., 
Somerset  County;  Theodore  L. 
Yarboro,  M.D.,  Mercer  County; 
and  Nikitas  J.  Zervanos,  M.D., 
Lancaster  County. 


for  recording  credits  earned 
toward  the  next  required  appli¬ 
cation.  In  the  case  of  the  1972 
award  recipients,  this  will  be  in 
1975. 

The  1975  award  will  be  the 
first  triennial  report  credited  to 
PMS  membership  requirement. 
When  the  1975  AMA  Physician’s 
Recognition  Award  application 
form  is  received,  information 
from  the  blue  sheet  can  then  be 
transferred,  the  application  filed 
with  the  AMA,  and  continued 
membership  in  PMS  will  be  auto¬ 
matically  assured. 


delphia,  president;  Theodore  A. 
Tristan,  Harrisburg,  president 
elect;  Ross  H.  Smith,  Jr.,  Pitts¬ 
burgh,  first  vice  president;  Gil¬ 
bert  H.  Alexander,  Pittsburgh, 
second  vice  president;  Robert  B. 
Funch,  Philadelphia,  secretary; 
and  Bernard  J.  Ostrum,  Philadel¬ 
phia,  treasurer. 
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Federal,  state  payment  programs  mesh 
for  chronic  kidney  disease  patients 


Final  policies  for  payment  of 
care  for  patients  with  chronic 
kidney  diseases  have  been  an¬ 
nounced  by  Caspar  Weinberger, 
secretary  of  the  Department  of 
Health,  Education,  and  Welfare. 
Federal  payment  for  chronic 
renal  dialysis  services  began  in 
1973  on  an  interim  basis  under 
amendments  to  the  medicare 
sections  of  the  Social  Security 
Act  which  were  a  part  of  Public 
Law  92-603.  Regulations  cover 
establishment  of  treatment  net¬ 
works,  selection  of  facilities, 
quality  control,  and  reimbur¬ 
sement  of  facilities  and  physi¬ 
cians,  all  under  the  jurisdiction 
of  the  Department  of  Health,  Ed¬ 
ucation,  and  Welfare.  Local 
review  boards  are  planned  to 
monitor  the  appropriateness  and 
utilization  of  services  and  are 
expected  to  become  an  integral 
part  of  Professional  Standards 
Review  Organizations. 

The  final  policies  include  a 
new  option  for  paying  physicians 
for  their  services  to  kidney  pa¬ 
tients.  If  physicians  choose,  they 
may  be  paid  a  comprehensive 
monthly  fee  per  patient  for 
providing  all  necessary  medical 
services.  The  alternative  they 
may  choose  is  to  charge  their 
usual  fee  for  each  service,  ex¬ 
cept  for  the  comprehensive  care 
rendered  during  dialysis  treat¬ 
ments,  which  will  be  covered  by 
HEW’s  single  reimbursement  to 
the  facility  where  dialysis  takes 
place. 

As  under  the  present  medi¬ 
care  program,  physicians  may 
either  bill  the  patient  directly  or 
bill  medicare  for  services  on 
behalf  of  the  patient. 

Charles  C.  Edwards,  M.D.,  as¬ 
sistant  secretary  for  health,  said, 
“We  hope  that  all  physicians 
participating  in  the  program  will 
voluntarily  choose  to  accept  as¬ 


signment  of  benefits  payable  by 
the  medicare  program  as  pay¬ 
ment.” 

In  Harrisburg,  Secretary  of 
Health  J.  Finton  Speller,  M.D., 
announced  that  Pennsylvania 
patients  suffering  from  end- 
stage  kidney  disease  will  be 
helped  in  paying  the  deductible 
and  20  percent  coinsurance 
under  the  federal  medicare  plan. 

Pennsylvania  has  been  one  of 
the  few  states  which  had  pro¬ 
vided  direct  aid  to  chronic  renal 
disease  patients  prior  to  the 
enactment  implementation  of  the 
medicare  amendments.  George 
A.  Jones,  M.D.,  director  of  the 
Commonwealth’s  Chronic  Renal 
Disease  Services,  said,  “The 
decision  to  reimburse  patients 
for  the  deductible  and  20  per¬ 
cent  coinsurance,  which  they 

Clinic  elects  new  officers 

The  Wainwright  Tumor  Clinic 
Association  elected  new  officers 
at  the  forty-fourth  annual  meeting 
held  in  Pittsburgh  in  May. 

They  are:  Roscoe  W.  Teahan, 
M.D.,  Philadelphia,  president; 
George  R.  Greenwood,  M.D., 
Bethlehem,  presidentelect;  Ken¬ 
neth  K.  Meyer,  M.D.,  Sayre,  vice 
president;  Alan  W.  Shriver,  M.D., 

ACS  schedules  meeting 

The  American  College  of  Sur¬ 
geons  will  hold  its  annual  clinical 
conference  at  the  Miami  Beach 
Convention  Center,  Miami, 
Florida,  October  21-25. 

Accredited  postgraduate 
courses  earning  Category  One 
credit  on  an  hour-for-hour  basis 
will  number  seventeen.  There  are 
260  research  reports  scheduled, 
as  well  as  panel  discussions,  live 
telecasts  of  operations  from 


themselves  must  pay  under 
medicare,  coincides  with  the 
original  concept  of  the  legisla¬ 
ture  in  setting  up  our  program — 
namely,  to  provide  all  the  sup¬ 
port  a  Pennsylvania  resident 
needs  and  cannot  obtain  else¬ 
where  in  order  to  obtain  dialysis 
treatment.” 

The  state  has  thirty-five  hospi¬ 
tals  participating  in  the  program. 
Patients  may  be  enrolled  in  the 
state  program  by  physician 
referral  or  direct  contact  with 
one  of  the  participating  hospi¬ 
tals.  In  addition  the  department 
of  health  advises  they  consult 
the  nearest  Social  Security  Ad¬ 
ministration  office  for  informa¬ 
tion  on  how  to  apply  for  federal 
funds  through  medicare’s 
chronic  renal  disease  program. 

Additional  information  is  avail¬ 
able  by  contacting  Chronic 
Renal  Disease  Services,  Penn¬ 
sylvania  Department  of  Health, 
P.O.  Box  90,  Harrisburg,  Pa. 

Greensburg,  treasurer;  and 
James  S.  Furnary,  M.D.,  Johns¬ 
town,  secretary.  C.  Jules  Ro- 
minger,  M.D.,  Philadelphia,  was 
elected  director,  and  Roland  A. 
Loeb,  M.D.,  Lancaster,  and  Lester 
G.  Steppacher,  M.D.,  Philadel¬ 
phia,  were  reelected  directors. 

Membership  information  may 
be  obtained  from  Hugh  R.  Gil¬ 
more,  Jr.,  M.D.,  executive  secre¬ 
tary,  Box  90,  Harrisburg,  Pa. 

Jackson  Memorial  Hospital,  films 
of  operations  and  surgical  tech¬ 
niques,  and  scientific  exhibits. 

Registration  is  free  to  fellows 
of  the  college,  initiates,  can¬ 
didates,  and  surgical  residents. 
Others  will  pay  a  $90  fee  (except 
federal  service  physicians  for 
whom  the  fee  is  $50).  For  further 
information,  contact  Edwin  W. 
Gerrish,  M.D.,  Assistant  Director, 
Assembly,  American  College  of 
Surgeons,  55  East  Erie  St., 
Chicago,  III.  60611. 
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Senate  Finance  Committee  hears  Foundation  testimony 


Calling  Professional  Standards  Review 
Organization  (PSRO)  legislation  “pri¬ 
marily  a  waste  control  and  quality  assur¬ 
ance  measure  rather  than  cost  control 
and  benefit  limitation  legislation,” 
Matthew  Marshall,  Jr.,  M.D.,  president  of 
the  Pennsylvania  Medical  Care  Founda¬ 
tion,  testified  before  the  U.S.  Senate  Fi¬ 
nance  Committee  during  its  PSRO 
hearings  in  May. 

Dr.  Marshall  reminded  committee 
members  that  PSRO  has  been,  and  con¬ 
tinues  to  be,  supported  by  the  Pennsyl¬ 
vania  Medical  Society  and  the  Founda¬ 
tion.  But,  he  said,  “Physicians  and  more 
importantly  their  patients  continue  to  be 
progressively  frustrated  by  increasing 
amounts  of  red  tape  interposed  in  the  pa¬ 
tient  care  process  by  the  regulations 
made  and  administered  by  those  who  ap¬ 
parently  do  not  fully  understand  the 
problems  of  administering  health  care.  A 
graphic  example  of  this  is  the  ‘Waiver  of 
Liability’  provision  in  P.L.  92-603,  which 
we  feel  is  an  extraordinarily  confusing 
section. . .  We  would  recommend  that  this 
section  of  the  law  be  repealed  or 
modified.” 

Dr.  Marshall  called  on  the  committee  to 
consider  potential  amendments  in  the 
light  of  strengthening,  not  weakening, 
grass  roots  physician  responsibility,  con¬ 
cern  for  confidentiality,  and  assurance  of 
quality  care.  He  said  a  broadened  man¬ 
date  to  apply  PSROs  to  all  health  care  sit¬ 
uations  does  not  seem  necessary  now, 
but  he  added,  “We  cannot  afford  an  addi¬ 
tional  wave  of  inflation  in  health  care 
costs  which  will  occur  if  additional  health 
care  programs  are  instituted.  . .  Assuring 
the  public  of  the  quality  and  cost  effec¬ 
tiveness  of  its  care  should  have  greater 
national  priority  than  instituting  new  pro¬ 
grams  to  underwrite  the  cost  of  care 
without  effective  and  appropriate  con¬ 
trols.” 


PRESENT  to  represent  the  Pennsylvania  Medical  Care  Foundation  at  the  U.S. 
Senate  Finance  Committee  hearings  on  PSRO  are  (left  to  right)  Henry  H.  Fetterman, 
M.D.,  vice  president;  Matthew  Marshall,  Jr.,  M.D.,  president;  and  William  F.  S. 
Orner,  Jr.,  coordinator  of  field  services. 


Is  fake  cancer  cure  spreading? 


ROBERT  LAMB 

Director  of  Communications 

Laetrile,  a  compound  con¬ 
sisting  principally  of  amygdalin, 
a  glucoside  obtained  from  peach 
and  apricot  kernels,  alleged  to 
control  and  treat  cancer,  has 
been  banned  by  both  Canadian 
and  American  Food  and  Drug 
Authorities. 

The  U.  S.  Food  and  Drug  Ad¬ 
ministration  states  that  “it  has 
seen  no  competent  scientific  evi¬ 
dence  that  laetrile  is  effective  for 
the  treatment  of  cancer.”  In 
Canada,  the  Food  and  Drug  Di¬ 
rectorate  succeeded  in  getting  a 
Superior  Court  to  uphold  its  ban 
on  the  distribution  of  laetrile.  In 
fact  laetrile  has  been  banned  as  a 
legitimate  cancer  treatment  drug 
since  the  early  1960s.  Why  then, 
the  sudden  notoriety? 

This  February  the  Beaver 
Valley  Committee  for  Freedom  of 
Choice  in  Cancer  Therapy  began 
securing  television  time  in  the 
Pittsburgh  area.  The  committee 
which  espouses  laetrile  and  vi¬ 
tamin  B17  therapy  is  headed  by 
Thomas  H.  Mansell,  a  retired 
steel  worker,  and  Dr.  R.  M. 
Hartman,  Jr.,  optometrist  and 
“vision  specialist.” 

The  Allegheny  County  Medical 
Society  under  the  leadership  of 
its  president,  David  W.  Clare, 
M.D.,  immediately  took  action 


with  the  print  and  broadcast 
media  in  the  Pittsburgh  area. 
Consequently  the  flurry  of  activity 
in  early  1974  has  subsided. 

Dr.  Clare  has  reported,  howev¬ 
er,  that  the  Beaver  Valley  Com¬ 
mittee  for  Freedom  of  Choice  in 
Cancer  Therapy  is  running  a  two¬ 
pronged  program.  “Not  only  are 
they  seeking  more  converts 
among  cancer  victims;  they  are 
also  preparing  to  press  for  legis¬ 
lation  which  would  overrule  FDA 
restrictions  against  the  use  of 
laetrile — offering  ‘freedom  of 
choice’  to  patient  and  doctor  in 
the  selection  of -treatment  moda¬ 
lity.”  Dr.  Clare  alerted  the  State 
Society  in  a  letter  to  Leroy  A. 
Gehris,  M.D.,  chairman  of  the 
Committee  on  Quackery. 

The  Board  of  Trustees  in  May 
called  for  effective  action  against 
proponents  of  laetrile. 

In  any  campaign  against  quack 
remedies,  particularly  those  held 
out  to  cancer  victims,  there  is  the 
danger  that  the  attack  may  also 
publicize  the  product. 

Physicians  can  help  by  being 
on  the  lookout  for  any  activity  on 
laetrile  in  their  communities.  If 
any  of  your  patients  ask  about 
laetrile  or  you  see  any  local 
stories  on  laetrile  or  a  Committee 
for  Freedom  of  Choice  in  Cancer 
Therapy,  please  contact  L.  Riegel 
Haas,  PMS  staff  man  for  the  Com¬ 
mittee  on  Quackery. 
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Pennsylvania  seven  medical  schools 
graduate  883  doctors  of  medicine 


Pennsylvania’s  seven  medical 
schools  graduated  883  new 
doctors  of  medicine  this  spring. 

Jefferson 

The  largest  class  (189)  was 
graduated  by  Jefferson  Medical 
College  of  Thomas  Jefferson 
University  at  commencement  ex¬ 
ercises  held  June  7  at  the  Acad¬ 
emy  of  Music  in  Philadelphia. 
The  largest  class  in  Jefferson’s 
history  brought  their  total  Doctor 
of  Medicine  degrees  conferred 
to  22,234,  a  national  record  for 
any  medical  school.  Twenty- 
three  of  the  graduates  were  five- 
year  accelerated  students.  One 
of  the  five  honorary  degrees 
conferred  went  to  a  Pennsyl¬ 
vania  physician,  Robert  A. 
Hingson,  M.D.,  professor  of  an¬ 
esthesiology  at  the  University  of 
Pittsburgh  School  of  Medicine 
and  Dentistry,  who  received  a 
Doctor  of  Science  degree.  The 
College  of  Graduate  Studies 
conferred  four  Master  of 
Science  degrees  and  the  Col¬ 
lege  of  Allied  Health  Services 
conferred  eighteen  Bachelor  of 
Science  degrees  in  medical 
technology. 

Temple 

Temple  University  School  of 
Medicine  held  its  commence¬ 
ment  exercises  on  May  29  at  the 
Temple  University  Music  Festival 
Theater  in  Ambler.  Dr.  Charles 
Papacostas,  professor  of  phar¬ 
macology,  delivered  the 
address.  A  total  of  165  medical 
degrees  and  150'  allied  health 
degrees  were  presented. 

Pennsylvania 

The  University  of  Pennsylvania 
School  of  Medicine  graduated 
148  new  physicians.  General 
commencement  ceremonies  for 
the  university  were  held  May  20 
at  the  Philadelphia  Civic  Center 
with  Governor  Milton  J.  Shapp 


presenting  the  address.  At  the 
medical  school’s  ceremony,  the 
School  of  Allied  Medical  Profes¬ 
sions  also  conferred  seventy-six 
Bachelor  of  Science  degrees — 
eighteen  in  medical  technology, 
twenty-four  in  occupational  ther¬ 
apy,  and  thirty-four  in  physical 
therapy. 

Hahnemann 

Hahnemann  Medical  College 
and  Hospital  awarded  121 
Doctor  of  Medicine  degrees  at 
its  commencement  exercises 
held  at  the  Academy  of  Music  in 
Philadelphia  on  June  6.  U.S. 
Representative  Daniel  J.  Flood 
addressed  the  graduating 
classes.  Additional  degrees  con¬ 
ferred  were  eight  Doctor  of  Phi¬ 
losophy  degrees,  twenty-eight 
Master  of  Science  degrees, 
twenty-five  Bachelor  of  Science 
degrees,  and  sixty-eight  As¬ 
sociate  in  Science  degrees. 

Medical  College  of  Pennsylvania 

Medical  College  of  Pennsyl¬ 
vania  (MCP)  graduated  its  larg¬ 
est  class  to  date  (seventy-eight) 
in  ceremonies  on  May  18  at  the 
Irvine  Auditorium  of  the  Univer¬ 
sity  of  Pennsylvania.  The  com¬ 
mencement  speaker  was  Renee 
C.  Fox,  Ph.D.,  professor  and 
chairman  of  the  department  of 
sociology  at  the  University  of 
Pennsylvania.  Of  five  honorary 
degrees  conferred,  a  Doctor  of 
Science  degree  was  awarded  to 
Jonathan  E.  Rhoads,  M.D.,  pro¬ 
fessor  of  surgery  at  the  Universi¬ 
ty  of  Pennsylvania  School  of 
Medicine.  Robert  Slater,  M.D., 
MCP’s  new  president,  presided 
as  his  first  official  act.  A  new 
library  and  the  new  Peterson 
Multidisciplinary  Teaching  Labo¬ 
ratory  were  dedicated.  In  sepa¬ 
rate  ceremonies,  the  Clinical 
Laboratory  graduated  eight 
medical  technicians. 


Pittsburgh 

The  University  of  Pittsburgh  3 
School  of  Medicine  held  cere¬ 
monies  in  Carnegie  Music  Hall 
May  30.  Leon  Eisenberg,  M.D.,  J 
professor  of  psychiatry  at  Har¬ 
vard  University,  delivered  the 
address.  Pitt’s  largest  class  to 
date  graduated  119  Doctors  of 
Medicine  and  awarded  six  M.S.  *| 
and  seven  Ph.D.  degrees.  The  , 
School  of  Health  Related  Profes¬ 
sions  conferred  105  Bachelor  of 
Science  degrees,  ten  Bachelor 
of  Science  degrees  in  health 
related  professions,  and  twelve  ' 
Master  of  Science  degrees. 

Hershey 

Milton  S.  Hershey  Medical  j 
Center,  Pennsylvania  State  Uni¬ 
versity,  Pennsylvania’s  newest 
medical  school,  graduated  sixty- 
three  M.D.s  at  its  fourth  com¬ 
mencement  on  May  25  at  Found¬ 
ers  Hall  at  the  Milton  Hershey 
School.  John  W.  Oswald,  Ph.D., 
Pennsylvania  State  University 
president,  was  the  speaker,  and 
Harry  Prystowsky,  M.D.,  provost 
and  dean  of  the  medical  school, 
presented  the  M.D.  candidates. 
This  year’s  class  brings  to  200 
the  number  of  physicians  grad¬ 
uated  at  Hershey.  Twenty-one 
of  the  graduates  have  accepted 
residencies  in  Pennsylvania 
(nine  of  them  at  Hershey)  and  79 
percent  of  the  class  will  do 
residency  work  in  primary  care 
including  33  percent  in  family 
medicine.  One  Doctor  of  Philos¬ 
ophy  and  seven  Master  of 
Science  degrees  were  conferred 
in  basic  medical  sciences. 

Allergy  society  installs 

The  Philadelphia  Allergy  Soci¬ 
ety  elected  officers  for  1 974-75  at  • 
a  recent  spring  meeting.  They 
are:  Irving  H.  Itkin,  M.D.,  Phila-  / 
delphia,  president;  George  A.  h 
Moll,  M.D.,  Jenkintown,  vice 
president;  and  Charles  G.  Blu- 
menstein,  Jenkintown,  who  was  ♦ 
re-elected  secretary-treasurer. 
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Under  freedom  of  information  decision 

Medicare  charges  public  information 


Simply  stated,  Level  I  charges 
relate  to  an  individual  physician’s 
personal  profile,  while  Level  II 
charges  are  the  ceiling  or  75th 
percentile  level  which  is  deter¬ 
mined  from  the  aggregate  of 
physicians’  Level  I  charges.  An 
individual  physician  may  upon 
request,  secure  the  Level  II 
charges  of  any  specialty  in  any  or 
all  of  four  charge/class  areas  of 
Pennsylvania.  These 
charge/class  areas  or  socio¬ 
economic  divisions  of  Pennsyl¬ 
vania  can  account  for  a  signifi- 


X-ray  standards  revised 

New  extensively  revised  and 
amended  federal  standards  for 
diagnostic  x-ray  equipment  be¬ 
come  effective  August  1,  1974, 
and  will  affect  not  only  manufac¬ 
turers  and  assemblers,  but  also 
users. 

One  of  the  principal  protection 
provisions  of  the  standard 
requires  machines  to  restrict  the 
x-ray  beam  to  the  size  of  the  film 
or  fluoroscopic  image  receptor. 
There  are  also  provisions  in¬ 
tended  to  make  it  possible  to 
reproduce  more  consistently  a 
given  image  quality  for  given 
voltage,  current,  and  time  set¬ 
tings.  This  capability,  in  combi- 


A  recent  court  decision  con¬ 
cerning  the  Freedom  of  Informa¬ 
tion  Act  provides  that  all  medi¬ 
care  Level  II  charges  now  are 
considered  public  information 
and  are  available  from  medicare 
carriers  upon  request.  Prior  to 
this  determination,  medicare  pro¬ 
vider  information,  including  phy¬ 
sicians’  profiles,  was  the  closely 
guarded  property  of  the  Social 
Security  Administration. 

It  is  important  to  understand 
what  information  is  now  available 
and  what  information  is  still  con¬ 
sidered  to  be  confidential.  Basic 
to  this  is  an  understanding  of  the 
terminology  which  is  used  under 
the  medicare  program  as  well  as 
that  used  by  the  carrier. 
Linder  the  law,  just  before  the 
beginning  of  each  fiscal  year 
(July  1),  medicare  reviews  the  ac¬ 
tual  charges  billed  by  physicians 
in  the  preceding  calendar  year. 
The  most  frequently  billed  actual 
charge  by  a  doctor  or  supplier  for 
a  service  or  an  item  is  es¬ 
tablished  as  his  customary 
charge  for  that  service.  The 
prevailing  charge  is  then  es¬ 
tablished  as  the  range  of  all  indi¬ 
vidual  doctor’s  or  supplier’s  cus¬ 
tomary  charges  for  each  service 
in  a  particular  specialty  in  a  given 
geographic  area.  In  effect,  the 
prevailing  charge  for  any  given 
service  or  item  is  the  amount 
which  is  high  enough  to  cover  in 
full  the  customary  charges  of 
those  doctors  or  suppliers  whose 
billings  account  for  at  least  75 
percent  of  all  claims  for  that  serv¬ 
ice  or  item  in  the  locality  in  the 
preceding  year. 

In  view  of  the  fact  that  the  defi¬ 
nition  of  this  payment  criterion 
under  Blue  Shield’s  Prevailing 
Fee  Program  differs  from  medi¬ 
care  terminology,  we  refer  here 
to  Level  I  and  Level  II  charges  to 
avoid  unnecessary  confusion. 


Philadelphia  receives  grant 

A  two-year,  $390,248  grant 
from  the  Robert  Wood  Johnson 
Foundation  for  an  improved  med¬ 
ical  communications  and  trans¬ 
portation  system  for  the  Philadel¬ 
phia  area  has  been  awarded  to 
the  Philadelphia  Health  Manage¬ 
ment  Corporation. 

The  corporation  will  subcon¬ 
tract  certain  areas  to  the  City  of 
Philadelphia — which  has  already 
marked  funds  for  five  mobile  in¬ 
tensive  care  units  for  the  Fire 
Rescue  Squad. 

The  remainder  is  earmarked 


cant  differential  of  payments 
within  a  specialty  for  an  identical 
procedure. 

Any  physician  who  desires  to 
have  Medicare  Level  II  informa¬ 
tion  should  write  to:  Robert  W. 
Fraser,  Director  of  Com¬ 
munications,  Pennsylvania  Blue 
Shield,  Camp  Hill,  Pennsylvania 
17011.  Requests  must  be  in  writ¬ 
ing  and  must  clearly  indicate  the 
specialty  or  specialties,  as  well 
as  the  area  or  areas  desired.  No 
charge  will  be  made  for  requests 
up  to  ten  pages  in  length.  Howev¬ 
er,  a  charge  of  25  cents  per  page 
for  more  lengthy  requests  will  be 
made. 


nation  with  good  x-ray  examina¬ 
tion  techniques,  will  minimize 
film  retakes  and  unnecessary  ex¬ 
posure. 

The  FDA  is  conducting  a  series 
of  one-day  workshops  to  familiar¬ 
ize  persons  installing  x-ray 
equipment  with  the  new  regula¬ 
tions.  They  will  also  cover 
proposed  federal  requirements 
involving  the  resale  of  used  x-ray 
equipment. 

For  further  information  on  the 
regulations  or  the  workshops, 
Pennsylvanians  should  contact 
Henry  Kocol,  Region  III,  1204  U.S. 
Customhouse,  Room  902B,  Sec¬ 
ond  and  Chestnut  Sts.,  Philadel¬ 
phia  19106.  Telephone:  (215) 
597-4506. 


for  improving  communications 
both  within  city  departments  and 
between  the  city  facilities  and 
Philadelphia  hospitals.  Provision 
has  been  made  for  voice  contact 
with  hospitals  and  for  an  elec¬ 
tronic  telemetry  system. 

The  plan  which  was  prepared 
by  the  combined  efforts  of  city 
departments,  the  Health  Manage¬ 
ment  Corporation,  and  the  Center 
for  the  Study  of  Emergency 
Health  Services  at  the  University 
of  Pennsylvania,  was  one  of  forty- 
four  in  the  nation  selected  to 
share  in  a  total  $15  million  from 
the  Johnson  Foundation. 
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Society’s  legal  counsel  speaks 


Medical  staff  proceedings  privileged 

DANIEL  J.  MENNITI,  ESQ.  FRED  SPEAKER,  ESQ. 
Harrisburg 


On  January  31,  1974,  the  Supreme  Court  of 
Nebraska  rendered  a  decision  in  a  case  con¬ 
cerning  the  confidentiality  of  proceedings  and 
records  of  medical  staff  committee  meetings.  The 
decision  is  important  in  these  days  when  the  right 
to  privacy  and  confidentiality  are  still  being 
strongly  litigated.  The  conclusion  of  the  Court  was 
that  “  .  .  .  the  proceedings  and  records  of  the  med¬ 
ical  staff  committee  of  the  defendant  hospital  were 
privileged  .  . .  .  ”  Oviatt  v.  Archbishop  Bergan 
Mercy  Hospital,  214  N.W.  2d  490  (Neb.  1974). 

The  case  involved  an  action  against  the  hospital 
by  a  patient  who  alleged  that  a  physician  who  had 
participated  in  an  operation  for  a  hysterectomy  on 
her  was  the  cause  of  damage  to  her  sciatic  nerve. 
By  discovery  procedures  the  patient  had  obtained 
copies  of  the  records  of  the  hospital  relating  to  the 
restriction  or  suspension  of  the  physician’s  staff 
privileges  at  the  hospital  prior  to  the  date  of  her 
hysterectomy.  The  defendant  physician  had  filed  a 
motion  to  prevent  “the  plaintiff  from  using  or  refer¬ 
ring  to  any  proceedings,  minutes,  records  or 
reports  of  the  medical  staff  committee  of  the  de¬ 
fendant  because  the  documents  were  privileged.” 

The  trial  court  sustained  the  motion,  and  on  ap¬ 
peal  the  Nebraska  Supreme  Court  upheld  the  ac¬ 
tion  of  the  trial  court. 

One  basis  for  the  decision  of  the  Nebraska 
Supreme  Court  was  the  presence  of  a  statute  in 


He  keeps  blaming  his  high  blood  pressure  on  the  state  in¬ 
come  tax! 


Nebraska  which  provided  that  the  proceedings,  \ 
minutes,  records,  and  reports  of  medical  staff 
committees  and  utilization  review  committees  , 
together  with  all  communications  originating  in 
such  committees  were  to  be  privileged  and  not  ' 
subject  to  discovery  unless  the  privilege  is  waived 
by  the  patient  and  a  court  of  record  orders  their 
disclosure  after  a  hearing  at  which  good  cause  A 
arising  from  extraordinary  circumstances  is  < 
shown.  The  court,  however,  also  relied  on  a  Dis¬ 
trict  of  Columbia  case,  [Bredice  v.  Doctors  Hospi¬ 
tal,  Inc.,  50  F.R.D.249  (D.D.C.  1970)]  and  quoted 
the  latter  case  at  length  to  explain  the  purpose  of  n 
privilege  statutes.  The  latter  case  held  that  privi-  ’ 
lege  was  a  prerequisite  to  adequate  hospital  care  t 
because  it  permitted  candid  and  conscientious 
evaluation  of  the  hospital’s  clinical  practices.  \ 
Moreover,  the  constructive  professional  criticism 
could  not  occur,  the  court  said,  if  it  were  available 
to  a  patient  to  use  in  a  malpractice  suit.  Therefore,  * 
the  court  held  on  the  basis  of  the  Nebraska  statute  , 
and  reasoning  of  the  District  of  Columbia  case 
that  the  trial  court  had  acted  properly.  The  ] 
Bredice  case,  parenthetically,  held  that  the 
minutes  and  reports  of  any  board  or  committee 
concerning  the  death  of  the  patient  were  held  to 
be  privileged  from  discovery;  this  was  in  the  Dis-  ^ 
trict  of  Columbia  where  there  is  no  statute  similar 
to  that  in  Nebraska. 

The  Nebraska  Supreme  Court  further  held  that  4 
there  was  no  proof  that  the  hospital  knew  facts 
which  would  have  caused  it  to  revoke  the 
physician’s  privileges  before  the  date  of  the  hys- 
terectomy.  Moreover,  it  was  necessary  for  the 
plaintiff  to  prove  that  the  proximate  cause  of  her  <j 
injury  was  something  which  the  physician,  whose 
work  was  discussed  in  the  committee  meetings, 
did  or  failed  to  do  while  assisting  in  the  operation. 

The  case  is  important,  especially  in  view  of  the  " 
reasoning  involved  in  upholding  the  confidentiality 
of  medical  staff  committee  and  utilization  review  1 
committee  meetings.  Usually  in  Pennsylvania  the 
records  of  the  medical  staff  committee  meetings 
are  subject  to  discovery  and  are  admitted  into  evi-  I 
dence,  as  are  other  records  made  in  the  ordinary  ' 
course  of  business.  It  seems,  however,  that  in  fed¬ 
eral  courts,  as  was  evidenced  in  the  Bredice  case,  1 
the  confidentiality  of  records  might  be  upheld  on 
the  basis  of  privilege. 
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Let  George  say  it! 


Sometimes  your  worst  enemies  are  right  at  home 

GEORGE  A.  ROWLAND,  M.D. 

Millville 


Everybody  criticizes  organized  medicine.  News¬ 
paper  columnists  refer  to  the  AMA  as  one  of  the 
most  powerful  unions,  and  many  less  informed 
people  believe  that  medicine  has  an  inside  track 
to  high  places  in  government.  The  average 
j*  physician,  on  the  other  hand,  believes  that  the 
bottom  figure  on  the  totem  pole  carries  the 
stethoscope.  He  also  feels  that  his  state  and  na¬ 
tional  organizations  care  little  for  his  problems 
and  are  totally  impotent  in  helping  him. 

The  truth  actually  lies  somewhere  in  between. 
Medicine  faces  many  bitter  antagonists  who  are 
ready  to  oppose  any  AMA  position.  By  trial  and 
error  organized  medicine  has  learned  a  great  deal 
about  how  democratic  government  works.  Al¬ 
though  medicine  truly  has  no  hotline  to  high 
places,  it  does  have  some  very  experienced  and 
capable  members  and  employees  who  have 
learned  to  know  legislatures  and  legislators. 
These  persons,  having  established  themselves  as 
honest  and  hardworking,  are  often  able  to  present 
medicine’s  point  of  view  effectively  to  law  making 
bodies.  By  applying  time  tested  methods  of  ra¬ 
tionality  and  compromise,  their  efforts  have  been 
responsible  for  much  good  medical  legislation  and 
have  prevented  the  passage  of  many  measures 
that  would  have  been  seriously  detrimental  to  the 
nation’s  health. 

With  this  preamble  it  is  in  order  to  recount  a 
story.  Recently  a  bill  was  introduced  into  the 
Pennsylvania  Legislature  which  would  have  ex¬ 
panded  the  scope  of  the  practice  of  optometry  in 
the  Commonwealth.  It  would  have  given  optome¬ 
trists  the  right  to  use  local  anesthetics, 
cycloplegics,  and  mydriatics  under  certain  cir¬ 
cumstances.  As  it  happened  this  was  strongly  sup¬ 
ported  by  some  legislators  who  had  been  general¬ 
ly  friendly  to  the  interests  of  the  Pennsylvania 
Medical  Society.  Through  its  regular  channels  the 
Society  was  alerted  to  the  new  bill.  The  un¬ 
desirable  features  were  recognized,  and  arrange¬ 
ments  were  made  to  watch  its  progress  and  take 
appropriate  actions  as  might  become  necessary. 

Unfortunately,  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology  also  became 
aware  of  the  bill  about  this  time.  Enraged  that 
such  a  measure  could  even  have  been  introduced, 
its  leaders  demanded  that  all-out  action  be  taken 


to  prevent  its  passage.  Telephone  calls  and  corre¬ 
spondence  with  PMS  officers  were  vitriolic  as  the 
society  was  urged  to  set  aside  all  other  priorities 
and  fight  this  bill  in  every  possible  way.  This  ex¬ 
treme  agitation  was  even  carried  to  the  floor  of  the 
Society’s  House  of  Delegates.  Vehemence  and  in¬ 
vective  convinced  the  delegates  that  this  matter 
deserved  the  support  of  all  physicians.  The  resul¬ 
tant  action  directed  the  Board  and  legislative  rep¬ 
resentatives  on  this  issue  to  maintain  a  stone  wall 
type  of  defense  with  no  compromise. 

A  misconception  often  held  by  people  who  are 
unfamiliar  with  the  democratic  process  is  that  any 
purpose  can  be  gained  by  those  who  are  suf¬ 
ficiently  determined  simply  by  talking  loudly  and 
applying  power.  Such  an  approach  works  in  mili¬ 
tary  situations  if  the  forces  necessary  are  avail¬ 
able.  It  is  not  appropriate  where  votes  are 
required  to  attain  a  given  end.  Votes  can  be  gar¬ 
nered  from  generally  uninterested  assemblymen 
only  by  promising  something  in  return.  Strongly 
worded  statements  and  personal  attacks  more 
often  lead  to  antagonism  than  to  cooperation. 

A  legislator  is  influenced  by  measures  which 
have  strong  popular  support  since  these  will  have 
an  influence  on  whether  he  is  returned  to  office  at 
the  next  election.  In  this  case,  the  ophthalmolo¬ 
gists,  almost  entirely  centered  in  the  large  cities  of 
our  state,  were  in  a  poor  situation  to  get  popular 
support  since  most  of  the  people  of  the  Common¬ 
wealth  receive  their  visual  care  from  optometrists. 
The  battle  plan  forced  upon  the  Pennsylvania 
Medical  Society  was  to  demand  a  rather  un¬ 
popular  action  from  the  General  Assembly  with  no 
leverage,  neither  a  carrot  nor  a  stick  to  attract  the 
necessary  votes. 

There  persists  a  feeling  among  many  physicians 
that  some  features  of  this  bill  could  have  been  ac¬ 
cepted.  The  bill’s  supporters  certainly  expected  to 
consider  compromises,  but  there  was  now  no 
choice  as  to  procedure.  Members  of  the  legisla¬ 
ture  were  surprised  by  our  unyielding  position. 

Dr.  Rowland  is  a  member  of  the  State  Society 
Board  of  Trustees,  chairman  of  its  Finance 
Committee,  and  a  PMS  delegate  to  the  AMA.  He 
is  active  also  in  the  American  Academy  of  Fami¬ 
ly  Physicians. 
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The  problem  was  further  aggravated  by  some 
critical  correspondence  addressed  to  as¬ 
semblymen  by  leaders  of  the  campaign.  Legis¬ 
lators  found  extremely  offensive  personal  criti¬ 
cisms  of  ranking  assemblymen  whose  motives  and 
honesty  were  impugned.  The  deluge  of  letters 
antagonized  reasonable  men  and  lost  votes. 

The  position  of  organized  medicine  was  further 
worsened  when  the  newspapers  of  Philadelphia 
suddenly  broke  the  story  that  an  ophthalmologist 
was  fired  from  his  position  on  the  faculty  of  one  of 
the  medical  schools  because  of  his  position  on  the 
bill.  Altogether  the  picture  of  medicine  as  a  self-in¬ 


terested  group  with  very  little  concern  for  the 
public  good  was  encouraged. 

The  unfortunate  outcome  that  many  of  the  Soci¬ 
ety’s  experts  predicted  has  now  taken  place.  The 
original  bill  with  all  the  objectionable  features 
originally  presented  and  opposed  so  adamantly  by 
the  PMS  has  now  become  law.  This  outcome  did 
not  have  to  happen.  Life  with  no  room  for 
compromise  can  be  a  very  hard,  bare  type  of  exis¬ 
tence.  As  my  grandmother  used  to  say,  “If  you 
don’t  bend,  you’ll  have  to  break.’’  The  PMS  legisla¬ 
tive  efforts  broke  on  this  issue.  The  pieces  will  be 
lying  around  to  be  picked  up  for  a  good  while. 


Did  You  Know? 

JOSEPH  V.  MORTON 
Director,  Bureau  of  Drug  Control 

•  That  Dilaudid  tablets  are  selling  for  twenty 
dollars  each  on  the  street  to  drug  abusers? 

•  That  over  a  nine-month  period  in  Philadelphia 
and  vicinity  a  prescription  counterfeiting  and  forg¬ 
ery  ring  managed  to  divert  forty  thousand  tablets 
and  grossed  eight  hundred  thousand  dollars? 

•  That  the  Federal  Drug  Enforcement  Administra¬ 
tion,  through  an  independent  research  organiza¬ 
tion,  has  found  that  seventy-two  percent  of 
Dilaudid  abuse  throughout  the  nation  is  traceable 
to  the  Philadelphia  area? 

•  That  the  Bureau  of  Drug  Control,  Pennsylvania 
Department  of  Justice,  during  1973  had  one 
hundred  fifty-six  incidents  of  forged  prescriptions 
and  so  far  in  1974,  up  until  April,  we  have  had  one 
hundred  forty-four? 


•  That  a  drug  dependent  person,  if  he  had  a 
choice  of  stealing  your  checkbook  or  your 
prescription  pad,  would  lift  your  prescription  pad? 

•  That  approximately  ninety  percent  of  drugs  sold 
on  the  street  are  legitimately  manufactured  and 
diverted  to  illicit  use? 

Are  you  contributing  to  the  above?  You  are  if 
you  leave  your  prescription  pads  laying  around 
where  anyone  can  pick  them  up.  Your  prescription 
pads  have  the  potential  of  being  used  to  divert 
Schedule  II  Controlled  Substances;  provide  the 
same  security  for  them  as  you  would  provide  for 
Schedule  II  Controlled  Substances. 

Treat  your  prescription  blank  as  you  would  a 
blank  check.  We  need  your  help  in  preventing 
drug  abuse  and  dependence. 

Should  you  need  any  assistance  or  can  assist  us 
in  any  way,  all  communications  being  held  con¬ 
fidential,  please  call  (717)  787-1618,  1619,1610  or 
write,  Bureau  of  Drug  Control,  Bldg.  208,  Airport 
Road,  Harrisburg  International  Airport,  Middle- 
town,  Pennsylvania  17057. 


AT  THE  annual  dinner  meeting  of  the  Delaware  County  Medical  Society,  the  photograph  to  the  left  shows  John  L.  Kelly,  M.D., 
county  society  president, as  he  accepts  the  gavel  from  outgoing  president,  David  L.  Mudrick,  M.D.  In  the  photo  on  the  right,  F. 
Peter  Kohler,  M.D.,  society  secretary,  presents  the  President's  Bowl  to  Dr.  Mudrick  in  appreciation  of  his  service. 
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Supplied  Tablets:  0  025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg  ,  0.2  mg.,  0^  mg..  0.5  mg.,  scored  and 

color-coded  in  bottles  of  100,  500.  and  1000. 
Injection:  500  meg.  lyophiiized  active  ingredient 

and  10  mg.  of  Mannitol,  U.SP.,  tn  10ml.  single-dose 
vial,  with  5  ml.  vial  of  Sodium  Chloride  Injection, 
U.S.P.as  a  diluent. 


FLINT  LABOR ATORI 

DIVISION  OF  TR^VENOt  LAB0RAT0R  F.S.INC 
Deerfield.  Illinois  6001 5 


there  a  need 


foradrug 
compendium? 

■  a  Hri  icy  infplliapnl 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 
Secretary  for  Health 


Dialogue 


Adrugcompendiifc 
of  the  type  I  envision 
would  fill  a  definite  i 
need  for  the  practp 
ingphysician.Suci 
compendium  woila 
give  him  all  tHjiv 
information  netfe 
essary  for  usi  > 
a  drug  intelligently,  and  it  would  p 
do  so  in  a  clear,  concise,  con- 
venient,  objective  and  balanced  |iic 
fashion.  1 


What  a  Compendium  Should 
Contain 

I  believe  the  compendium 
should  inform  the  doctor  what  a  j 
drug  will  do,  when  he  should  use 
for  what  type  of  patient,  for  how  I 
long,  in  what  dose,  what  benefits#.- 
his  patient  is  likely  to  obtain,  the  'D 
risks  involved,  and  cross-reaction 
with  other  drugs. 

The  information  would  be  r: 
based  on  the  package  insert  andift 
have  the  same  legal  status.  In  fan' 
a  complete  compendium  with  col 
plete  and  current  information  k 
might  even  eliminate  the  necesslo 


A  drug  compendium,  or  if; 
preferably  compendia,  should,  I  b 
believe,  be  private,  not  federal,  iflL 
sponsorship.  They  should  contai’1 
comprehensive  listings  of  drugs 
available  for  prescribing.  They  f 
should  be  single,  legibly  printed  ?• 
volumes  of  reasonable  size,  up-  c; 
dated  quarterly  or  semiannually^ 
and  completely  revised  every  ye... ; 


Function  of  a  Compendium 

A  compendium  should  fur-  *; 
nish  the  following  information  orE 
drugs  inthefollowingorder:  indir 
tions  for  use,  side  effects,  adver* 
drug  reactions,  contraindication)'' 
drug  interactions,  drug  dosage  al 
the  dosage  forms  marketed.  Druf1 
prices  should  not  be  included  beor 
cause  they  vary  so  widely  and  r 
change  rapidly. 

No  compendium  should  sef:c 
forth  drugs  of  choice  or  discuss  p 
relative  efficacy.  Such  question'll11 
must  be  left  for  the  practicing  pP 
sician  to  decide,  whether  on  the  pP 
basis  of  the  .medical  literature,  he 
own  clinical  experience,  advice  tP- 
colleagues,  information  supplier1 
by  manufacturers,  and  so  on. 

Nor  should  a  compendium1^ 
undertake  to  educate  the  doctorl b 
how  to  use  drugs.  Rather,  it  mus! s; 
be  a  reference  source  designed  i1  s 
marily  to  refresh  his  memory  as  n 
drugs  he  may  not  use  regularly. 


r  a  package  insert  in  many  in- 
ances.  This  would  constitute  a 
bstantial  saving  for  the  manu- 
:turer. 

By  a  complete  compendium, 
o  not  mean  a  volume  of  prohibi- 
e  size.  You  don’t  need  a  book 
scribing  25,000  products  with 
f  enormous  amount  of  repetition, 
ither,  drugs  should  be  arranged 
class.  Mutually  applicable  infor- 
ation  would  be  provided,  along 
th  brief  discussions  pinpointing 
ferences  in  specific  drugs  of 
at  class.  Listings  would  be  cross- 
jexed  in  a  useful  way. 

:  her  Available  Documents  as 
urces  of  Information 

3  Existing  references  such  as 
i  iR  and  the  AMA  Drug  Evaluation 
>i  a  obviously  useful  but  they  are 
:omplete.  Either  they  are  not 
)ss-referenced  by  generic  name 
:  j  do  not  group  drugs  with  simi- 
ic  characteristics,  or  they  do  not 
31 :  all  the  available  and  legally 
irketed  drugs.  And  some  of 
si  >se  omitted  may  be  very  useful. 


Duld  in  no  way  imply  control  over 
a  practitioner’s  prerogatives. 

; ,  ly  Another  Compendium? 

.  A  practicable,  single-volume 
'  mpendium  cannot,  nor  is  it 
j  cessary  to,  include  all  drugs  on 
a  market  today.  From  my  prac- 
,  e  of  internal  medicine  for  some 
years,  my  experience  as  a  con- 
Itant,  and  as  a  faculty  member 
four  or  five  medical  schools,  I 
.  uld  estimate  that  a  doctor  uses 
ly  30  to  35  drugs  regularly.  The 
i,  72  Physicians'  Desk  Reference, 
r,  :identally,  contained  about 
j  500  entries. 

a  As  to  whether  there  should  be 
•u  3deral  compendium,  in  myopin- 
)e  i,  as  stated  earlier,  the  answer  is 
sy— there  should  not  be  one.  The 
aposal  assumes  that  existing 
i6l  mpendia  are  inadequate.  We’re 
5  t  sure  of  that  at  all.  Whatever  its 
1S  perfections,  the  present  drug 
pj  ormation  system  in  the  U.S.  is 
g  en,  multifaceted,  pluralistic  and 
h  :ensive.  Good  compendia  exist, 

;(  well  as  other  ample  sources  on 
g(  Jg  therapy,  ranging  from  journal 
srature  through  AMA  Drug  Evalu- 
t  on  to  company  materials.  Not 
3r  physicians  may  use  such 
j5  Jrces  as  often  or  as  well  as  they 
quid,  but  that  is  the  fault  of  the 
iS ||a n ,  not  of  the  sources. 
i  In  any  event,  rather  than  pro¬ 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy¬ 
cline  for  example,  may  be  fully 
described  a  dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I  am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a  useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a  voluminous  and  un¬ 
wieldy  tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a  com¬ 
pendium.  However,  if  there  is  sub¬ 
stantial  evidence  based  on  a  sound 
body  of  science  concerning  rela¬ 
tive  efficacy  of  several  drugs,  cer¬ 
tainly  that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a  book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a  great  deal  of  talent  and  exper¬ 
tise,  and  would  require  a  varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo¬ 
gists.  Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up¬ 
dated  periodically  and  completely 
revised  annually. 

I  have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im¬ 
portant  is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


duce  another  book,  it  makes  much  * 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad¬ 
vances,  include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac¬ 
tions  and  adverse  reactions. 

Implications  of  a  Federal 
Compendium 

Take  a  hard  look  at  the  impli¬ 
cations  of  a  federal  compendium. 

It  would  have  the  force  of  law,  vir¬ 
tually  dictating  what  drugs  to  use 
and  howto  use  them.  In  effect,  it 
would  be  a  regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/ legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de¬ 
parts  from  the  provisions  of  the 
package  insert.  A  compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  —  a  most 
dangerous  trend  for  medicine. 

New  Compendium— A  Medical 
Option 

I  detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a  federal  compendium  — or,  for 
that  matter,  for  a  new  compendium 
of  any  type.  A  1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter¬ 
viewed  felt  a  new  compendium  was 
needed.  And  a  large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a  time 
when  the  medical  profession  itself 
opts  for  a  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi¬ 
torial  authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi¬ 
cal  societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara¬ 
tion  and  maintenance  of  a  new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri¬ 
matur  of  the  federal  government. 


Opinion  &  Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


cefazolin  sodium 

Ampoules,  equivalent  to  1  Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 


editorials 


Informed  consent 


“Forasmuch  as  the  law  of  God . . .  allows  no 
man  to  touch  the  life  or  limb  of  any  person 
except  in  a  judicial  way,  be  it  hereby  ordered 
and  decreed,  that  no  physicians  .  .  .  shall 
presume  to  exercise  or  put  forth  any  act  con¬ 
trary  to  the  known  rules  of  art  nor  exercise  any 
force  .  . .  without  the  advice  and  consent  of 
such  as  are  skillful  in  the  same  art,  if  such  may 
be  had,  or  at  least  the  wisest  and  gravest  then 
present,  and  consent  of  the  patient  or  patients 
(if  they  be  mentally  competent)  much  less  con¬ 
trary  to  such  advice  and  consent,  upon  such 
punishment  as  the  nature  of  the  fact  deserve;” 


As  early  as  May  3,  1649,  the  settlers  of  Mas¬ 
sachusetts  Bay  were  concerned  about  informed 
consent  and  so  wrote  a  protective  clause  into  the 
first  medical  practice  law  of  the  colonies.  Today 
there  is  just  as  much  concern  and  probably  more 
controversy  surrounding  this  nebulous  entity.  In¬ 
formed  consent  is  that  consent  given  for  a  treat¬ 
ment  or  procedure  after  all  consequences  and  risks 
involved  are  clearly  understood.  Treatment  without 
consent  is  assault  and  uninformed  consent  is  no 
consent  at  all.  A  patient  is  entitled  to  facts  con¬ 
cerning  the  disposition  of  his  case.  It  is  the  duty  of 
the  physician  to  see  that  the  patient  possesses 
^enough  material  facts  to  make  a  decision. 

The  physician’s  duty  to  inform  was,  in  the  past, 
determined  largely  by  the  standard  practices  of  the 
medical  profession  in  his  own  community.  In  three 
separate  interpretations  of  informed  consent  cases 
by  the  Supreme  Courts  of  California  and  Rhode 
Island  and  the  federal  appellate  court  of  the  District 
of  Columbia,  the  decisions  handed  down  reversed 
the  standards.  These  courts  ruled  that  it  is  not  the 
medical  profession’s  normal  practice  that  should 
determine  the  scope  of  disclosure.  Enough  materi¬ 
al  information  must  be  imparted  so  that  the  patient 
can  make  an  intelligent  decision.  The  extent  of  the 
disclosure  should  be  geared  to  the  patient’s 
needs. 

Increasingly,  informed  consent  cases  are  being 
treated  on  individual  merit.  It  would  be  well  for 
physicians  to  keep  the  following  in  mind  when 
preparing  a  patient  for  treatment. 

If  disability  is  a  hazard  of  a  procedure,  no  matter 
ihow  small  the  risk,  the  patient  should  be  informed. 
Some  patients  would  rather  submit  to  a  less  effec- 


-historic  dilemma 

tive  method  of  treatment  than  risk  the  con¬ 
sequences  of  permanent  disability. 

Blanket  hospital  consent  forms  are  of  negligible 
value.  Consent  given  on  these  forms  is  not  informed 
because  alternative  treatments  and  risks  of 
procedures  are  not  included. 

The  physician  should  make  detailed  progress 
notes  on  the  patient’s  medical  chart  documenting 
all  discussion  with  a  patient  regarding  a  procedure 
and  any  significant  reactions  on  the  part  of  the  pa¬ 
tient.  If  the  patient  chooses  not  to  be  informed  of 
risks  inherent  to  a  procedure,  this  should  also  be 
noted  on  the  chart. 

Never  guarantee  results.  Purely  therapeutic  affir¬ 
mations  may  be  misconstrued  as  a  guarantee  by  the 
patient. 

The  law  demands  that  disclosure  be  based  on  the 
application  of  the  reasonable  man  standard  rather 
than  the  reasonable  physician.  Be  sure  the  patient 
understands  exactly  what  you  wish  to  do,  the  risks 
involved,  alternate  routes,  and  the  results  of  non¬ 
treatment. 

David  A.  Smith,  M.D. 

Medical  Editor 


We  can  handle  the  tune-up,  Doc,  but  we  re  gonna  have  to 
call  a  PCV  man  in  for  the  emission  system. . . . 


Pennsylvania  Medicine,  July  1974 


23 


M.D.s  in  the  news 


AT  A  RECENT  meeting  of  the  Northumberland  County  Medical  Society,  a  PMS  Fifty- 
Year  Award  was  presented  to  Victor  J.  Baluta,  M.D.,  Shamokin,  by  D.  R.  Mychak, 
M.D.,  society  president.  Also  present  were  William  J.  Rumberger,  D.D.S.  (far  left), 
and  Mrs.  Rumberger,  son  in  law  and  daughter  of  the  honored  physician. 


Richard  Naeye,  M.D.,  chairman  of 
pathology  at  the  Milton  S.  Hershey 
Medical  Center,  Pennsylvania  State 
University,  reported  his  findings  on 
sudden  infant  death  syndrome  at  a 
recent  meeting  of  the  National  Insti¬ 
tutes  of  Health.  Chronic  low  oxygen 
exposure  and  the  persistence  of 
newborn  fat  around  the  adrenal 
glands  are  two  of  his  research  dis¬ 
coveries. 

Stuart  I.  Brown,  M.D.,  has  been 
named  chairman  of  the  department 
of  ophthalmology  both  at  the  Uni¬ 
versity  of  Pittsburgh  School  of  Med¬ 
icine  and  at  the  Eye  and  Ear  Hospi¬ 
tal  of  Pittsburgh.  Dr.  Brown  was 
previously  clinical  associate  pro¬ 
fessor  and  director  of  the  Cornea 
Research  Center  at  New  York 
Hospital-Cornell  University  Medical 
Center.  He  has  done  extensive 
research  in  corneal  problems  and 
clinical  work  in  corneal  transplanta¬ 
tion. 

Ruben  Tenicela,  M.D.,  associate 
professor  of  clinical  anesthesiology 
at  the  University  of  Pittsburgh 
School  of  Medicine,  spoke  on 
acupuncture  at  a  recent  meeting  at 
the  Milton  S.  Hershey  Medical 
Center,  Pennsylvania  State  Univer¬ 
sity,  Hershey. 

Thomas  W.  Lanfitt,  M.D.,  has  as¬ 
sumed  the  permanent  post  of  vice 
president  for  health  affairs  at  the 
University  of  Pennsylvania.  He  is 
Charles  Harrison  Frazier  Professor 
of  Neurosurgery  and  director  of  the 


division  of  neurosurgery  at  the  Hos¬ 
pital  of  the  University  of  Pennsyl¬ 
vania. 


DR.  LANFITT  DR.  HERBUT 


Peter  A.  Herbut,  M.D.,  president 
of  Thomas  Jefferson  University,  has 
been  awarded  an  honorary  doctor 
of  science  degree  by  Washington 
and  Jefferson  College.  Dr.  Herbut  is 
a  nationally  recognized  pathologist 
and  the  author  of  four  textbooks  in 
his  specialty.  He  had  been 
chairman  of  the  department  of  pa¬ 


thology  for  eighteen  years  prior  to 
assuming  the  presidency  in  1966. 

Roger  Lester,  M.D.,  has  been 
named  professor  of  medicine  and 
head  of  the  division  of  gastroen¬ 
terology  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine.  He  was 
formerly  professor  of  medicine  at 
Boston  University.  He  is  a  member 
of  the  American  Gastroen¬ 
terological  Association,  the  Ameri¬ 
can  Physiological  Society,  and  the 
American  Society  for  Clinical  Inves¬ 
tigation. 

Frederick  B.  Glaser,  M.D.,  Bala 
Cynwyd,  has  received  a  Robert 
Wood  Johnson  Health  Policy  Fel¬ 
lowship  for  a  year’s  study  in  Wash¬ 
ington,  D.C.  Dr.  Glaser  is  associate 
professor  of  psychiatry  at  Medical 
College  of  Pennsylvania  and  chief 
of  the  section  on  drug  and  alcohol 
abuse  at  Eastern  Pennsylvania  Psy¬ 
chiatric  Institute.  He  will  work  with 
the  Institute  of  Medicine  (studying 
major  emerging  issues  of  health 
policy)  and  with  the  Congressional 
Fellowships  Program  of  the  Ameri¬ 
can  Political  Science  Association. 

Mayer  A.  Green,  M.D.,  Pittsburgh, 
recently  attended  the  annual 
congress  of  the  American  College 
of  Allergists  in  Paris,  France,  where 
he  chaired  a  scientific  session  and 
co-chaired  an  allergy  panel.  He  also 
attended  the  college’s  postconven¬ 
tion  seminar  in  Costa  Del  Sol, 
Spain,  where  he  participated  in  a 
panel  discussion  on  Cromolyn  in 
allergy  and  chaired  a  medical  semi¬ 
nar. 


A  completely  volunteer  produc¬ 
tion,  based  on  Martin  and 
Rowan’s  LAUGH-IN  and  pre¬ 
sented  by  the  Auxiliary  of  the 
Montour  Medical  Society  in  April, 
earned  over  $2,400  for  the  benefit 
of  the  Danville  Area  Student  Loan 
Fund  and  Health  Career  Scholar¬ 
ship.  Among  the  cast  of  eighty- 
three  persons  were  over  twenty- 
five  physicians  including  the  chief 
of  staff,  the  assistant  chief  of 
staff,  the  medical  director,  and 
three  department  chiefs  at  Gei- 
singer  Medical  Center.  Several 
hospital  administrators  and  two 
department  heads  added  their 


talents.  The  list  of  physician  par¬ 
ticipants  included:  Drs. 
E.  R.  Browneller,  Gerald  Cohn, 
Robert  Burns,  James  Curtis, 
Roger  Rodgers,  and  Vincent 
Varano,  who  joined  in  the 
orchestration.  Members  of  the 
light-hearted  cast  included  Drs. 
Fred  Brown,  Bill  Gibson,  John 
Fazekas,  Paul  Ferguson,  Claude 
Williams,  Fred  Jones,  Dave  Brill, 
R.  French  Dickey,  John  Malcolm, 
Harry  Klinger,  Leonard  Bush, 
Jack  Rose,  Henry  Hood,  Pete 
Snyder,  W.  H.  Jeffreys,  Marty 
Lee,  Harry  Stamey,  Jim  Collins, 
Joe  Mowad,  and  Ken  Quickel. 
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RED  LION  physician,  Woodrow  S.  Dellinger,  M.D.,  is  shown  in  his  study  which 
houses  some  of  the  Abraham  Lincoln  artifacts  and  memorabilia  he  has  collected. 
Dr.  Dellinger  was  recently  honored  as  a  distinguished  alumnus  by  the  Lebanon 
Valley  College  at  its  Alumni  Day  ceremonies.  He  is  a  trustee  of  the  college  and  a 
Lincoln  authority  and  lecturer. 


Benjamin  A.  Maldonado,  M.D., 

chief  of  obstetrics  and  gynecology 
at  Grove  City  Hospital,  has  become 
a  fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists. 
He  is  a  diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecolo¬ 
gy- 

Arthur  H.  Hayes,  M.D.,  chief  of 
clinical  pharmacology  at  the  Milton 
S.  Hershey  Medical  Center,  Penn¬ 
sylvania  State  University,  was 
recently  elected  a  fellow  of  the 
Royal  Society  of  Medicine  in 
London,  England. 

Myron  Yanoff,  M.D.,  who  was 

chairman  of  the  pathology  section 
of  the  Association  for  Research  in 
Vision  and  Ophthalmology  meeting 
in  Florida  recently,  has  been 
awarded  a  training  grant  in 
ophthalmic  pathology  from  the  Na¬ 
tional  Eye  Institute. 

John  Reichel,  Jr.,  M.D.,  Bryn 
Mawr,  has  been  appointed  chief  of 
ophthalmology  at  Bryn  Mawr  Hospi¬ 
tal. 

P.  Robb  McDonald,  M.D.,  has 

been  named  Philadelphia  “Man  of 
the  Year”  by  the  Fight  for  Sight  So¬ 
ciety. 

James  B.  Snow,  M.D.,  Phil¬ 
adelphia,  was  elected  second  vice 
president  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngo¬ 


logy  at  a  recent  meeting  of  the 
academy. 

Cyril  H.  Wecht,  M.D.,  Pittsburgh, 
is  the  recipient  of  an  Honorary  Life 
Membership  award  from  the  Ameri¬ 
can  Society  of  Law  and  Medicine, 
Inc.  for  outstanding  achievement  in 
medico-legal  education.  He  deliv¬ 
ered  the  keynote  address  at  the  so¬ 
ciety’s  annual  meeting  in  Boston, 
Mass.,  recently. 


Ethel  Weinberg,  M.D.,  Wyn- 
newood,  has  been  appointed  to  a 
four-year  term  to  the  Board  of 
Regents  of  the  National  Library  of 
Medicine  by  President  Nixon.  She  is 
associate  dean  at  the  Medical 
College  of  Pennsylvania.  The  Board 
advises  and  makes  recommen¬ 
dations  to  the  Surgeon  General  on 
library  policy. 

The  Strittmatter  Award,  the 
Philadelphia  County  Medical  Soci¬ 
ety’s  highest  honor,  has  been 
presented  to  Katharine  R.  Sturgis, 
M.D.,  in  recognition  of  her  achieve¬ 
ments  as  an  outstanding  physician 
and  teacher.  Other  awards  pre¬ 
sented  at  a  May  dinner  of  the  soci¬ 
ety  were  the  first  annual  “Practi¬ 
tioner  of  the  Year  Award,”  which 
went  to  Bernard  B.  Zamostein,  M.D., 
and  the  Kenneth  Appel  Award  to 
Jean  H.  Burt,  M.D.,  a  psychiatric 
resident  at  St.  Christopher’s  Hospi¬ 
tal.  Fifty  year  service  awards  were 
given  to  thirty-two  physicians. 

The  American  Academy  of  Oc¬ 
cupational  Medicine  recently  in¬ 
stalled  Bartram  D.  Dinman,  M.D.,  as 
president.  Dr.  Dinman  is  medical 
director  for  the  Aluminum  Company 
of  America  in  Pittsburgh. 

Edmund  B.  Spaeth,  M.D., 
Philadelphia,  has  been  honored  by 
having  the  Spaeth  Oculo-Plastics 
department  named  after  him  by  the 
Wills  Eye  Hospital. 


MARILYN  SOHN  MAHON,  M.D.  (left)  president  of  the  medical  and  dental  staff  of 
Harrisburg  Polyclinic  Hospital,  holds  this  year’s  Commonwealth  Citation  of  the 
Board  of  the  Medical  College  of  Pennsylvania,  which  was  presented  to  her  by 
Sarah  Ann  Stauffer,  (center)  Rohrerstown,  Board  president,  as  Mrs.  John  Farr 
Simons,  Germantown,  chairman  of  the  1974  awards  committee,  looks  on.  Dr. 
Mahon,  an  assistant  in  the  department  of  obstetrics  and  gynecology  and  the 
department  of  family  practice,  has  done  extensive  community  work  in  the  areas  of 
abortion,  sex  education,  and  venereal  disease. 
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a  series  of  papers  on  hypertension 


In  the  spring  of  1972  the  United  States  Secretary 
of  Health,  Education,  and  Welfare  announced  that 
a  nation-wide  program  would  be  developed  to 
identify  and  treat  the  maximum  number  of  patients 
with  hypertension  through  education  of  the  public 
as  well  as  of  health  professionals.  The  Hyperten¬ 
sion  Information  and  Education  Advisory  Com¬ 
mittee  was  appointed.  In  announcing  the  plan,  the 
secretary  noted  that  hypertension  may  cause  the 
deaths  of  as  many  as  60,000  Americans  each  year 
and  that  it  plays  a  major  role  in  deaths  from  stroke 
and  heart  attacks.  It  is  further  estimated  that  ap¬ 
proximately  25  million  Americans  have  hyperten¬ 
sion  but  that  less  than  half  of  these  have  been 
identified. 

Subsequently,  the  Board  of  Trustees  of  the 
American  Medical  Association  approved  the  ap¬ 
pointment  of  a  special  Advisory  Committee  on 
Hypertension  to  assist  in  the  development  of  a 
program  which  would  be  coordinated  with  federal 
activities.  The  committee  urges  all  physicians  to 
cooperate  fully  in  a  national  program  to  combat 
hypertension.  The  AMA  committee  has  based  its 
conclusions  on  available  statistics  which  indicate 
that  because  of  the  number  of  persons  with  essen¬ 
tial  hypertension  and  because  the  benefits  of 
treatment  are  so  significant,  vigorous  treatment 
should  be  started  without  delay  when  hyperten¬ 
sion  is  diagnosed. 

In  order  to  facilitate  detection  of  the  disease, 
the  committee  also  encouraged  all  physicians, 
regardless  of  their  specialty,  to  routinely  measure 
the  blood  pressure  of  every  patient  seeking  care 
for  any  complaint.  The  National  Medical  Associa¬ 


tion  has  taken  similar  steps.  Persons  whose 
diastolic  pressures  are  found  initially  to  be  105 
mm  Hg  or  higher  should  receive  antihypertensive 
medication  and  should  be  followed  on  a  regular 
basis.  If  the  diastolic  pressure  averages  90  to  104 
mm  Hg,  the  need  for  therapy  should  be  judged  in 
the  light  of  other  clinical  factors.  Those  for  whom 
drug  therapy  is  not  thought  to  be  indicated  should 
be  advised  to  have  regular  follow-up  examina¬ 
tions. 

The  various  committees  note  that  an  adequate 
decrease  of  relatively  slight  elevations  of  blood 
pressure  may  be  obtained  simply  by  treatment 
with  an  oral  diuretic.  Patients  who  do  not  respond 
to  the  diuretic  drug  alone,  as  well  as  those  with 
greatly  elevated  initial  blood  pressures,  may 
require  additional  drugs  given  concurrently  for  ad-  , 
equate  control.  Specific  recommendations  on  < 
drugs,  drug  combinations,  and  dosages  for  the 
treatment  of  hypertension  are  found  in  this  sym¬ 
posium. 

A  major  consideration  in  maintaining  long-term 
blood  pressure  control  is  continued  antihyperten-  A 
sive  medication.  This  can  be  accomplished  by:  (1) 
Educating  the  patient  to  the  necessity  of  lifetime 
observation  and  treatment,  even  though  he  may  be 
asymptomatic.  The  importance  of  daily  medication 
must  be  stressed,  and  the  patient  must  realize  that 
the  risks  of  untreated  hypertension — particularly 
stroke,  heart  failure,  and  renal  failure — are 
markedly  reduced  by  long-term  medication.  Much 
of  this  patient  education  can  be  accomplished  by 
the  physician’s  office  personnel;  (2)  Developing  a 
systematic  office  procedure  and  plan  for  the 
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LEONARD  BACHMAN,  M.D. 
Harrisburg 


hypertensive  patient.  This  not  only  improves  pa¬ 
tient  compliance  but  also  materially  reduces 
physician  time  and  allows  the  physician  to  make 

I  maximum  use  of  allied  health  personnel  for  con¬ 
tinuing,  long-term  management.  The  systematic 
selection  of  drugs  in  a  step-wise  treatment  plan, 
avoiding  excessively  potent  drugs  or  combinations 
of  drugs,  will  help  to  avoid  unpleasant  side  effects. 

The  first  phase  of  this  effort — detection  of 
hypertension — can  be  carried  out  in  multiphasic 
screening  programs,  paramedical  care  programs, 

I  routine  physician  medical  care  activities,  and 
other  industrial  and  public  services.  Here,  too, 
allied  health  personnel  should  be  employed  as  ef¬ 
fectively  as  possible. 

Community  Organizations 

Subsequent  to  the  announcement  of  the  na¬ 
tional  plan,  a  cooperative  venture  of  the  private 
and  public  sectors  was  combined  with  government 
representation  in  Eastern  Pennsylvania  in  order  to 
develop  a  community  program  for  identification 
and  treatment  of  all  patients  with  high  blood  pres¬ 
sure  known  as  the  Eastern  Pennsylvania  High 
Blood  Pressure  Education  Program.  It  is  antici¬ 
pated  that  the  organizational  format  will  extend  so 
as  to  include  the  remainder  of  the  state. 

The  Governor’s  Task  Force 

The  state  has  recognized  that  there  is  a  need  for 
consumer  education  on  the  hazards  of  hyperten¬ 
sion  and  on  the  necessity  for  early  medical  atten¬ 


tion.  There  is  also  the  need  to  furnish  health  care 
providers  with  more  complete  information  on  the 
disease  and  its  current  treatment  method.  Gover¬ 
nor  Shapp  has  appointed  a  Task  Force  on  Hyper¬ 
tension  to  review  and  study  these  problems  and  to 
recommend  positive  action  that  the  state  can  take 
in  cooperation  with  private  and  voluntary 
agencies. 

The  task  force  is  composed  of  both  consumers 
and  providers.  At  the  first  meeting  last  March,  the 
group  decided  to  break  into  two  working  subcom¬ 
mittees,  one  on  professional  education  and  one  on 
consumer  education,  in  order  to  better  concen¬ 
trate  discussion  and  investigation.  The  task  force 
will  meet  periodically  during  the  coming  months 
and  will  present  its  final  report  to  the  governor  for 
review  and  implementation. 

The  Symposium 

It  is  important  that  a  systematic  diagnostic  and 
therapeutic  program  be  developed.  Once  com¬ 
mitted  to  drug  therapy,  the  patient  should  remain 
in  continuous  drug  therapy  thereafter.  The  initial 
therapeutic  approach  is  to  give  diuretics  followed 
by  the  sequential  employment  of  small  to  increas¬ 
ingly  larger  doses.  Less  potent  drugs  proceeding 
to  the  more  potent  agents  should  be  used  until  the 
blood  pressure  is  within  normotensive  ranges.  The 
most  simple  program  for  each  patient  is  indicated. 

Probably  the  most  significant  advance  in  thera¬ 
py  has  been  in  the  treatment  of  the  patient  with 
malignant  hypertension.  Some  advancement  since 
1957  has  been  in  the  development  of  potent  drugs, 
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but  by  far  the  most  significant  contribution  has 
been  in  the  availability  of  drugs  which  are  easier 
to  use  and  which  have  fewer  side  effects.  As  a 
result,  the  physician  has  used  these  potent  drugs 
more  liberally  and  more  effectively. 

In  the  case  of  hypertensive  emergencies,  each 
syndrome  requires  different  drugs  or  drug  combi¬ 
nations.  A  major  advancement  has  been  the  recent 
release  of  diazoxide  (Hyperstat,®  Schering  Corp.) 
which  must  be  given  parenterally  but  is  a  very  po¬ 
tent  drug  for  most  hypertensive  emergencies.  Ob¬ 
viously  the  ideal  is  for  early  and  effective  treat¬ 
ment  so  as  to  avoid  the  necessity  of  treating  the 
patient  as  a  hypertensive  emergency. 

In  the  case  of  renal  artery  occlusive  disease,  the 
question  of  etiology  is  raised.  Is  this  a  disease  en¬ 
tity  or  does  this  complication  occur  as  an 
atherosclerotic  complication  of  hypertension?  The 
latter  seems  probable  since  when  the  occlusion 
lesion  is  corrected  by  surgery,  only  about  one- 
third  of  the  patients  become  normotensive  post- 
operatively,  about  an  additional  one-third  obtain 
partial  return  to  the  normotensive  state,  and  one- 
third  do  not  respond  at  all.  This  suggests  that  only 
about  one-third  of  the  patients  have  true  so-called 
“Goldblatt  kidney”  and  the  remaining  two-thirds 
have  essential  hypertension  (one-half  having  had 
an  additional  increase  in  blood  pressure  of  renal 
origin  due  to  the  occlusion  lesion,  and  in  the  other 
half  the  renal  lesion  has  had  very  little  if  anything 
to  do  with  the  blood  pressure  rise.) 

Anticipated  Effect  of  Treatment 

Epidemiologic  studies  in  hypertension  indicate 
that  morbidity  and  mortality  are  directly  related  to 
the  level  of  blood  pressure.  Actuarial  data  show 
that  in  men  between  the  ages  of  thirty-five  and 
forty-five  years,  the  twenty-year  mortality  rate  is 
five  times  higher  in  individuals  with  a  blood  pres¬ 
sure  of  160/100  mm  Hg  than  in  those  with  a  blood 
pressure  below  140/90  mm  Hg.  The  Framingham 
studies  indicate  that  the  risk  in  patients  with  even 
a  modest  elevation  of  blood  pressure  is  six  times 
greater  than  in  the  normotensive  population  for 
congestive  heart  failure,  three  to  five  times  greater 
for  stroke,  and  two  to  three  times  greater  for  fatal 
heart  attack.  Life  expectancy  is  progressively 
shortened  the  higher  the  level  of  blood  pressure. 

How  effective  are  antihypertensive  drugs  in  the 
prevention  of  this  excess  morbidity  and  mortality? 
A  controlled  therapeutic  trial  was  carried  out  by 
the  Veterans  Administration  in  380  men  with  initial 
diastolic  blood  pressures  of  90  to  114  mm  Hg.  The 
results  of  this  study  indicated  that  the  risk  of  de¬ 
veloping  a  major  cardiovascular  complication  over 
a  five-year  period  was  reduced  from  55  to  18  per¬ 


cent  by  treatment  with  antihypertensive  drugs. 
Treatment  was  beneficial  regardless  of  age  but 
was  more  effective  in  patients  with  initial  diastolic 
blood  pressures  of  105  to  114  mm  Hg  than  in  those 
with  initial  pressures  of  90  to  114  mm  Hg.  Howev¬ 
er,  the  period  of  observation  may  not  have  been 
long  enough  to  detect  a  statistically  significant  dif¬ 
ference  in  the  latter  group.  Antihypertensive  drug 
treatment  appears  to  be  most  effective  in  reducing 
the  incidence  of  congestive  heart  failure,  stroke 
(particularly  hemorrhagic  stroke),  renal  failure, 
accelerated  or  malignant  hypertension,  and  dis¬ 
secting  aneurysm.  It  is  less  effective  in  reducing 
the  incidence  of  myocardial  infarction.  However, 
evidence  from  several  sources  indicates  that  treat¬ 
ment  reduces  the  risk  of  fatal  myocardial  infarc¬ 
tion. 

Although  the  VA  trial  was  limited  to  men,  other 
evidence  suggests  that  women  with  similar  eleva¬ 
tions  of  diastolic  blood  pressure  also  should  be 
treated.  For  patients  whose  diastolic  blood  pres¬ 
sures  average  less  than  105  mm  Hg,  the  benefits 
of  treatment  must  be  weighed  against  the  possible 
untoward  effects,  expense,  and  inconvenience  of 
life-long  drug  treatment.  This  decision  is  made  by 
evaluating  other  risk  factors  present  in  each  pa¬ 
tient.  Factors  that  should  be  considered  when 
electing  to  treat  patients  with  diastolic  blood  pres¬ 
sures  averaging  90  to  104  mm  Hg  on  three  succes¬ 
sive  office  visits  include  the  following:  target 
organ  damage  (fundi,  electrocardiogram,  pro¬ 
teinuria),  male  sex,  age  under  50,  black,  family 
member  with  major  hypertensive  complication, 
presence  of  hypercholesterolemia  or  diabetes 
mellitus,  cigarette  smoking,  and  all  three  diastolic 
measurements  at  95  or  more. 

Prior  to  beginning  a  course  of  life-long  treat¬ 
ment,  the  patient  with  mildly  to  moderately 
elevated  blood  pressure  should  be  seen  on  at 
least  three  separate  visits  to  determine  whether 
the  blood  pressure  is  persistently  elevated.  The 
extent  of  organic  changes,  particularly  those  af¬ 
fecting  the  optic  fundi,  brain,  heart,  and  kidneys, 
should  also  be  assessed.  The  objective  of  treat¬ 
ment  is  to  lower  the  blood  pressure  to  normal  or  to 
the  lowest  level  that  the  patient  will  tolerate. 
Usually,  a  diastolic  pressure  of  90  mm  Hg  or  lower 
in  the  standing  position  may  be  achieved  without 
significant  untoward  effects.  When  this  is  ac¬ 
complished,  longevity  should  be  similar  to  the  pa¬ 
tient  without  hypertension. 

Dr.  Moyer  is  professor  of  medicine  at  Hah¬ 
nemann  Medical  College  and  Hospital,  Philadel¬ 
phia.  Dr.  Bachman  is  Health  Services  Director 

to  the  Governor  of  Pennsylvania. 
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T  HE  hypertensive  crisis  as¬ 
sociated  with  various  hyper¬ 
tensive  syndromes  is  by  definition  a 
state  wherein  the  blood  pressure  is 
severely  elevated  with  diastolic 
levels  usually  above  140  mm  Hg 
together  with  evidence  of  target 
organ  dysfunction.  The  clinical 
i  manifestations  reflect  the  site  of 
predominant  involvement  and  in¬ 
clude  encephalopathy,  cerebrova¬ 
scular  hemorrhage,  and  acute 
oliguric  renal  failure.1'6  Also,  in  the 
patient  with  impaired  myocardial 
function,  left  ventricular  failure  may 
be  precipitated.  Rarely  the  hyper¬ 
tensive  crisis  may  be  dominated  by 
the  development  of  a  microan¬ 
giopathic  hemolytic  anemia.7*11  The 
characteristics  of  the  accelerated 
*  phase  of  hypertension  were  delin¬ 
eated  by  Volhard  and  Fahr  in  1914 
and  included  (in  addition  to  the 
severe  fixed  hypertension)  the  pres¬ 
ence  of  advanced  retinopathy  and  a 
severe  impairment  of  renal  function, 
a  rapidly  progressive  clinical 
1  course  terminating  usually  with 
death  in  uremia  and  histologically 
by  the  presence  of  a  diffuse  necro- 
tising  arteriolitis  affecting  the 
kidney.12  These  criteria  are  still 
valid  today.13-19  The  hypertensive 
.  crisis  is  considered  a  medical  emer¬ 
gency20  and  warrants  immediate 
and  effective  lowering  of  the  blood 
pressure  in  an  effort  to  prevent  fur¬ 
ther  arteriolar  deterioration  in  vital 
perfusion  areas.  There  is  evidence, 
furthermore,  that  with  a  sustained 
lowering  of  the  blood  pressure, 
healing  of  the  acute  arteriolitis 


occurs  with  a  return  of  function  to 
the  organs  involved.  This  was  first 
.demonstrated  conclusively  in  re¬ 
gard  to  renal  function  by  Moyer  and 
associates16  and  has  subsequently 
been  confirmed  by  others.21*24 
This  review  attempts  to  outline 
the  pathophysiologies  of  the  hyper¬ 
tensive  crises  and  to  discuss  the  ra¬ 
tionale  of  therapy. 

Acute  Left  Ventricular  Failure 

The  onset  of  acute  left  ventricular 
failure  in  the  course  of  accelerated 
hypertension  reflects  the  inability  of 
the  ventricular  pump  to  sustain  the 
increased  work  load.  The  ventricle 
responds  to  an  increasing  systemic 
resistance  by  elevating  intraven¬ 
tricular  pressure  in  order  to  main¬ 
tain  a  normal  stroke  volume  at  a 
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steady  ejection  rate.  Left  ventricular 
wall  tension  (intraventricular  pres¬ 
sure  x  radius)  is  an  accepted  deter¬ 
minant  of  myocardial  oxygen  con¬ 
sumption.25  The  increased  systemic 
vascular  resistance  engenders  a 
greater  increase  in  intraventricular 
pressure  for  a  given  decrement  in 
ventricular  size.  The  resulting 
elevation  of  wall  tension  reflects  an 
increasing  myocardial  oxygen  con¬ 
sumption.  The  onset  of  ventricular 
dilatation  indicates  that  the  pump 
is  functioning  on  the  descending 
phase  of  the  Frank-Starling  system. 
Moreover,  since  the  radius  of  the 
chamber  is  decreased  less  for  a 
given  stroke  volume,  wall  tension 
and  myocardial  oxygen  consump¬ 
tion  are  increased  further.  The  fail¬ 
ing  ventricle  demonstrates  a  rise  in 
end-diastolic  fiber  length,  an  in¬ 
creased  ventricular  volume,  and  a 
reduced  ejection  fraction  rate,  all  of 
which  result  in  the  consumption  of 
more  oxygen  in  order  to  expel  a 
smaller  stroke  volume  of  blood.  At  a 
critical  moment,  which  depends  on 
both  the  systemic  vascular  resis¬ 
tance  and  the  level  of  myocardial 
oxygenation,  acute  left  ventricular 
failure  supervenes.  The  essential 
pharmacodynamic  effect  required  is 
an  immediate  reduction  in  systemic 
vascular  resistance  in  order  to 
decrease  the  work  load  on  the  fail¬ 
ing  ventricle  and  improve  cardiac 
output. 

Systemic  vasodilatation26-  28  is 
the  desired  aim,  and  the  mecha¬ 
nisms  have  been  reviewed  by 
Cohn.29"30  Vasodilators,  by  relaxing 
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TABLE  I 


The  Hypertensive  Crises:  Therapeutic  Agents 


Situation 

Drugs  of  Choice 

Cautionary  Drugs 

Drugs  to 

Avoid 

Hypertensive  Encephalopathy 

Diazoxide 

Trimethaphan 

Sodium  nitroprusside 

Reserpine 

Methyldopa 

Hydralazine 

Accelerated  Hypertension  with 
Intracranial  Hemorrhage 

Diazoxide 

Trimethaphan 

Sodium  nitroprusside 
Pentolinium 

Reserpine 

Methyldopa 

Hydralazine 

Severe  Hypertension  with 

Acute  and  Chronic  Renal 

Disease 

Diazoxide 

Methyldopa 

Hydralazine 

Minoxidil 

Furosemide 

Severe  Hypertension  in 

Pregnancy 

Diazoxide 

Hydralazine 

Methyldopa 

Reserpine 

Trimethaphan 

Sodium  nitroprusside 

Accelerated  Hypertension 
with  Acute  Left  Ventricular 

Failure 

Diazoxide 

Pentolinium 

Trimethaphan 

Furosemide 

Hydralazine 

Dissecting  Aneurysm  of  the 

Aorta 

Trimethaphan 

Reserpine 

Methyldopa 

Propranolol 

Hydralazine 

Pheochromocytoma 

Phentolamine 

Phenoxybenzamine 

Methyldopa 

Hypertension  with 

Hypovolemia 

Volume  expansion 

Antihypertensives 

vascular  smooth  muscle,  increase 
the  compliance  of  the  larger  arte¬ 
ries,  decrease  arteriolar  resistance 
and  may  dilate  venous  capacitance 
vessels.32  These  effects  contribute 
to  an  improved  tissue  perfusion.32 
The  decrease  in  left  ventricular  vol¬ 
ume  at  the  end  of  diastole  coupled 
with  the  reduction  of  left  ventricular 
diastolic  pressure  not  only  reduces 
myocardial  oxygen  needs  but 
improves  endocardial  perfusion.32 
The  reflex  tachycardia  of  vasodi¬ 
lator  therapy  may  become  a 
problem  by  shortening  the  diastolic 
interval  and  hence  decreasing 
coronary  filling  time.  In  the  pres¬ 
ence  of  coronary  artery  disease,  a 
decreased  coronary  blood  flow  can 
easily  precipitate  frank  left  ven¬ 
tricular  failure. 

Since  a  simultaneous  reduction 
in  systemic  and  left  atrial  pressure 
is  mandatory  in  this  condition,  ther¬ 
apy  with  ganglion  blockers  may  be 
indicated  but  requires  close  medi¬ 
cal  supervision.  Also,  measures  to 
decrease  cardiopulmonary  blood 


volume  with  rotating  tourniquets, 
phlebotomy,  and  ‘loop  diuretics’ 
form  part  of  the  therapeutic  regime 
(Table  I.) 

Although  the  beneficial  effect  of 
furosemide  in  relieving  the  pulmo¬ 
nary  congestion  of  acute  left  ven¬ 
tricular  failure  is  attributed  to  its 
early  and  potent  diuretic  effect, 
clinical  relief  is  related  temporally 
to  a  prompt  fall  in  left  ventricular 
filling  pressure  and  usually  pre¬ 
cedes  the  onset  of  the  profound 
diuresis  which  occurs  within  fifteen 
minutes.33  The  immediate  increase 
in  venous  capacitance  followed  by 
the  potent  diuresis  serves  in  ini¬ 
tiating  and  sustaining  a  decreased 
left  ventricular  filling  pressure  and 
a  concomitant  decrease  in  myocar¬ 
dial  oxygen  consumption. 

Treatment — In  this  condition  we  ad¬ 
vise  a  combination  of  parenteral 
diazoxide  and  furosemide  (Tables  I 
and  II).  Diazoxide  should  be  given 
at  a  dose  of  5  mg/kg  as  a  rapid  in¬ 
travenous  injection.  It  has  a  dramat¬ 
ic  hypotensive  effect  that  lasts  from 


three  to  eight  hours.  It  has  to  be 
kept  in  mind  that  a  slow  injection  is 
without  effect  on  the  blood  pres¬ 
sure.  Furosemide,  when  used  in¬ 
travenously  in  a  dose  of  40-80  mg  is 
effective  in  providing  clinical  relief 
of  pulmonary  congestion  and  pe¬ 
ripheral  edema.  This  dose  of  the 
furosemide  may  be  repeated  in  one 
hour  if  diuresis  is  not  adequate. 

A  ganglionic  blocking  agent  such  : 
as  trimethaphan  camsylate  (Ar- 
fonad®  Roche  Laboratories)  may  be 
quite  dramatic  in  its  effect  on  the 
patient  with  left  ventricular  failure 
and  severe  pulmonary  edema.  It  J 
must  be  given  as  an  intravenous  in-  ' 
fusion.  The  initial  dose  is  usually 
about  1,000  mg  given  over  a  ten  to 
fifteen  minute  period,  and  the  in¬ 
fusion  rate  is  then  adjusted  so  as  to 
obtain  the  desired  therapeutic 
response.  The  onset  of  action  of 
this  drug  is  immediate,  but  the 
response  is  also  relatively  short 
unless  the  continuous  intravenous 
infusion  is  maintained. 

When  a  longer  acting  ganglionic 
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TABLE  II 


The  Hypertensive  Crises:  Therapeutic  Agents/Dosage,  Administration  and  Time-Course  Relationship 


Drug 

Dose  and  Method  of  Administration 

Onset 

Maximum 

Effect 

Duration 
of  Action 

Trimethaphan 

500mg/ml  in  IV  infusion,  titrate 

Instantaneous 

Transient 

Pentolinium 

1-25mg  IM 

30  min 

45-60  min 

3-4  hrs 

10mg/20ml  intermittent  IV 

3-10  min 

15  min 

3-4  hrs 

50-200mg/L  IV  infusion 

3-10  min 

15  min 

3-4  hrs 

Sodium  Nitroprusside 

50-100mg/L  IV  infusion,  titrate 

Instantaneous 

Transient 

Diazoxide 

300-600mg/as  rapid  IV  push 

Instantaneous 

3-8  hrs 

Hydralazine 

10-6C  ng  IM 

30  min 

60  min 

12  hrs 

20-40mg/20ml  intermittent  IV 

10  min 

30  min 

6-8  hrs 

50-100mg/L  in  IV  infusion 

10  min 

30  min 

Methyldopa 

250-500mg/100ml  IV  infusion 

3  hrs 

4-5  hrs 

12  hrs 

Reserpine 

2.5-1  Omg  IM 

3  hrs 

6  hrs 

12  hrs 

Phentolamine* 

5-30mg  IV 

Instantaneous 

Transient 

*  Specific  for  pheochromocytoma. 

Use  these  drugs  under  continuous  blood  pressure  monitoring.  Vasopressors  must  be  immediately  available 


blocking  agent  is  desired,  pento- 
linium  (Ansolysen®  Wyeth  Labora¬ 
tories)  may  be  given  either  in¬ 
tramuscularly  or  intravenously 
(Table  II).  However,  the  drug  has  a 
slower  onset  of  action  and  is  more 
likely  to  produce  intestinal  ileus  if 
continued  for  an  extended  period  of 
time. 


Hypertensive  Encephalopathy 

This  gradually  developing  neuro- 
..  logic  derangement  complicates  the 
course  of  severe  hypertension.  The 
patient  presents  with  occipital 
headaches,  nausea,  and  vomiting 
|  and  proceeds  through  a  state  of 
mental  confusion  before  entering 
coma.  There  may  be  bizarre 
neurologic  signs  of  a  focal  transi¬ 
tory  nature  like  seizures,  mono¬ 
plegias,  aphasia,  or  cortical 
blindness.  The  intracranial  pres- 
I  sure,  which  is  usually  normal  in  un¬ 
complicated  hypertension  is  mark- 
|  edly  elevated  in  hypertensive  en¬ 
cephalopathy.  Changes  in  capillary 
permeability  secondary  to  the  high 
arterial  pressure  result  in  cerebral 
edema  with  flattening  of  the 
convolutions,  a  decrease  in  the  size 
of  the  ventricles,  and  multiple  small 
'  petechial  hemorrhages.  The  un¬ 
derlying  disturbance  is  a  marked 
increase  in  cerebral  vascular  re¬ 
sistance  typified  by  intense  ar- 
-  teriolar  spasm  proceeding  some¬ 
times  to  a  necrotising  arteriolitis 


with  a  drastically  reduced  blood 
flow.  Most  patients  demonstrate 
severe  retinal  arteriolar  spasm  ac¬ 
companied  by  cotton-wool  ex¬ 
udates,  flame  shaped  hemorrhages, 
and  usually  papilledema.  The 
papilledema  reflects  the  increased 
intracranial  pressure,  and  together 
with  the  presence  of  a  severely 
elevated  systemic  blood  pressure  is 
universally  accepted  as  the  sine 
qua  non  of  hypertensive  en¬ 
cephalopathy. 

Contemporary  data  are  consist¬ 
ent  with  Byrom’s  experimental  ob¬ 
servations  that  hypertensive  en¬ 
cephalopathy  is  the  direct  result  of 
vascular  abnormalities  including 
spasm,  leakage  through  areas  of 
fibrinoid  necrosis  in  the  arterioles, 
and  damaged  capillaries  with  local 
or  generalised  edema.34  Paradox¬ 
ically  hypertension  per  se  is  not 
responsible  for  the  encephalopathy. 
A  similar  syndrome  can  be  pro¬ 
duced  by  a  decrease  in  cerebral 
blood  flow.  Hypertension,  by  elic¬ 
iting  cerebral  vasoconstriction 
(myogenic  autoregulation),  reduces 
cerebral  blood  flow.  Johansson, 
Strandgaard  and  Lassen35  have 
stated  that  a  ‘breakthrough  of  cere¬ 
bral  autoregulation  with  forced 
vasodilatation,  flow  increase,  and 
blood-brain  damage’  characterizes 
the  pathophysiology  of  the  en- 
cephalopathic  state.  According  to 
them,  the  areas  of  excessive  perme¬ 
ability  are  responsible  for  the  focal 
neurologic  signs  and  not  the  more 


proximal  ‘ischemic’  areas  lying  ad¬ 
jacent  to  the  spastic  vessels.  In  fact 
the  authors  state  that  therapy  based 
on  reversing  cerebral  vasoconstric¬ 
tion  results  in  further  damage  by 
way  of  transmission  of  the  arterial 
pressure  to  areas  of  increased  per¬ 
meability.  Prompt  reduction  of  the 
blood  pressure  alters  these  au- 
toregulatory  phenomena  and  re¬ 
stores  cerebral  blood  flow  to 
normal. 

Treatment — The  drugs  of  choice 
are  diazoxide,  trimethaphan,  or  so¬ 
dium  nitroprusside.  We  advise  that 
diazoxide  may  be*given  in  a  dose  of 
5mg/kg  as  a  rapid  intravenous  in¬ 
jection.  Hydralazine,  which  is  a 
vasodilator  of  modest  antihyperten¬ 
sive  potency  is  best  avoided.  Cau¬ 
tion  should  be  employed  with  reser- 
pine  and  methyldopa,  for  not  only  is 
their  action  delayed,  but  that  drug 
induced  drowsiness  may  interfere 
with  serial  neurologic  evaluation. 
However,  with  some  experience  in 
using  these  agents,  they  are  quite 
effective  in  reversing  the  en- 
cephalopathic  changes.  The  initial 
dose  of  reserpine  is  2.5  mg  and  the 
dose  is  increased  by  2.5  mg  every 
three  to  four  hours  until  the  blood 
pressure  has  been  reduced  to  the 
desired  level.  No  more  than  a  total 
of  20  mg  of  reserpine  should  be 
given  during  a  twenty-four  hour 
period.  Ten  mg  per  day  should  not 
be  exceeded  after  the  first  three 
days  of  parenteral  drug  administra¬ 
tion.  The  drug  should  not  be  con- 
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tinued  beyond  five  days  even  at  the 
10  mg  dose. 

Severe  Hypertension  with  Renal 
Insufficiency 

Although  renal  insufficiency  com¬ 
plicating  severe  hypertension  has 
been  considered  in  therapy,  Moyer 
and  associates16  showed  that  effec¬ 
tive  reduction  of  blood  pressure  ar¬ 
rests  the  deterioration  of  renal  func¬ 
tion  in  patients  with  severe  hyper¬ 
tension.  Wood  and  Blythe23  demon¬ 
strated  that  glomerular  filtration 
could  be  increased  or  at  least  main¬ 
tained  by  treatment  in  patients  with 
malignant  hypertension  compli¬ 
cated  by  renal  insufficiency. 
Mroczek  and  associates24  showed 
that  aggressive  therapy  in  azotemic 
patients  in  the  accelerated  phase  of 
hypertension  resulted  in  mild  dete¬ 
rioration  of  renal  function  initially. 
However  with  the  maintenance  of  a 
reduced  blood  pressure,  there  was 
an  improvement  in  renal  function 
exceeding  initial  values.  Harrington, 
Kincaid-Smith  and  McMichael 
showed  that  after  sustained  control 
of  blood  pressure,  the  main  patho¬ 
logic  changes  in  the  kidney  were  a 
conversion  of  cellular  intimal  hyper¬ 
plasia  in  the  interlobular  arteries  to 
fibrous  intimal  thickening  and  a 
conversion  of  fibrinoid  necrosis  to 
hyaline  and  fibrous  tissue.  McCor¬ 
mack  and  co-workers21  found  that 
in  malignant  hypertension  with 
renal  involvement,  the  acute  ar¬ 
teriolar  lesions  healed  after  sus¬ 
tained  control  of  blood  pressure. 


Recently  attention  has  been 
drawn  to  the  syndrome  of  oliguric 
acute  renal  failure  in  malignant 
hypertension  by  Mattern,  Sommers, 
and  Kassirer6  and  others.4’5  The  au¬ 
thors  state  that  malignant  nephros¬ 
clerosis  occurs  frequently  enough 
to  justify  consideration  in  the  dif¬ 
ferential  diagnosis  of  oliguric  renal 
failure  and  severe  hypertension.6 
Eknoyan  and  Siegel5  have  reported 
that  effective  therapy  in  a  patient 
with  malignant  hypertension  and 
anuria  produced  a  diuresis  and  re¬ 
turn  of  adequate  renal  function  so 
that  dialysis  was  not  required  for 
over  two  years.  The  accelerated 
phase  of  essential  hypertension 
with  uremia  is  not  always  irrevers¬ 
ible,  aggressive  therapy  is  indicated 
and  should  be  continued  even 
though  dialysis  support  may  be 
required.36 

Treatment — Emergency  therapy  in 
acute  or  chronic  renal  disease  con¬ 
sists  of  diuretics  (or  ultrafiltration 
dialysis,  depending  on  the  level  of 
renal  function)  and  diazoxide.  In  ad¬ 
dition  to  diazoxide,  which  may  be 
given  in  the  usual  manner,  furose- 
mide  must  be  given  in  a  dose  com¬ 
mensurate  with  the  prevailing 
glomerular  filtration  rate.  A  rule  of 
thumb  in  relation  to  the  dose  of  in¬ 
travenous  furosemide  would  be  to 
start  with  80  mg  and,  if  ineffective, 
to  double  the  dose  to  a  maximum  of 
320  mg.  Higher  doses  may  be  given 
if  a  diuresis  does  not  result,  but 
there  is  little  to  gain.  As  far  as  inter¬ 
mediate  and  long-term  therapy  is 
concerned,  use  may  be  made  of 


methyldopa,  hydralazine,  or  com¬ 
bined  vasodilatation  (hydralazine  or 
minoxidil)  and  beta-blockade  (pro¬ 
pranolol).37  Although  the  role  of 
renin  as  a  causative  factor  in  the 
genesis  and  progression  of  malig¬ 
nant  hypertension  remains  specula¬ 
tive  at  this  time,  beta-blockade 
antagonizes  the  reflex  cardio- 
acceleration  and  renin  release  sec¬ 
ondary  to  systemic  vasodilatation. 

Severe  Hypertension  in  Pregnancy 

Severe  hypertension  in  preg¬ 
nancy  may  be  due  to  the  acceler¬ 
ated  phase  of  essential  hyperten¬ 
sion,  the  hypertensions  of  renal 
vascular38  or  renal  parenchymal 
disease,39  the  preeclampsia- 
eclampsia  syndrome,  or  miscella¬ 
neous  states  associated  with  hyper¬ 
tension.40’42  Preeclampsia  is  pre¬ 
dominantly  a  disorder  of  the 
primigravida  and  usually  occurs 
after  the  twentieth  week  of  gesta¬ 
tion  except  in  the  presence  of 
trophoblastic  disease,  when  it  may 
occur  earlier.  It  is  characterized  by 
the  development  of  hypertension 
with  proteinuria  and  edema. 
Eclampsia  is  the  occurrence  of  con¬ 
vulsions  in  the  setting  of  pree¬ 
clampsia  not  attributable  to  a  prior 
seizure  disorder  or  cerebrovascular 
accident.  Essential  and  renal  hyper¬ 
tensions  are  detected  during  the 
first  trimester  of  pregnancy,  and 
this  time  course  offers  a  very  useful 
clue  in  the  differential  diagnosis  of 
severe  hypertension  in  pregnancy. 
In  addition,  the  presence  of  ad- 


TABLE  III 


The  Hypertensive  Crises:  Therapeutic  Agents/Mechanisms  of  Action  and  Pharmacodynamics 


Drug 

Mechanism  of  Action 

Cardiac 

Output 

Peripheral 

Resistance 

Heart 

Rate 

Mean  Arterial 
Pressure 

Trimethaphan 

Ganglion  blockade 

o 

O 

Pentolinium 

Ganglion  blockade 

O' 

O' 

o 

Sodium  nitroprusside  • 

Ganglion  blockade 

Peripheral  vasodilatation 

O 

O' 

Diazoxide 

Peripheral  vasodilatation 

<Z> 

O 

Hydralazine 

Peripheral  vasodilatation 

Methyldopa 

False  transmitter  at 
adrenergic  terminals 

Central  action 

N 

<z> 

O 

O' 

Reserpine 

Catecholamine  depletion 
at  adrenergic  terminals 
Central  action 

N 

<3> 

O' 
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TABLE  IV 


I 


The  Hypertensive  Crises:  Therapy-Side  Effects  and  Cautionary  Notes 


: 

Drug 

Side  Effects 

Cautionary  notes 

Sodium  nitroprusside 

Unstable  in  solution,  must  be 
prepared  fresh 

Risk  of  thiocyanate  toxicity 

Diazoxide 

Transient  hyperglycemia 

Sodium  and  water  retention 

Reflex  cardioaccelera'tion 

Abrupt  cessation  of  labour 

Monitor  therapy  in  heart  failure 
coronary  disease 
aortic  dissection 

Oxytocics  reverse  cessation  of  labor 

Pentolinium 

Postural  hypotension 

Paralytic  ileus 

Urinary  retention 

Avoid  in  postoperative  state 

Trimethaphan 

Transient  action 

Hydralazine 

Reflex  cardioacceleration 

Avoid  in  aortic  dissection 
intracranial  hemorrhage 
coronary  disease 

Methyldopa 

Sedation 

May  make  serial  neurologic  evaluation 
difficult 

Reserpine 

Sedation 

Extrapyramidal  rigidity 

May  make  serial  neurologic  evaluation 
difficult 

Causes  bradycardia,  note  when  using 
digitalis 

vanced  retinopathy  with  sclerotic 
‘changes  and  electrocardiographic 
'evidence  of  left  ventricular  hyper¬ 
trophy,  suggest  the  existence  of  a 
chronic  hypertension  rather  than  a 
de  novo  phenomenon. 

.  The  immediate  aim  in  treating  the 
|  hypertensive  gravida  is  to  prevent 
perinatal  and  maternal  morbidity. 
Experience  in  the  therapy  of  severe 
hypertension  consists  almost  exclu¬ 
sively  in  the  use  of  parenteral 
I  hydralazine.  Effectiveness  of  reser- 
pine  alone  or  in  combination  with 
other  antihypertensives  is  dis¬ 
puted.43-44  Methyldopa  has  been 
used  in  some  centers  with  excellent 
Results.45-46  Recent  reports  speak 
.favorably  on  the  promptitude  and 
efficacy  of  diazoxide  in  preg¬ 
nancy,43  but  it  should  be  kept  in 
mind  that  it  may  produce  a  tempo¬ 
rary  cessation  of  labour  by  inhi¬ 
biting  uterine  contractions  49  Gan¬ 
glion  blockers  are  contraindicated 
since  they  may  produce  meconium 
ileus  in  the  fetus  49  The  pathophy¬ 
siology  and  management  of  hyper¬ 
tension  in  pregnancy  has  been  the 
subject  of  two  excellent  reviews  in  a 
recent  symposium.43-50 
Treatment — Choice  of  therapy  de¬ 
pends  upon  the  clinical  condition  of 
the  patient.  When  an  immediate 
I  reduction  in  pressure  is  mandatory, 


use  may  be  made  of  diazoxide. 
Diazoxide  should  be  administered  in 
the  standard  dosage  of  5  mg/kg  as  a 
rapid  intravenous  injection  (Table 
IV).  If  the  patient  can  tolerate  a  delay 
of  two  to  three  hours,  recourse  may 
be  had  to  reserpine,  methyldopa,  or 
hydralazine.  Hydralazine  alone  or  in 
combination  with  reserpine  is  the 
preferred  drug  regimen.  Reserpine 
is  given  as  an  intramuscular  dose  of 
2.5  mg  and  begins  to  act  within  two 
hours,  reaches  its  maximum  effect  at 
three  to  four  hours,  and  persists  for 
about  eight  hours.  Hydralazine 
should  be  given  in  a  dose  of  25  mg 
intravenously  or  intramuscularly 
followed  by  the  continuous  in¬ 
travenous  infusion  of  50  mg  in  500  cc 
of  5  percent  glucose  administered 
as  rapidly  as  necessary  to  control 
the  blood  pressure  at  the  desired 
level. 

Acute  Dissecting 
Aneurysm  of  the  Aorta 

Prior  to  1965  corrective  surgery 
was  the  only  mode  of  therapy  avail¬ 
able  for  dissecting  aneurysm  of  the 
aorta.51  Analysis  of  the  hemodyn¬ 
amic  variables  operating  in  this  en¬ 
tity  demonstrated  that  other  than 
the  control  of  the  mean  arterial 
pressure,  pulsatile  flow  emerged  as 
an  important  consideration  52  Con¬ 


trol  of  blood  pressure  was  not  dif¬ 
ferent  between  patients  who  died 
and  those  that  survived  in  the  series 
of  McFarland  and  associates53  and 
was  consistent  with  the  observa¬ 
tions  of  Prokop  and  co-workers.52 
Pulsatile  flow  was  more  important 
than  the  level  of  the  mean  arterial 
pressure  in  the  initiation  and  propa¬ 
gation  of  a  dissecting  aneurysm. 
Emphasis  was  placed  on  the  idea 
that  both  the  blood  pressure  and 
the  pulse  pressure  be  reduced  si¬ 
multaneously.  Since  the  introduc¬ 
tion  of  antihypertensive  therapy  as 
an  acceptable  alternative  to  surgery 
by  Wheat  and  Palmer51  many 
reports  have  appeared  testifying  as 
to  its  efficacy.53-54  Trimethaphan, 
reserpine,  and  methyldopa — while 
decreasing  the  systemic  arterial 
pressure — lessen  the  systolic  im¬ 
pulse  to  the  dissecting  hematoma. 
Recently  propranolol  has  been  in¬ 
vestigated  as  a  form  of  therapy  in 
this  entity,  the  rationale  being  its 
negative  inotropic  and  chronotropic 
action  on  the  heart.  Since  vasodi¬ 
lators  increase  the  cardiac  output 
(mainly  through  a  reflex  tachy¬ 
cardia)  and  widen  the  pulse  pres¬ 
sure,  they  should  not  be  used  in  this 
situation. 

Treatment — In  this  condition  we 
would  advise  that  therapy  be 
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The  patient  who  has  experienced  a  hypertensive 
crisis  continues  to  be  a  high  risk  patient  even  after 
the  blood  pressure  has  been  brought  down  to  ac¬ 
ceptable  levels  .  . .  Speaking  philosophically,  the 
treatment  of  the  hypertensive  emergency  does  not 
end  in  the  emergency  room  . . 


started  with  trimethaphan  (in¬ 
travenously)  together  with  a  diuretic. 
Methyldopa  may  be  effective.  The 
heart  rate  (resting  recumbent  and 
upright  position)  and  the  pulse  is  a 
clinical  index  worth  following.  A 
resting  heart  rate  over  seventy-two 
beats  per  minute,  with  an  overshoot 
of  above  twenty  beats  per  minute 
usually  signify  that  drug  therapy  is 
inadequate.  If  tolerance  to  methyl¬ 
dopa  and  trimethaphan  exist, 
vasodilator  therapy  may  be  started 
cautiously  after  adequate  beta- 
blockade  has  been  instituted  with, 
for  instance,  propranolol  in  an  oral 
dose  of  40mg  q.i.d.  As  we  have  men¬ 
tioned  before,  a  close  monitor  of  the 
heart  rate  is  mandatory  in  this  situa¬ 
tion,  a  tachycardia  implying  insuf¬ 
ficient  beta-blockade  to  antagon  ize 
the  reflex  cardioacceleration  in¬ 
duced  by  the  vasodilator. 

Paroxysmal  Hypertension  with 
Hypovolemia 

In  Cohn’s  syndrome,55  a  relatively 
common  but  rarely  recognized  en¬ 
tity,  the  patient  presents  with 
dehydration,  a  shocky  appearance, 
in  sinus  tachycardia,  and  with 
severe  hypertension.  Character¬ 
istically,  the  pulse  pressure  is 
narrow  and  hemodynamically  the 
blood  volume  is  markedly  de¬ 
creased  (reflected  by  the  high 
hematocrit),  the  cardiac  output  is 
decreased,  and  the  systemic  va¬ 
scular  resistance  is  extremely  high. 
These  alterations  are  due  to  an  in¬ 
appropriate  sympathetic  response 
to  a  primary  insult  to  cardiovascular 
homeostasis  (usually  a  reduction  in 


blood  volume).  Unfortunately,  this 
sympathetic  overactivity  decreases 
blood  volume  even  further,  forming 
a  vicious  cycle.  Not  infrequently  is 
hypovolemia  a  cause  of  in¬ 
tradialysis  hypertension,  and  it  is 
vital  to  recognise  the  pathophysio¬ 
logy  of  this  state  since  rational  ther¬ 
apy  should  consist  of  replenishing 
blood  volume  and  not  resorting  to 
the  traditional  ultrafiltration 
technic.  If  adrenergic  blockers  are 
used,  by  inhibiting  neurogenic 
vasoconstriction  and  venoconstric- 
tion,  they  destroy  the  body’s  last 
defense  against  extreme  hypovo¬ 
lemic  shock. 

Hypertension  Associated  with 
Pheochromocytoma 

The  hypertension  associated  with 
pheochromocytoma  is  typically 
paroxysmal  in  a  little  more  than  50 
percent  of  patients  and  is  sustained 
in  the  rest.  Diagnosis  in  the  latter 
category  is  difficult,  but  the  signs 
and  symptoms  of  hypermetabolism 
characterized  by  weight  loss,  dia¬ 
phoresis,  tremulousness,  and  fever 
may  be  helpful.  Moreover,  the  oc¬ 
currence  of  a  paroxysmal  hyperten¬ 
sive  episode  in  a  patient  with  a 
previously  sustained  hypertension 
should  bring  to  mind  an  underlying 
pheochromocytoma.  The  pathophy¬ 
siology  diagnosis  and  treatment  of 
pheochromocytoma  has  been  the 
subject  of  two  exhaustive  reviews  in 
a  recent  symposium.56-57 

Alpha-adrenergic  blockers  have 
been  used  primarily  to  counteract 
the  hypertensive  effects  of  ca¬ 


techolamines  released  during  a 
crisis.  Phentolamine  (Regitine®  ' 
Ciba  Pharmaceutical  Co.)  is  avail¬ 
able  for  intravenous  use,  but  oral 
phenoxybenzamine  (Dibenzyline® 
Smith,  Kline  &  French  Laboratories)  ' 
is  the  preferred  agent  for  preopera¬ 
tive  preparation  and  chronic  thera-  t 
py.  It  is  well  to  be  aware  that  severe 
hypotension  may  follow  therapy  i 
with  alpha-adrenergic  blockers  in  J 
patients  whose  tumors  secrete  sig-  , 
nificant  amounts  of  epinephrine.  ^ 
This  is  due  to  the  unapposed  beta- 
adrenergic  vasodilating  effects  of  • 
epinephrine.  Tachyarrhythmias  as-  j 
sociated  with  a  hypertensive  epi¬ 
sode  have  been  handled  success¬ 
fully  with  beta-adrenergic  blockers.  - 
Since  the  myocardium  of  these  pa¬ 
tients  is  sensitive  to  beta-blockade, 
small  doses  should  be  used.  More-  " 
over,  in  the  patient  with  focal 
myocarditis  (catecholamine  car-  • 
diomyopathy),  congestive  cardiac 
failure  has  resulted  from  the  nega¬ 
tive  inotropic  effect  of  beta- 
blockade.  Methyldopa  therapy  has  - 
been  reported  to  precipitate  hyper-  - 
tensive  crises  in  patients  with 
pheochromocytoma  and  is  best 
avoided  in  this  situation. 

Treatment — In  a  crisis  we  would  ad¬ 
vise  the  intravenous  use  of  phento¬ 
lamine  starting  with  a  dose  of  5-10 
mg.  Although  the  effect  is  instanta¬ 
neous,  the  effect  is  transient.  In  ad¬ 
dition  to  repeating  the  dose,  the  pa-  J 
tient  may  be  started  on  phenox¬ 
ybenzamine  in  a  single  oral  daily 
dose,  the  strength  of  the  agent 
being  titrated  from  10  mg  a  day  up¬ 
wards.  < 

Phenoxybenzamine  (Dibenzy-  ' 
line®)  is  likewise  an  excellent  J 
adrenergic  blocking  agent  when 
given  orally.  The  initial  dose  is  10 
mg  given  each  morning  with  the 
dose  increased  every  other  day  by 
10  mg  until  adequate  blockade  has 
been  obtained.  This  dose  arrived  at 
by  titration  is  then  given  daily. 

Summary 

The  spectrum  of  the  hypertensive 
crises  together  with  the  recom-* 
mended  drugs  are  summarized  in  • 
Table  I.  The  therapeutic  use  of 
these  agents  is  summarized  in 
Table  II.  An  idea  of  the  altered  sys¬ 
temic  hemodynamics  is  mandatory 
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since  although  all  the  drugs  listed 
are  able  to  reduce  the  blood  pres¬ 
sure,  hydralazine  may  intensify 
aortic  dissection  and  do  harm  to  the 
patient  with  an  intracranial  hemor¬ 
rhage.  It  still  remains  the  drug  of 
choice  in  the  hypertensive  gravida 
•  and  in  the  patient  with  modest  renal 
'  failure. 


Conclusion 


In  conclusion,  we  emphasize  the 
fact  that  the  patient  who  has  experi- 
■  enced  a  hypertensive  crisis  con¬ 
tinues  to  be  a  high  risk  patient  even 
after  the  blood  pressure  has  been 
brought  down  to  acceptable  levels. 
The  necrotising  arteriolitis  will 
never  heal,  and  organ  function  will 
never  return  to  normal  unless  the 
patient  is  kept  under  constant 
superivison  and  blood  pressure  reg¬ 
ulation.  Speaking  philosophically, 
the  treatment  of  the  hypertensive 
emergency  does  not  end  in  the 
emergency  room.  We  advise  that 
oral  antihypertensive  therapy  be 
started  immediately  with  the  emer¬ 
gency  drug  therapy  and  that  the 
'dose  be  adjusted  over  a  period  of 
days  in  order  to  ensure  effective 
long-term  control.  □ 
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Recognizing  renovascular  hypertension 
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I  N  A  survey  conducted  by  the 
United  States  Public  Health 
Service  in  1960-1962,  it  was  es¬ 
timated  that  there  were  at  least 
seventeen  million  adults  in  the  Unit¬ 
ed  States  with  definite  hyperten¬ 
sion.1  Another  sixteen  million,  two 
hundred  thousand  adults  were  es¬ 
timated  to  have  borderline  hyper¬ 
tension.  Current  estimates  suggest 
there  are  over  twenty-three  million 
adults  in  the  United  States  with  def¬ 
inite  hypertension  and  as  many  as 
half  of  these  remain  undiagnosed.2 

Since  the  majority  of  patients 
with  high  blood  pressure  have 
primary  or  essential  hypertension,  it 
is  difficult  for  the  physician  to 
recognize  those  patients  who  have 
secondary  or  curable  hypertension. 
Hypertension  associated  with 
pheochromocytoma,  primary  aldos¬ 


teronism,  Cushing’s  syndrome, 
coarctation  of  the  aorta,  and  renal 
artery  disease  are  all  potentially 
curable.  Renovascular  hypertension 
is  the  most  frequently  encountered 
form  of  surgically  correctable 
hypertension  and  is  estimated  to 
exist  in  5  to  15  percent  of  the  hyper¬ 
tensive  population.3  It  is  of  great  im¬ 
portance  for  all  physicians  to  be 
sufficiently  informed  about  this 
clinical  entity  if  a  maximum  number 
of  curable  hypertensive  patients  are 
to  be  suspected,  diagnosed,  and 
treated. 

Historical  Background 

In  1934  Goldblatt  published  his 
now  famous  series  of  experiments 
in  which  he  was  able  to  induce 
hypertension  in  dogs  by  constric¬ 
tion  of  the  renal  artery.4  This  classic 


physiologic  experiment  laid  the 
groundwork  for  the  subsequent  rec¬ 
ognition  of  renal  artery  disease  as  a 
clinical  cause  of  hypertension.  In 
1944  Sensenbach  reported  on  the  j 
treatment  of  hypertension  by  means 
of  nephrectomy  of  the  unilateral 
small  kidney,  and  in  1954  Freeman 
et  al  reported  on  the  successful  \t 
treatment  of  hypertension  second-  [ 
ary  to  renal  artery  stenosis  by  direct  I 
vascular  reconstruction.5  6  Sub-  | 
sequently,  many  hypertensive  pa-  1 
tients  who  were  found  to  have  a  ! 
small  kidney  by  intravenous  pyelo-  j 
graphy  underwent  unilateral  j 
nephrectomy.  Initial  enthusiasm  for  ij 
this  procedure  was  quickly  tern-  y 
pered  by  mediocre  results.  In  1956  ^ 
Smith  reported  that  only  26  percent  jf 
of  hypertensive  patients  became 
normotensive  after  having  a 


Figure  1 .  Arteriosclerosis  producing  a 
stenosis  of  the  proximal  right  renal  ar¬ 
tery. 


Figure  2.  Fibromuscular  dysplasia  of 
the  left  renal  artery  showing  typical 
“string  of  beads"  appearance. 
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TABLE  I 

Clinical  Characteristics  of  Essential  Hypertension  and  Renovascular 
Hypertension  Cured  by  Surgery  * 

Essential  Renovascular 

Hypertension,%  Hypertension,  % 


Duration  of  hypertension 


<  1  year 

12 

24 

>  10  years 

15 

6 

Age  of  onset  ( >  50  yr.) 

9 

15 

Family  history  of  hypertension 

71 

46 

Fundi  (grade  3  or  4) 

7 

15 

Bruit 

Abdomen 

9 

46 

Flank 

1 

12 

Abdomen  or  flank 

9 

48 

BUN  (>  20  mg/100  ml) 

8 

15 

Serum  K  (<  3.4  mEq) 

8 

16 

Serum  CO2  (>  30  mEq) 

5 

17 

Urinary  casts 

9 

20 

Proteinuria  (trace  or  more) 

32 

46 

Number  of  patients 

339 

175 

‘N.  Simon,  S.S.  Franklin,  K.H.  Bleifer,  and  M.H.  Maxwell.  JAMA  220:1209,  May 
29,  1972. 


nephrectomy  for  a  unilateral  small 
kidney.7  With  the  availability  of 
renal  arteriography,  renal  artery 
lesions  could  be  readily  detected.  In 
patients  with  hypertension  and 
demonstrable  renal  artery  stenosis, 
reconstruction  of  the  renal  artery  or 
nephrectomy  still  relieved  hyperten¬ 
sion  in  only  about  50  percent.  This 
can  be  explained  in  large  part  by 
the  fact  that  in  normotensive 
persons  over  the  age  of  fifty,  ap¬ 
proximately  one  half  of  them  will 
have  incidental  renal  artery 
stenosis  noted  on  arteriography.8 
More  discriminating  diagnostic 
tests  now  available  include  renal 
scanning,  divided  kidney  function 
tests,  assay  of  renal  vein  plasma  for 
pressor  substances,  and  percuta¬ 
neous  renal  biopsy. 

Pathophysiology 

Renovascular  hypertension  may 
be  caused  by  arteriosclerosis, 
fibromuscular  dysplasia,  renal  arte¬ 
ry  aneurysm,  renal  artery  embolus 
or  thrombosis,  dissecting  hema¬ 
tomas  of  the  renal  artery,  or  trauma. 

Arteriosclerosis  is  responsible  for 
stenotic  lesions  in  the  renal  artery 
in  60  to  70  percent  of  patients.  In 
most  instances  the  atherosclerotic 
plaque  and  stenosis  occurs  in  the 
proximal  third  of  the  renal  artery, 
especially  in  the  area  surrounding 


the  orifice  of  the  renal  artery,  as 
seen  in  Figure  1.  Atherosclerotic 
stenosis  is  more  frequently  noted  in 
the  older  age  range  of  those  pa¬ 
tients  with  renovascular  hyperten¬ 
sion. 

Fibromuscular  dysplasia  is  the 
cause  of  renal  artery  stenosis  in  20 
to  25  percent  of  patients  (Figure  2). 
It  tends  to  occur  in  a  younger  age 
group,  usually  under  the  age  of 
forty-five.  Fibromuscular  dysplasia 
is  more  frequent  in  females  and  is 
bilateral  in  40  percent  of  reported 
cases.  The  pathologic  changes  in¬ 
volve  all  three  layers  of  the  artery 
and  can  consist  of  either  intimal 
fibroplasia,  medial  fibroplasia,  or 
subadventicial  fibroplasia.  A  fourth 
type  consists  of  diffuse  fibro¬ 
muscular  hyperplasia  of  the  entire 
vessel  wall. 

The  mechanism  whereby  renal 
artery  stenosis  produces  hyperten¬ 
sion  is  based  upon  the  renin-angio¬ 
tensin-aldosterone  system.  Renin  is 
an  enzyme  produced  in  the  jux¬ 
taglomerular  apparatus  in  the 
kidney.  Renin  by  itself  does  not 
cause  vasoconstriction.  However, 
renin  released  into  the  circulation 
acts  upon  an  alpha-2-globulin 
elaborated  by  the  liver,  angioten- 
sinogen,  to  produce  angiotensin  I 
which  is  converted  to  angiotensin  II. 
This  latter  compound  is  an  ex¬ 
tremely  potent  vasoconstrictor  and 


also  stimulates  the  release  of  aldos¬ 
terone  from  the  adrenal  cortex.  An¬ 
giotensin  II  directly  decreases  renin 
secretion  creating  a  feedback  con¬ 
trol  mechanism. 

Diagnosis 

The  diagnosis  of  renovascular 
hypertension  can  be  suspected 
from  the  history  and  physical  exam¬ 
ination,  and  it  is  confirmed  by  labo¬ 
ratory  and  x-ray  evaluation.  In  a  co¬ 
operative  study  of  renovascular 
hypertension  the  clinical  profiles  of 
a  series  of  175  patients  were  exam¬ 
ined  in  an  attempt  to  determine 
which,  if  any,  characteristics  would 
separate  them  from  patients  with 
essential  hypertension.9  The  results 
are  listed  in  Table  I.  Other  factors 
suggestive  of  renovascular  hyper¬ 
tension  are  the  absence  of  a  family 
history  of  high  blood  pressure,  the 
onset  of  hypertension  under  age 
twenty  or  over  age  fifty,  a  history  of 
renal  trauma  or  previous  arterial 
emboli,  or  a  sudden  exacerbation  of 
existing  hypertension.  Physical 
findings  that  may  lead  one  to  sus¬ 
pect  the  diagnosis  of  renovascular 
hypertension  are  an  abdominal  or 
flank  bruit  in  combination  with 
hypertensive  retinopathy. 

The  rapid  sequence  excretory 
urogram  continues  to  be  the  most 
valuable  initial  screening  test  for 
renovascular  hypertension.  When 
multiple  films  are  made  within  the 
first  five  munutes  after  injection  of 
an  appropriate  contrast  material, 
the  urogram  will  be  abnormal  in  80 
percent  of  patients  with  renovas¬ 
cular  hypertension.10  The  radio- 
logic  criteria  used  to  support  the 
diagnosis  are:  a  difference  in  size 
of  the  two  kidneys  of  1.5  cm  or 
greater,  the  delayed  appearance  of 
contrast  material  in  a  contracted 
pelvis  on  the  involved  side,  ureteral 
notching  produced  by  collateral 
vessel  hypertrophy,  defects  in  the 
renal  silhouette  suggesting  pre¬ 
vious  infarction,  and  delayed  hyper¬ 
function  on  the  involved  side.  Thus, 
the  intravenous  urogram  is  able  to 
demonstrate  indirect  evidence  of  a 
renal  artery  lesion  as  well  as  to 
serve  as  a  differential  renal  function 
test. 

Another  test  that  has  proven  to  be 
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of  value  is  the  radioisotope 
renogram.  In  this  study  radioac- 
tively  labeled  orthoiodohyppurate  is 
injected  intravenously  and  the  ra¬ 
dioactivity  over  each  kidney  is 
measured.  A  graphic  display  of  the 
appearance  and  disappearance  of 
the  radioactivity  in  an  involved 
kidney  will  show  a  slow  appearance 
of  the  radioactivity  because  of 
decreased  renal  blood  flow  and  a 
prolonged  excretory  phase  again 
reflecting  decreased  perfusion  of 
the  involved  kidney.11  In  order  to 
further  define  the  role  of  a  stenotic 
lesion  in  contributing  to  a  patient’s 
hypertension,  the  development  of 
the  renin  bio-assay  and  immuno¬ 
assay  has  been  very  valuable.  By 
means  of  retrograde  venous  cathe¬ 
terization  via  the  femoral  vein,  one 
is  able  to  obtain  blood  samples 
from  both  renal  veins  and  also  from 
the  inferior  vena  cava.  Successful 
surgical  results  can  be  predicted  in 
80  to  90  percent  of  cases  if  one 
finds  an  elevation  in  the  involved 
kidney’s  renal  vein  renin  level  of  at 
least  1.5  times  greater  than  the 
contralateral  kidney.12  This  study  is 
now  routinely  done  in  conjunction 
with  renal  arteriography. 

The  differential  renal  function 
test  as  performed  by  Howard  has 
been  largely  abandoned  because  of 
the  high  complication  rate  following 
ureteral  catheterization.  Bilateral 
renal  biopsy  has  been  of  some 
value  in  demonstrating  tubular  atro¬ 
phy  and  increased  juxtaglomerular 
cell  granularity  on  the  involved  side. 

Treatment 

Some  patients  with  renovascular 
hypertension  can  be  treated  with 
antihypertensive  medications.  Al¬ 
though  blood  pressure  is  reduced, 
the  involved  kidney  may  continue  to 
atrophy  with  deterioration  of  renal 
function  over  the  course  of  several 
years.  Medical  therapy  may  be  rec¬ 
ommended  for  those  patients  with 
very  mild  hypertension  that  is  easily 
controlled,  those  who  have  stable 
renal  function,  and  those  patients 
with  other  serious  illnesses  or  ad¬ 
vanced  age. 

The  surgical  treatment  of  renova¬ 
scular  hypertension  has  been 
greatly  enhanced  since  the  field  of 
arterial  reconstructive  surgery  has 


developed.  Renal  artery  reconstruc¬ 
tion  is  the  preferred  method  of 
treatment.  This  can  be  ac¬ 
complished  utilizing  several 
methods.  The  most  frequently  used 
technique  is  an  autogenous  sa¬ 
phenous  vein  bypass  graft  from  the 
aorta  to  the  renal  artery.  Other 
techniques  used  include  endar¬ 
terectomy  with  or  without  a  vein 
patch  graft,  reimplantation  of  the 
renal  artery,  and  excision  of  a 
diseased  segment  of  renal  artery 
with  end  to  end  anastomosis  of  the 
renal  artery.  The  internal  iliac  artery 
is  an  ideal  autogenous  graft  and 
this  has  been  particularly  recom¬ 
mended  for  use  in  children.13 

In  the  patient  with  a  unilateral 
lesion  and  confirming  differential 
function  tests,  one  can  expect  up  to 
a  90  percent  likelihood  of  relieving 
hypertension  following  appropriate 
surgical  treatment.14  The  highest 
success  rates  are  reported  in  young 
patients  with  unilateral  fibromu- 
scular  dysplasia.  Patients  who  have 
renovascular  hypertension  on  the 
basis  of  arteriosclerosis  have  an  87 
percent  chance  for  improvement  or 
cure  of  their  hypertension  if  the 
atherosclerotic  lesion  is  localized  to 
the  renal  artery.  However,  if  diffuse 
arteriosclerosis  is  present,  as 
evidenced  by  a  history  of  myocar¬ 
dial  infarction,  angina,  congestive 
heart  failure,  cerebral  vascular  ac¬ 
cident,  or  peripheral  vascular 
disease,  the  likelihood  of  successful 
renal  arterial  reconstruction  re¬ 
lieving  hypertension  is  only  53  per¬ 
cent.15 

The  operative  mortality  for  renal 
arterial  reconstruction  has  been 
reported  to  be  between  2  and  4  per¬ 
cent.14-15  Lower  rates  are  noted  in 
series  which  include  a  large 
number  of  patients  with  fibromus- 
cular  dysplasia  who  are  generally  in 
a  younger  age  group. 

Nephrectomy  continues  to  be  a 
useful  procedure  for  certain  indica¬ 
tions  such  as  (1)  unilateral  severe 

Drs.  Nicholas  and  Willwerth  are 
assistant  professors  of  surgery  at 
the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State 
University  and  are  both  certified 
by  the  American  Board  of  Sur¬ 
gery. 


renal  dysfunction  with  minimal 
chance  for  improvement,  (2)  elderly 
or  debilitated  patients  in  whom  sur¬ 
gery  must  be  expeditious,  (3)  distal 
arterial  lesions  beyond  the  scope  of 
present  day  techniques  for  repair, 
and  (4)  failure  of  previous  attempts 
at  direct  arterial  reconstruction  or 
bypass. 

If  indeed  10  percent  of  all  hyper¬ 
tensives  are  suffering  from  reno¬ 
vascular  hypertension,  we  can  as¬ 
sume  that  there  are  at  least  two 
million,  three  hundred  thousand 
adults  in  the  United  States  who 
have  a  curable  form  of  high  blood 
pressure.  □ 
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IN'blCATfO’NS^f  fferapeutJcaUy*,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  asjn:  •  infected  burns,  skin  grafts,  surgfbal  incisions,  otitis  externa 
♦  primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
•  secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
•  traumatic  lesions,  inflamed  or  suppurating  as  a  result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a  reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN"  Ointment 


B- 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B  Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5  mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1  oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packets. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  /  North  Carolina  27709 


Indications:  Pro-Banthlne  is  effective  as  adjunctive  therapy  in  the  treat¬ 
ment  of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi¬ 
cation  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a  curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respirati<o 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  ti  ir 
possibility  should  be  considered  before  administering  Pro-Banthlne.  ti 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenc  L 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  o 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerati  r 
colitis.  B 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  mfl 


Therapeutic  comparisons 
in  peptic  ulcer. 


Antacids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


r^o-Banthine9  has  four. 


Propantheline  bromide 

mtacids: 

atacids  relieve  ulcer  pain  by  neutralizing  gastric 
:id.This  action  is  relatively  short-lived  and  they  have 
)  other  mode  of  action. 

ro-Banthine: 

ro-Banthme  suppresses  gastric  acid 
icretion.  The  antisecretory  properties  of 
o-Banthlne  are  well  established.  By  effectively 
pcking  vagotonic  impulses  Pro-Banthlne  suppresses 

Istric  secretion  to  reduce  both  total  and  free  acid. 

ro-Banthine  helps  relieve  pain. 
o-Banthine  relieves  ulcer  pain  by  reducing  gastric 
cretion  and  the  motility  and  spasm  of  the 
strointestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthiine  activity  lasts  about  six  hours. 
The  effect  of  a  single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8  to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

*Innes,I.R.,  and  Nickerson,  M.,  in  Goodman,  L.S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 
1970,  p.537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


SEARLE 


Searle  &  Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  &  Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


jr  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
terse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
3mnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
|i,  impotence  and  allergic  dermatitis. 

sage  and  Administration:  The  recommended  daily  dosage  for  adult 
therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
bnt  adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
ride. 

-Banthine  R A.— Each  tablet  of  Pro-Banthine  RA.  (propantheline 
imide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab¬ 
olized.  Thus  the  result  is  even,  high-level  anticholinergic  activity  main¬ 
tained  all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a  brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com¬ 
ponent.  Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple¬ 
ments  or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a  thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide’,  check  serum 
potassium  frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec¬ 
trolytes  were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio¬ 
syncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili¬ 
rubinemia,  thrombocytopenia,  altered  carbo¬ 
hydrate  metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti¬ 
hypertensive  effects  may  be  enhanced  in  post¬ 
sympathectomy  patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur¬ 
bances.  Rarely,  necrotizing  vasculitis,  pares¬ 
thesias,  icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 

*Serum  Potassium  Level  Drops  During  Long-Term 
Exercise,  Medical  Tribune,  July  4,  1973. 
fNo  implication  that  ‘Dyazide’  is  useful  in 
preventing  K+  loss  in  athletes  is  intended. 


THE  MARATHON  WINNER 
LOSES  SERUM  POTASSIUM 

as  a  result  of  intensive  physical  training.* 


MANY  HYPERTENSIVE  PATIENTS 
LOSE  POTASSIUM* 

from  therapy  with  potassium- wasting  diuretics. 


DftZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  1  rademark 

triamterene)  and  25  mg.  of  hydrochlorothiazide. 

SPARES  THE  HYPERTENSIVE 
PATIENT'S  POTASSIUM  AS  IT 
LOWERS  BLOOD  PRESSURE. 


Improved  prognosis 

Malignant  hypertension  treated 
with  modern  antihypertensive  drugs 

IGNATIOS  J.  VOUDOUKIS,  M.D. 

JOHN  R.  CALDWELL,  M.D. 

Detroit,  Michigan 


|_|  YPERTENSION  may  present 
in  one  of  two  main  clinical 
forms:  a  slowly  progressive  or  “be¬ 
nign”  form  which  follows  a  more 
chronic  pattern  and  an  accelerated 
or  malignant  form  which,  if  un¬ 
treated,  has  a  rather  short  course. 

In  the  malignant  phase  of  this 
disease,  without  treatment,  a  dire 
prognosis  can  almost  certainly  be 
predicted  within  five  years.  Keith, 
Wagener,  and  Barker1  showed  that 
the  one-year  survival  rate  of  un¬ 
treated  patients  with  malignant 
hypertension  is  about  20  percent 
and  that  within  five  years  nearly  all 
patients  succumb  (only  3  percent 
survive).  With  the  introduction  of 
potent  antihypertensive  drugs,  Har- 
ington,  Kincaid-Smith  and  Mc- 
Michael,2  in  a  series  of  eighty-two 
patients  with  malignant  hyperten¬ 
sion  treated  from  1951-1957, 
showed  that  the  survival  rate 
increased  to  50  percent  at  one  year, 
33  percent  at  two  years,  and  25  per¬ 
cent  at  four  years  as  compared  with 
a  10  percent  survival  in  the  first 
year  in  their  untreated  cases. 

In  the  last  fifteen  years,  with  the 
introduction  of  still  more  potent 
antihypertensive  drugs,  one  might 
expect  even  better  survival  rates. 
During  the  course  of  a  prognostic 
evaluation  of  cases  treated  in  the 
division  of  hypertension  at  the 
Henry  Ford  Hospital,  this  was  found 
to  be  true.  This  study  summarizes 
the  clinical  and  laboratory  findings 
on  sixty-seven  treated  patients  with 
malignant  hypertension  between 
the  years  of  1952  and  1961  and 
reports  on  their  follow-up  to  the  end 
of  1966. 

Patients  and  Methods 

Seventy-five  patients  with  malig¬ 
nant  hypertension  were  treated  in 
the  division  of  hypertension  of 
Henry  Ford  Hospital  from  1952  to 
1961.  All  patients  had  papilledema, 


plus  retinal  exudates  or  hemor¬ 
rhages,  and  fixed  diastolic  hyper¬ 
tension.  The  pretreatment  casual 
diastolic  blood  pressure  was  140 
mm  Hg  and  above,  whereas  the 
basal  (resting,  reclining)  and  hospi¬ 
tal  (third  to  fourth  day,  sitting) 
diastolic  pressures  were  greater 
than  120  mm  Hg.  All  were  private 
patients  and  were  followed  per¬ 
sonally  by  us.  Forty-one  patients 
were  men  and  thirty-four  women. 
Their  average  age  was  forty-seven 
years.  Of  the  seventy-five,  we  lost 
contact  with  eight,  of  whom  six 
were  first  seen  prior  to  1958  and 
two  in  1958  and  thereafter.  Thus 
only  sixty-seven  cases  were  actual¬ 
ly  followed  up  to  five  years  and 
beyond.  The  patients  were  referred 
to  us  either  through  the  emergency 
room  of  Henry  Ford  Hospital  or  di¬ 
rectly  by  practicing  physicians. 

All  patients  were  hospitalized, 
and  systematic  treatment  was  ini¬ 
tiated  during  hospitalization.  After 
discharge  they  were  followed  in  the 
outpatient  hypertension  clinic  of 
Henry  Ford  Hospital  at  intervals  of 
one  week  to  three  months.  All  drugs 
were  given  separately  (i.e.  no  com¬ 
bination  tablets),  and  the  dosage 
and  frequency  of  clinic  visits  was 
individualized  according  to  re¬ 
sponse. 

In  order  to  compare  the  long-term 
survival  from  the  date  of  diagnosis 
to  five  years  and  beyond,  between 
the  pre-  and  post-thiazide  and 
guanethidine  era,  the  patients  were 
separated  into  two  groups:  one 
from  1952  to  1957,  consisting  of 
forty-two  patients,  and  the  other 
from  1958  to  1961,  composed  of 
twenty-five  patients.  The  1952-1957 
group  was  treated  with  ganglionic 
blockers,  reserpine  and/or  hydrala¬ 
zine,  whereas  in  the  1958-1961 
group  the  treatment  consisted  prin¬ 
cipally  of  guanethidine  with  either 
thiazides  or  chlorthalidone.  One  pa¬ 
tient  seen  in  December  1957  was 


started  on  chlorothiazide  and  thus 
was  included  in  the  1958-1961 
group.  A  patient  in  the  1952-1957 
group  was  initially  treated  with 
ganglionic  blockers,  reserpine  and 
hydralazine  (1955),  but  later  thia¬ 
zides  (1958)  and  guanethidine 
(1959)  were  added.  Finally  she  de¬ 
veloped  uremia  and  received  renal 
homotransplant  (1965).  Therefore, 
this  case  could  be  listed  in  either 
group. 

The  effect  of  therapy  on  blood 
pressure  levels  was  estimated  by 
comparing  pre-  and  post-treatment 
casual,  hospital,  and/or  basal  blood 
pressures.  While  in  the  hospital,  all 
patients  were  carefully  instructed  in 
the  technique  of  determining  their 
own  blood  pressure  with  an  Au- 
tosfig  ®  (Propper  Co.)  Upon  dis¬ 
charge,  they  were  directed  to 
record  home  blood  pressures  twice 
a  day  and  were  given  specific 
written  directions  on  how  to  proper¬ 
ly  regulate  antihypertensive  drug 
dosage  (ganglionic  blocker  or 
guanethidine)  on  the  basis  of  alter¬ 
ations  in  the  level  of  the  standing 
systolic  blood  pressure.3’4  The 
usual  daily  dosage  of  the  drugs 
used  in  the  1958-1961  group  was  as 
follows:  guanethidine  (Ismelin,® 
Ciba)  50  mg  plus  chlorothiazide 
(Diuril,®  Merck  Sharp  &  Dohme) 
1000  mg  or  chlorthalidone  (Hy- 
groton ,®  U.S.V.  Pharmaceutical)  100 
mg  or  hydrochlorothiazide  (Hydro- 
diuril,®  Merck  Sharp  &  Dohme, 
Esidrix,®  Ciba)  100  mg  or  bendroflu- 
methiazide  (Naturetin,®  Squibb)  5 
mg.  Since  1961  the  majority  of  the 
patients  have  been,  in  addition  to 
guanethidine,  or  chlorthalidone.  In 
some  instances  mecamylamine  (In- 
versine,®  Merck  Sharp  &  Dohme) 
2.5  mg  (to  counteract  diarrhea 
produced  by  guanethidine)  and 
hydralazine  (Apresoline,®  Ciba) 
100-200  mg  was  also  given,  but  the 
principal  drugs  in  the  series  were 
guanethidine  plus  thiazides  or 
chlorthalidone. 

Drug  dosage  was  gradually 
increased  until  the  average  dias¬ 
tolic  blood  pressure  in  the  standing 
position  was  below  90  mm  Hg  on 
three  successive  days,  if  this  could 
be  accomplished  without  a  rise  in 
serum  creatinine  or  undue  side  ef¬ 
fects. 


Pennsylvania  Medicine,  July  1974 


43 


44 


This  study 
shows  that 
in  the  last 

fifteen  years, 
with  the 
introduction  of 
more  potent 
anti-hypertensive 
drugs,  survival 
rates  among 
patients  with 
malignant 
hypertension 
have  improved. 


The  home  blood  pressure  re¬ 
cordings  were  made  in  both  sitting 
and  standing  positions.  Drugs  were 
labeled  and  the  patient  was 
educated  as  to  their  names.  For 
those  drugs  which  produce  ortho¬ 
static  hypotension  (ganglionic 
blockers  or  guanethidine),  instruc¬ 
tions  were  given  to  the  patient  to 
take  the  drug  in  the  designated 
dose  at  7  a.  m.  and  7  p.  m.  (or  other 
more  appropriate  times).  The  pa¬ 
tients  were  instructed  to  bring  in  a 
written  record  of  all  blood  pressure 
readings  and  labeled  bottles  of 
medicines  at  each  visit,  so  that  ap¬ 
propriate  adjustment  could  be 
made  in  drug  dosage. 

Patients  with  a  serum  creatinine 
of  1.5  mg/100  ml  or  below  and  blood 
urea  nitrogen  (BUN)  of  25  mg/100 
ml  or  below  were  advised  to  take 
the  designated  dose  of  the  gang¬ 
lionic  blocker  or  guanethidine  only 
if  the  standing  systolic  blood  pres¬ 
sures  were  120  mm  Hg  or  above 
(i.e.,  to  omit  the  dose  if  standing 
systolic  blood  pressure  was  below 
120  mm  Hg).  In  the  presence  of  ad¬ 
vanced  azotemia  (i.e.  BUN  over  60 
mg/100  ml  and  serum  creatinine 
above  3  mg/100  ml),  or  when 
symptoms  of  angina  pectoris  or 
cerebrovascular  insufficiency  were 
apparent,  guanethidine  or  gang¬ 
lionic  blockers  were  omitted  if 
standing  systolic  blood  pressure 
was  below  150  mm  Hg  or  some 
other  level  previously  determined  to 
be  most  desirable  for  that  particular 
patient.  When  mild  to  moderate 
azotemia  (BUN  25-60  mg/100  ml  and 
serum  creatinine  1.5-3  mg/100  ml) 
was  present,  the  critical  level  of 
standing  systolic  pressure  for  titra¬ 
tion  of  the  dosage  of  ganglionic 
blocker  or  guanethidine  was  130- 
140  mm  Hg. 

In  addition  to  estimation  of  years 
of  survival,  the  effectiveness  of 
treatment  in  the  1958-1961  group 
was  assessed  by  taking  into  consid¬ 
eration  various  parameters  such  as 
retinopathy,  blood  pressure,  left 
ventricular  hypertrophy,  pro¬ 
teinuria,  and  serum  creatinine. 

Results 

Figure  1  shows  the  percentage  of 
survival,  in  years,  for  each  of  the 


two  groups.  There  is  a  substantial 
increase  in  the  five-year  survival  of 
the  post-thiazide  and  guanethidine 
group  (72  percent)  as  compared  to 
the  pre-thiazide  group  (12  percent). 
There  is  only  a  slight  increase  in  the 
survival  rate  of  the  patients  treated 
during  the  pre-thiazide  and  guan¬ 
ethidine  years  by  comparison  with 
the  untreated  patients  of  Keith, 
Wagener,  and  Barker.1 

When  the  blood  pressures  re¬ 
corded  initially  at  the  hospital  by 
the  admitting  physician  and  the 
casual  (office)  blood  pressures  of 
the  groups  (taken  in  the  sitting  posi¬ 
tion)  were  compared,  the  reduction 
of  the  blood  pressure  was  far 
greater  in  the  1958-1961  group  than 
in  the  1952-1957  group  (Table  I).  In 
the  1958-1961  group  there  was  a 
marked  reduction  of  the  systolic 
and  diastolic  pressures  by  the  end 
of  the  hospitalization  and/or  at  the 
outpatient  clinic  visit  one  year  after 
discharge.  Likewise,  both  systolic 
and  diastolic  blood  pressures  were 
maintained  at  similar  reduced 
levels  by  the  end  of  the  third  and 
fifth  years  after  initiation  of  treat¬ 
ment.  The  average  sitting  systolic 
blood  pressures  were  below  180 
mm  Hg,  and  the  average  sitting 
diastolic  pressure  was  maintained 
about  100  mm  Hg.  This  degree  of 
blood  pressure  reduction  resulted 
in  over  70  percent  five-year  survival. 
By  contrast,  in  the  1952-1957  group, 
only  slight  to  moderate  decrease  in 
systolic  and  diastolic  blood  pres¬ 
sure  was  achieved.  The  systolic  and 
diastolic  blood  pressures  by  the 
time  of  discharge  and/or  at  the  end 
of  the  first  and  third  year  were  only 
moderately  lower  than  those  taken 
prior  to  initiation  of  treatment.  In 
those  patients  of  this  group  who 
survived  for  five  years,  there  was  a 
marked  reduction  in  the  systolic 
and  a  moderate  decrease  in  the 
diastolic  pressure  at  the  end  of  the 
fifth  year  (Table  I). 

The  age  range  and  average  age 
and  the  range  of  survival  in  months 
and  average  survival  in  months  of 
all  patients  in  both  groups  are  listed 
in  Tables  II  and  III.  Uremia  was  the 
principal  cause  of  death  (57  per¬ 
cent)  in  the  1952-1957  group  and 
less  prevalent  cause  of  death  (2S 
percent)  in  the  1958-1961  group. 
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YEARS 

Figure  1 — The  survival  rate  of  treated  patients  with  malignant  hypertension  in  the 
pre-(1 952-1 957)  and  post-thiazide  and  guanethidine  era  (1958-1961 )  as  compared 
to  each  other  and  to  the  untreated  series  of  Keith,  Wagener,  and  Barker  (1939). 
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TABLE  I 


Comparison  of  Admission  and  Follow-up 
Blood  Pressures  between  the  Two 
Groups 


Blood  Pressure 

Systolic 

Diastolic 

1952-1957 

Group 

1958-1961 

Group 

Admission 

Blood  pressure 

240/ 

X28) 

146 

253/ 

X19) 

147 

Blood  pressure 

215/ 

164/ 

on  discharge  or 

X27) 

X18) 

end  of  1st  year 

128 

100 

(office) 

Blood  pressure  at 

235/ 

164/ 

end  of  3rd  year 

X7) 

X14) 

(office) 

120 

103 

Blood  pressure  at 

182/ 

166/ 

end  of  5th  year 

X4) 

X14) 

(office) 

120 

98 

'Numbers  in  parenthesis  represent  cases  studied 


TABLE  II 

Treated  Patients  with  Malignant  Hypertension 

1952-1957 

Sex 

Age 

Average 

Range  of 

Average 

Range 

Age 

Survival 

Survival 

in  Months 

in  Months 

Female  27-70 

46 

1-116 

24 

Male 

23-74 

48 

1-104 

17.5 

TABLE  III 

Treated  Patients  with  Malignant  Hypertension 

1958  1961 

Sex 

Age 

Range 

Average  Range  of 

Age  Survival 

in  Months 

Average 
Survival 
in  Months 

Female  17-61 

44  1-104 

62 

Male 

31-71 

49  18-108 

64 

'4 
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In  order  to  correlate  the  survival 
rate  with  the  degree  of  azotemia, 
the  forty-two  patients  in  the  1952- 
1957  group  were  arbitrarily  divided 
into  two  subgroups:  one  consisting 
of  patients  who  survived  less  than 
six  months,  and  one  of  patients  who 
survived  six  months  and  longer. 
When  the  level  of  azotemia  was 
correlated  with  the  months  of  sur¬ 
vival,  it  was  evident  that  survival 
correlated  inversely  with  the  initial 
degree  of  azotemia  (Table  IV). 
When  the  subgroup  of  the  1952- 
1957  period  with  survival  of  six 
months  and  beyond  was  compared 
with  the  corresponding  subgroup  of 
the  1958-1961  group  (Table  V),  it 
was  apparent  that  while  their 
average  serum  creatinine  levels 
were  similar,  there  was  an  increase 
of  more  than  two  years  in  survival 


TABLE  IV 

Correlation  of  Survival  and  Azotemia  in  Malignant 

Hypertension  Treated  in  1952-1957  (42  Cases) 

Less  Than  6 
Months  Survival 

Survival  of  6 
Months  or  More 

Number 
of  Cases 

21 

21 

Months  of 

Survival 

2 

43 

Average  BUN 
mg/IOOml 

56  (23-110) 

5  cases 

38  (16-54) 

6  cases 

Average  NPN 
mg/1 00ml 

104  (55-170) 

13  cases 

58  (40-96) 

7  cases 

Average  Serum 
Creatinine 
mg/1 00ml 

7.7(2.1-18.2) 

6  cases 

1.9  (0. 8-4.0) 

7  cases 

TABLE  V 


Comparison  of  Serum  Creatinine  and  Survival  for  More 
than  6  Months 


Group 

Serum  Creatinine 
mg/100  ml 
(range) 

Months 

(range) 

1952-1957 

1.9 

42 

(21  cases) 

(0. 8-4.0) 

(7-116) 

1958-1961 

1.8 

69 

(23  cases) 

(0.6-5. 1 ) 

(18-108) 

among  the  latter  group.  This  sug¬ 
gests  that  modern  antihypertensive 
drug  therapy  is  responsible  for  the 
favorable  outcome  in  the  1958-1961 
group. 

Tables  VI  and  VII  demonstrate 
that  in  the  presence  of  mild  to  mod¬ 
erate  elevation  of  BUN  and  serum 
creatinine,  for  a  similar  degree  of 
azotemia,  survival  is  significantly 
higher  in  the  patients  treated  with 
thiazide  or  chlorthalidone  and 
guanethidine  than  in  the  patients 
who  received  ganglionic  blockers 
and/or  rauwolfia  derivatives  and 
hyd  ralazine. 

Table  VIII  summarizes  the  clinical 
and  laboratory  changes  observed  in 
patients  treated  for  malignant 
hypertension  from  1958  to  1961.  Im¬ 
provement  in  funduscopic  findings 
were  observed  in  twenty-one  of 


TABLE  VI 


Correlation  of  Similar  Levels  of  BUN  with  Survival 


Group 

BUN 

(mg/100  ml) 
Mean  ±  S.D. 
(Range) 

Survival 

(Months) 

1952-1957 

47±  1 7 

1 9  ±  1 4 

(9) 

(28-76) 

1958-1961 

38  ±9 

42  ±23 

(11) 

(27-70) 

TABLE  VII 


Correlation  of  Similar  Levels  of  Serum  Creatinine 
with  Survival 


Group 

Serum  Creatinine 

Survival 

mg/1 00ml 

(Months) 

Mean  ±  S.D. 

Mean  ±  S.D. 

(Range) 

(Range) 

1952-1957 

2.1  ±0.6 

1 4  ±  1 5 

(6  cases) 

(1. 6-3.0) 

(3-40) 

1958-1961 

2.1  ±0.5 

56  ±24 

(9  cases) 

(1. 5-3.0) 

(18-82) 
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TABLE  VIII 

Overall  Clinical  and  Laboratory 
Changes  in  Treated  Malignant  Hypertension 
(1958-1961  Group) 


Improved 

Unchanged 

Deteriorated 

Fundi 

21 

4 

Blood 

Pressure 

18 

2 

3 

EKG 

10 

12 

1 

Proteinuria 

12 

6 

5 

Serum  Creatinine 

8 

5 

8 

twenty-five,  while  no  change  oc- 
cured  in  the  remaining  four.  Of  the 
twenty-three  patients  in  whom 
basal,  hospital,  and  home  blood 
pressures  were  measured,  eighteen 
showed  marked  reduction  in  dias¬ 
tolic  blood  pressure;  five  had  either 
an  increase  or  no  change.  All  five 
patients  whose  blood  pressure  was 
not  reduced  died  in  less  than  five 
years.  Ten  of  twenty-three  patients 
with  follow-up  electrocardiograms 
had  electrocardiographically  dem¬ 
onstrated  regression  in  left  ven¬ 
tricular  hypertrophy,  a  result  similar 
to  that  reported  by  Harington  et  al.2 
Of  twenty-three  patients  who  had 
follow-up  urinalysis,  twelve  showed 
a  reduction  in  proteinuria.  The 
change  in  serum  creatinine  was  the 
least  favorable  (Table  VIII). 

Discussion 

This  study  suggests  that  the  addi¬ 
tion  of  guanethidine  plus  thiazides 
or  chlorthalidone  to  our  antihyper¬ 
tensive  drug  armamentarium  has 
favorably  influenced  the  prognosis 
of  treated  malignant  hypertension. 
In  the  past,  powerful  antihyperten¬ 
sive  drugs,  such  as  ganglionic 
blockers  alone  or  in  combination 
with  rauwolfia  derivatives  or  hydra¬ 
lazine,  had  a  rather  disappointing 
effect  in  retarding  the  disease  and 
improving  survival.  Our  results  in 
the  1952-1957  group,  while  some¬ 
what  in  agreement  with  those 
reported  by  Harington  et  al.2  and 
Mohler  and  Freis,5  are  not  as  good 
as  those  obtained  by  others.6’9 

Perry  and  Schroeder6  and  Bjork 
et  al.7  achieved  an  approximately 
50  percent  four-year  survival,  using 
ganglionic  blockers  and  hydrala¬ 
zine.  Smirk,8  using  principally 
ganglionic  blocking  agents,  ob¬ 
served  a  four-year  survival  rate  of 
56  percent  in  patients  with  malig¬ 
nant  hypertension.  Simpson  and 
Smirk9  concluded  that  while  effec¬ 
tive  treatment  greatly  improves  the 
five-year  survival,  it  is  difficult  to 
increase  survival  above  50  percent. 

The  five-year  survival  rate  in  the 
group  treated  by  Dustan  et  al.10 
from  1951  to  1957  was  also  higher 
(33  percent)  than  in  our  group  (12 
percent)  treated  during  the  same 
period  of  time.  Comparison  be¬ 


tween  these  two  groups  is  not  pos¬ 
sible,  however,  since  the  inclusion 
of  patients  in  the  former  group  was 
based  on  numerical  grading  and  not 
on  the  presence  of  papilledema. 

Bjork  et  al.7  stated  that  in  their 
series  the  survival  rate  had 
improved  considerably  with  the  ad¬ 
dition  of  chlorothiazide.  However, 
their  experience  with  thiazides  was 
limited  to  eighteen  months  and  no 
precise  survival  figures  were  given. 

The  striking  difference  in  survival 
between  the  1952-1957  and  1958- 
1961  groups  in  our  series  can  prob¬ 
ably  be  attributed  to  two  factors. 
The  first  factor,  of  course,  is  the  in¬ 
troduction  of  effective  antihyperten¬ 
sive  drugs  such  as  thiazides, 
chlorthalidone,  and  guanethidine  in 
1958  and  thereafter.  Furthermore, 
these  drugs  in  additon  to  their  ef¬ 
fectiveness  are  devoid  of  the  severe 
untoward  side  effects  of  the 
ganglionic  blockers  which  were  the 
principal  drugs  used  in  the  1952- 
1957  group.  Therefore  guanethi¬ 
dine,  thiazides,  and  chlorthalidone 
were  titrated  and  used  to  their  max¬ 
imum  dosage  without  serious  side 
effects,  and  this  probably  was  the 
reason  for  improved  survival. 

One  might  argue,  however,  that 
the  improved  prognosis  in  survival 
in  the  1958-1961  group  is  not  neces¬ 
sarily  due  to  the  use  of  more  effec¬ 
tive  and  tolerable  antihypertensive 
agents  per  se,  but  to  the  method  of 
treatment:  namely,  titration  of  the 
dosage  of  guanethidine  according 
to  the  standing  systolic  blood  pres¬ 
sure.  This  is  certainly  a  valid  ar¬ 
gument,  and  it  is  quite  possible  that 
in  addition  to  the  greater  effec¬ 
tiveness  of  the  modern  drugs,  our 
technique  of  treatment  might  have 


contributed  to  the  increased  surviv¬ 
al  rates  as  compared  to  corre¬ 
sponding  series  of  others.  It  should 
be  emphasized,  however,  that  the 
same  therapeutic  principles  were 
applied  with  the  ganglionic 
blockers  in  the  1952-1957  group  but 
without  much  therapeutic  success. 
Nevertheless,  we  believe  that  both 
the  effectiveness  of  the  modern 
antihypertensive  drugs  and  our 
method  of  titrating  guanethidine  ac¬ 
cording  to  standing  systolic  blood 
pressures  have  contributed  to  the 
improved  prognosis  in  the  1958- 
1961  group. 

In  our  experience,  based  on  the 
treatment  not  only  of  malignant 
hypertension  but  also  of  other  forms 
of  severe  hypertension,  this  thera¬ 
peutic  approach,  when  it  is  properly 
applied  to  patients  receiving  gan¬ 
glionic  blockers  or  guanethidine,  is 
most  effective.  It  is  not  only  suc¬ 
cessful  in  normalizing  the  blood 
pressure  but  is  also  safe  in  avoiding 
serious  hypotensive  episodes  and 
disturbances  of  cerebral,  cardiac, 
and  renal  function. 

The  second  factor  which  might 
account  for  the  improved  prognosis 
of  the  1958-1961  group  is  that  azo¬ 
temia  was  less  severe  and  less 
prevalent  (56  percent)  as  compared 
to  the  1952-1957  group  (78  percent). 
Since  an  inverse  relationship  exists 
between  the  degree  of  azotemia 
and  survival  (Table  IV),  the  outcome 
even  in  the  1958-1961  group  was 
poor  when  azotemia  was  severe. 
However,  when  the  elevation  of 
BUN  and  serum  creatinine  was  mild 
to  moderate,  the  prognosis  of  the 
patients  who  received  guanethidine 
plus  thiazides  or  chlorthalidone  was 
far  more  favorable  than  that  of  the 
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patients  who  were  given  ganglionic 
blockers  with  or  without  rauwolfia 
derivatives  and  hydralazine  (Tables 
VI  and  VII).  Hence,  it  appears  that 
the  improved  survival  of  patients 
treated  in  1958  and  thereafter,  as 
compared  to  those  treated  from 
1952-1957,  is  mainly  due  to  change 
in  treatment  and  not  to  the  pretreat¬ 
ment  difference  in  the  degree  of 
azotemia. 

Many  authors  have  stressed  the 
ominous  outcome  if  seriously  im¬ 
paired  renal  function  is  present  at 
the  time  of  diagnosis  and  initiation 
of  treatment  of  malignant  hyperten¬ 
sion.2*5'11  When  the  initial  BUN  is 
below  80  mg/100  ml,  renal  function 
may  remain  stationary  or  improve 
slightly  with  treatment.  However, 
when  renal  function  is  severely  im¬ 
paired,  progressive  deterioration 
generally  occurs.2  Moyer  et  al.  have 
shown  that  patients  with  malignant 
hypertension,  as  compared  to  pa¬ 
tients  with  so-called  “benign” 
hypertension,  tend  to  have  greater 
renal  damage  in  association  with 
more  severe  generalized  vascular 
disease.12  In  addition,  these  authors 
have  shown  that  with  effective  treat¬ 
ment,  renal  deterioration  is 
frequently  arrested  or  delayed,  and 
mortality  is  reduced.13  Moreover, 
pathological  observations  by  Har- 
ington  et  al.2  confirm  that  following 
treatment  with  antihypertensive 
drugs,  amelioration  of  the  histolo¬ 
gical  picture  of  the  renal  vascula¬ 
ture  occurs;  that  is,  intimal  hyper¬ 
plasia  is  converted  to  fibrous  intim¬ 
al  thickening  and  a  “healing”  of 
fibrinoid  degeneration  to  hyaline 
and  fibrous  tissue  is  seen.  Similarly, 
McCormack  and  associates  have 
shown  that  patients  treated  for  a 
long  period  of  time  almost  always 
exhibit  remission  and  healing  of  the 
acute  arteriolar  lesions.14 

Conclusion 

In  concluding  the  discussion  we 
would  like  to  state  our  belief  that 
the  increased  survival  of  the  1958- 
1961  group  (treated  with  sul¬ 
fonamide  saluretics,  hydralazine, 
and  guanethidine),  as  compared  to 
the  1952-1957  group,  is  not  neces¬ 
sarily  due  to  a  peculiar  effect  or  ef¬ 
fects  of  the  drugs  used,  but  to  the 
fact  that  in  the  1958-1961  group  we 


were  able  to  reduce  and  maintain 
the  blood  pressure,  through  close 
follow-up,  to  normotensive  or  near 
normotensive  levels  with  minimum 
possible  side  effects. 

If  alpha  methyldopa  had  been 
available  at  the  beginning  of  this 
study,  it  is  conceivable  that  we 
might  be  able  to  obtain  even  better 
results  than  those  reported  herein. 
Moreover,  recent  studies  suggest 
that  replacement  of  guanethidine 
and  alpha  methyldopa  by  beta 
adrenergic  blocking  agents  in  com¬ 
bination  with  vasodilators  (i.e. 
diazoxide,  hydralazine)  and  in  con¬ 
junction  with  sulfonamide  diuretics 
might  further  improve  prognosis  in 
severe  hypertension.15 

Summary 

The  prognosis  of  sixty-seven  pa¬ 
tients  with  malignant  hypertension 
whose  treatment  began  in  the 
division  of  hypertension  of  Henry 
Ford  Hospital  from  1952  to  1961  was 
assessed.  In  order  to  evaluate  the 
effect  of  the  addition  of  guanethi¬ 
dine  and  sulfonamide  saluretics  in 
1958,  the  cases  were  separated  into 
two  groups:  one  starting  treatment 
from  1952  to  1957  and  the  other 
from  1958  to  1961.  In  the  1952-1957 
group,  the  five-year  survival  rate 
was  12  percent  (5  of  42),  whereas  in 
the  guanethidine  plus  thiazides  or 
chlorthalidone-treated  group  (1958- 
1961),  it  was  72  percent  (18  of  25). 
There  was  an  inverse  relationship 
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between  the  degree  of  azotemia 
and  years  of  survival.  In  severe  azo¬ 
temia,  the  prognosis  in  both  groups 
was  grave.  In  mild  azotemia,  the 
survival  in  the  group  treated  with 
guanethidine  plus  thiazides  or 
chlorthalidone  was  surprisingly 
good.  In  the  majority  of  the  patients 
of  the  1958-1961  group,  a  significant 
reduction  in  blood  pressure  (from 
253/147  to  166/98)  and  retinopathy 
was  seen;  there  was  also  a  regres¬ 
sion  in  proteinuria  and  left  ven¬ 
tricular  hypertrophy,  whereas  the 
effect  on  serum  creatinine  was  less 
favorable.  An  effective  therapeutic 
approach  in  the  treatment  of  malig¬ 
nant  or  severe  hypertension  by  ti¬ 
trating  the  dosage  of  guanethidine 
according  to  the  standing  systolic 
blood  pressure  has  been  outlined.  □ 
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Essential  hypertension:  treatment  of  ambulatory  patients 


LJ  YPERTENSION  is  an  heredi- 
1  tary  disease,  the  character¬ 
istic  of  which  appears  to  be 
carried  in  the  blood  vessel.  As  the 
blood  pressure  becomes  elevated, 
the  disease  becomes  associated 
with  an  increasing  incidence  of 
atherosclerosis  and  major  vascular 
pathology.  It  is  the  primary  anatomi¬ 
cal  vascular  damage  that  deter¬ 
mines  the  prognosis  by  its  effect  on 
the  local  vascular  bed  in  critical 
organs. 

Statistics  collected  by  the  Ameri¬ 
can  Heart  Association  in  1968  show 
that  hypertension  is  a  major  cause 
of  morbidity  and  mortality  in  the 
United  States  today  (Figure  1). 
These  statistics  indicate  that  there 
are  about  8,450,000  patients  with 
uncomplicated  disease  and  more 
than  12,000,000  patients  with  hyper¬ 
tensive  heart  disease.  Figure  2  in¬ 
dicates  the  sharp  reduction  in  the 
death  rate  due  to  hypertension,  ap¬ 
parently  a  result  of  drug  therapy.1 


JOHN  H.  MOYER,  M.D.,  D.Sc. 
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Although  specific  statistics  are 
not  readily  available  to  serve  as  a 
basis  for  drawing  definitive  deduc¬ 
tions  as  to  the  frequency  and  ade¬ 
quacy  of  the  therapy  of  essential 
hypertension,  it  would  appear  that 
less  than  half  of  those  affected  are 
receiving  therapy,  and  less  than  20 
to  30  percent  of  those  treated  are 
receiving  adequate  therapy.  Table  I 
is  a  summary  of  the  results  of  a 
study  by  Wilber  and  Barrow  which 
shows  the  effect  of  aggressiveness 
of  treatment  of  hypertension  on  the 
number  of  patients  who  come  under 
adequate  therapy.  A  study  project 
team  was  sent  into  a  geographical 
area  to  determine  the  incidence  of 
hypertension,  treated  and  un¬ 
treated,  and  the  adequacy  of  treat¬ 
ment.  Only  25  percent  of  those  with 
hypertension  were  receiving  treat¬ 
ment  prior  to  the  study,  and  of  these 
only  15  percent  were  under  ade¬ 
quate  control.  The  mere  presence 
of  the  study  group,  together  with 


detection  of  unsuspected  hyperten¬ 
sion  and  the  ready  availability  of 
therapy,  increased  the  number  of 
patients  under  treatment  to  50  per¬ 
cent.  In  the  same  study,  when 
aggressive  management  was  in¬ 
troduced  (home  follow-up  visits  by 
a  nurse  were  instituted),  the  in¬ 
cidence  of  patients  coming  under 
treatment  was  86  percent,  and  80 
percent  of  these  were  receiving  ad¬ 
equate  therapy.  It  was  found  that 
after  the  external  influence  was 
withdrawn,  less  than  half  of  the  pa¬ 
tients  would  receive  adequate  treat¬ 
ment  if  dependent  on  the  patient’s 
own  initiative,  and  only  55  percent 
continued  with  any  antihypertensive 
therapy  of  any  kind.  Althouth  not 
definitive,  these  data  emphasize  the 
importance  of  both  professional  and 
lay  education  if  we  are  to  bring  the 
majority  of  the  hypertensive  popula¬ 
tion  under  control. 

The  Therapeutic  Program 

The  American  Medical  Associa¬ 
tion  Committee  on  Hypertension 
recommends  that  all  patients  with 
persistent  diastolic  pressure  of  105 
mm  Hg  or  higher  should  receive 
antihypertensive  therapy.  The  com¬ 
mittee  recommends  that  patients 
with  a  diastolic  pressure  below  105 
mm  Hg  but  more  than  90  mm  Hg  be 
kept  under  continuous  surveillance, 
and  whether  or  not  they  are  to  re¬ 
ceive  antihypertensive  therapy  shall 
depend  on  the  medical  evaluation 
and  opinion  of  the  physician. 

Prior  to  beginning  a  course  of 
life-long  treatment,  the  patient  with 
mildly  to  moderately  elevated  blood 


TABLE  I 

EFFECT  OF  DETECTION  AND  ADVICE  TO  SEEK  TREATMENT 
FOR  HYPERTENSION — WITH  AND  WITHOUT  SUPERVISION 

Advice  Only —  Supervision  during  Study 

No  Active  Supervision  (Home  Visits  by  Nurse) 

%  GOOD  %  GOOD 

%  UNDER  RX  CONTROL  %  UNDER  RX  CONTROL 


At  Beginning 
of  Study 

25 

15 

25 

15 

After  2  Years 
of  Study 

50 

34 

86 

80 

2  Years  After 

End  of  Study 

35 

21 

55 

29 

(Adapted  from  Wilber  and  Barrow) 

Incidence  of  Cardiovascular  Disease 

in  the  United  States 

t.200.000 1|| 

STROKE 

'•"‘"111 

RHEUMATIC  HEART 

DISEASE 

^■miiiii 

COROHARY  HEART 

DISEASE 

HYRERTEHSIOH 

WITHOUT  HEART  DISEASE 

HYRERTEHSIUE  HEART 

DISEASE 

Figure  1  From  American  Heart  Association  Statistics1968 

Figure  2 
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pressure  should  be  seen  on  at  least 
three  separate  visits  to  determine 
whether  the  blood  pressure  is  per¬ 
sistently  elevated.  The  extent  of 
organ  changes,  particularly  those 
affecting  the  optic  fundi,  brain, 
heart,  and  kidneys,  should  also  be 
assessed.  The  objective  of  treat¬ 
ment  is  to  lower  the  blood  pressure 
to  normal  or  to  the  lowest  level  that 
the  patient  will  tolerate.  Usually 
levels  of  150/100  mm  Hg  or  lower  in 
the  standing  position  may  be 
achieved  without  prohibitive  un¬ 
toward  effects;  a  blood  pressure  of 
140/90  is  desirable.  Because  indi¬ 
vidual  responsiveness  differs,  the 
regimen  must  be  individualized  to 
control  the  hypertension  with  min¬ 


imal  adverse  reactions.  To  achieve 
this,  it  is  often  necessary  to  try 
various  single  drugs  or  combina¬ 
tions  at  different  dose  levels  until 
the  optimal  effect  is  obtained. 

Diuretics 

For  patients  with  mild  or  moder¬ 
ate  hypertension  (diastolic  blood 
pressure  below  120  mm  Hg),  treat¬ 
ment  is  usually  initiated  with  an  oral 
diuretic — (see  Table  II  and  Figure 
3).  The  diuretic  may  control  the 
blood  pressure  without  additional 
therapy.  Even  if  it  is  not  effective 
alone,  it  provides  a  useful  medica¬ 
tion  to  counteract  sodium  retention 
and  enhance  the  antihypertensive 
activity  of  other  agents  which  are 

TABLE  II 


added  later,  such  as  a  rauwolfia 
alkaloid,  methyldopa  (Aldomet® 
Merck  Sharp  &  Dohme),  or  hydrala¬ 
zine  (Apresoline®  Ciba  Pharmaceu-  * 
tical  Co).  All  of  the  diuretics 
referred  to  in  Table  I  are  about 
equally  effective.  (The  table  is 
adopted  from  “Drug  Evaluation,” 
which  lists  diuretics  available  and 
compares  dosages  required  for 
equivalent  antihypertensive  effect.) 
After  the  maximum  blood  pressure 
reduction  from  the  diuretic  has 
been  evaluated,  the  minimum  dose 
which  maintains  the  achieved  blood 
pressure  reduction  should  be  con¬ 
tinued.  This  is  usually  50  mg  of  - 
hydrochlorothiazide  per  day  or  its 
equivalent  in  the  other  diuretics. 


ORAL  DIURETIC  AGENTS  USEFUL  IN  THE  MANAGEMENT  OF  HYPERTENSION 


Drug 

Trade  Name  and 

Tablet  Size  (mg) 

Usual  Daily  Dose* 

Initial  Maximal  Minimum^ 

- 1 

Side  Effects 

Sulfonamide  Derivatives 
Benzothiadiazines: 
Chlorothiazide 

Diuril  250-500 

1000** 

1500** 

500 

Serum  electrolyte 
disturbances  (usually 
asymptomatic): 

1.  urea-increased 

2.  uric  acid-increased 

3.  potassium-decreased 

4.  calcium-increased 

5.  glucose-increased 

Gastrointestinal  irritation, 
weakness,  dry  mouth, 
leucopenia,  anemia, 
thrombocytopenia,  purpura 
without  thrombocytopenia, 
skin  rash,  photosensitivity, 
temporary  deafness  in 
azotemia  (ethacrynic  acid 
only) 

V 

Hydrochlorothiazide 

Hydrodiuril  25-50 

Esidrix  25-50 

Oretic  25-50 

100** 

150** 

50 

Hydroflumethiazide 

Saluron  50 

100‘* 

150** 

50 

Bend  roflu  met  hi  azide 

Naturetin  2.5-5 

10 

15 

5 

Trichlormethiazide 

Naqua  2-4 

Metahydrin  2-4 

4 

8 

4 

Methyclothiazide 

Enduron  2.5-5 

10 

15 

5 

Benzthiazide 

Exna  50 

100** 

150*** 

50 

Polythiazide 

Renese  1-2-4 

2 

8 

2 

Cyclothiazide 

Anhydron  2 

2 

6 

2 

Anthranilic  Acid  Derivative: 
Furosemide 

Lasix  40 

80** 

160*** 

40 

Phthalimidine  Derivative: 
Chlorthalidone 

Hygroton  50-100 

50 

100 

50 

Quinazoline  Derivative: 
Quinethazone 

Hydromox  50 

100- 

150** 

150** 

50 

Phenoxyacetic  Acid  Deriv.: 
Ethacrynic  Acid 

Edecrin  25-50 

100‘* 

200*** 

50 

Hyperkalemia, 
gynecomastia,  drowsiness, 
mental  confusion,  hirsutism, 
irregular  menses,  rash, 
headache,  diarrhea,  ataxia 

Distal  Tubular  Diuretics 
Spironolactone 

Aldactone  25 

100*** 

400*** 

50 

Triamterene 

Dyrenium  100 

100 

300** 

50 

Hyperkalemia,  diarrhea, 
nausea,  vomiting,  dry 
mouth,  headache, 
photosensitivity,  rash 

*  Given  once  daily  unless  otherwise  indicated. 

**  Usually  divided  and  given  twice  daily. 

***  Usually  divided  and  given  four  times  daily. 

^  Considered  minimum  effective  antihypertensive  dose  for  maintenance  therapy. 


(Adapted  from  AMA  Drug  Evaluations,  Second  Edition) 
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REGIMENS  FOR  THE  MANAGEMENT  OF  UNCOMPLICATED  HYPERTENSION 


Severity 

Mild  (90  -  120) 

Moderately  Severe 
(121  -  140) 

Severe 

(  more  than  140) 

Diastolic  Blood 
Pressure  (mm.  Hg) 

*> 

Alternative  #1 

—4 

Alternative  #2  | 

Alternative  #3 

Initial  Therapy 

Diuretic 

+ 

Diuretic 

-F 

Diuretic 

— 

Diuretic 

-+- 

= 

Diuretic  plus 
Guanethidine 

Supplemental 
Therapy  -  A 

Reserpine 

+ 

Methyldopa 

-F 

** 

Propranolol 

+ 

Guanethidine 

-I- 

Methyldopa 

Supplemental 
Therapy  -  B 

Hydralazine 

1 

Hydralazine 

1 

Hydralazine 

Methyldopa 

or 

Hydralazine 

Supplemental 
Therapy  -  C 

1 

♦ 

Hydralazine  plus 
Propranolol** 

Alternative  #3 

Alternative  #3 

— 

Propranolol  ** 

Remarks 

Ganglionic  Blockade 

If  Necessary 

Figure  3.  Overall  Prescription  Plan  *  When  Tranquilizer  Indicated  **Experimental  -  Not  FDA  approved 


Ethacrynic  acid  or  furosemide  may 
also  be  used  in  the  treatment  of 
hypertension,  but  these  should  be 
reserved  for  special  circumstances 
wherein  the  more  potent  natriuretic 
effect  is  desired,  with  shorter  dura¬ 
tion  of  action. 

Patients  receiving  long-term 
diuretic  therapy  must  maintain  ade¬ 
quate  potassium  intake.  In  patients 
who  have  no  evidence  of  heart  fail¬ 
ure,  and  in  whom  kidney  function  is 
adequate,  this  can  usually  be 
guaranteed  by  a  diet  containing  a 
liberal  amount  of  high  potassium 
foods.  However,  the  plasma  potassi¬ 
um  should  be  monitored  as  often  as 
necessary  in  order  to  evaluate  the 
stability  of  the  potassium  level, 
especially  during  the  first  year  of 
therapy.  If  total  body  potassium  def¬ 
icit  becomes  a  problem,  as  evi¬ 
denced  by  a  plasma  potassium  of 
3  mEq  per  liter  or  less,  then  one  of 
the  potassium-sparing  agents 
should  be  added  to  the  regimen: 
spironolactone  (Aldactone®  G.D. 
Searle  and  Co.)  or  triamterene 
(Dyrenium®  Smith,  Kline  and 
French  Labs.).  The  potassium¬ 
sparing  diuretics  are  particularly  in¬ 
dicated  for  patients  with  heart  fail¬ 
ure  since  such  patients  tend  to 
become  depleted  of  potassium 
more  readily  than  others  and  are 
more  likely  to  have  a  total  body  def¬ 
icit.  If  significant  total  body  deficit 
of  potassium  continues,  oral  potas¬ 
sium  supplements  may  be  added  to 
the  regimen.  Under  these  circum¬ 
stances,  the  supplementary  intake 
should  usually  be  100  mEq  or  more 
per  day.  The  plasma  potassium 
should  be  maintained  above  3.5  but 
below  6.0  mEq  per  liter  in  order  to 
avoid  the  development  of  hyperka¬ 


lemia  and  its  subsequent  cardiac 
effects. 

An  alternate  approach  is  to  use  a 
fixed  diuretic  combination  of  a 
thiazide  with  either  triameterene  or 
spironolactone.  This  is  a  valid 
approach  and  certainly  may  be  tried 
in  the  absence  of  renal  damage  and 
severely  depressed  renal  function. 
This  is  particularly  important  for  the 
patient  who  is  taking  digitalis. 

Side  effects  of  the  diuretics, 
other  than  electrolyte  ab¬ 
normalities,  are  most  frequently  due 
to  vascular  fragility  resulting  in 
ecchymosis  and  subcutaneous 
hemorrhage,  or  abnormalities  of  the 
hematopoietic  system  such  as 
thrombocytopenia  and  hemolytic 
anemia.  Occasionally  skin  eruptions 
and  photosensitivity  are  observed. 

The  response  to  the  diuretic 
should  be  observed  for  a  period  of 
at  least  two  weeks.  Then,  if  addi¬ 
tional  reduction  in  blood  pressure  is 
indicated,  one  of  the  agents  with 
antihypertensive  activity  affecting 
the  sympathetic  nervous  system  or 
the  blood  vessel  directly  should  be 
employed  (Figure  3  and  Table  III). 
These  drugs  should  always  be  given 
in  conjunction  with  a  diuretic  since 
the  diuretic  reduces  the  dose 
requirement  of  the  sympathetic 
depressant  drugs  and  also  reduces 
tolerance  to  these  drugs  in  many  in¬ 
stances.  It  also  helps  to  counteract 
the  increased  sodium  retention  and 
plasma  volume  that  may  result  from 
long-term  administration  of  the 
sympathetic  depressant  drugs. 

Alternatives 

Possible  drug  regimens  (Figure 
3)  are  as  follows: 


Alternative  No.  1:  In  treating  pa¬ 
tients  for  whom  sedation  and  a  mild 
tranquilizer  are  indicated,  the 
choice  of  combination  therapy  may 
be  reserpine  (0.  1-0.25  mg  per  day) 
given  in  combination  with  the 
diuretic.  The  reserpine  has  a 
delayed  onset  of  action  and  max¬ 
imum  response.  Frequently  its  full 
effect  is  not  observed  until  the  pa¬ 
tient  has  been  on  the  drug  for  as 
long  as  six  weeks.  Therefore,  pa¬ 
tients  started  on  this  combination 
should  be  observed  for  a  minimum 
of  six  weeks  before  other  drugs  are 
added  to  the  regimen. 

Psychic  depression  is  the  most 
serious  side  effect  resulting  from 
rauwolfia  administration.  Nasal  tur- 
gescence  is  consistent  and  annoy¬ 
ing,  but  not  a  serious  side  effect. 
The  nasal  decongestants  are  effec¬ 
tive  against  this  but  should  not  be 
used  too  frequently.  Oxymetazoline 
HC1  (Afrin®  Schering  Corp.)  is  par¬ 
ticularly  good  because  of  its  long 
duration  of  action. 

Alternative  No.  2:  Diuretic  plus 
methyldopa  (Aldomet®).  Most  pa¬ 
tients  for  whom  a  sedative  (tranquil¬ 
izer)  is  undesirable  can  be  given 
methyldopa  in  combination  with  a 
diuretic.  The  initial  dose  is  250  mg 
each  morning,  and  daily  dosage  can 
be  increased  by  250  mg  each  week 
until  adequate  reduction  in  blood 
pressure  is  observed.  Doses  in 
excess  of  2000  mg  per  day  are 
usually  not  employed.  The  drug  can 
be  given  in  multiple  doses 
throughout  the  day  or  as  a  single 
dose  in  the  morning,  whichever  is 
tolerated  best. 

Although  somnolence  may  be  ob¬ 
served  when  methyldopa  is  given 
initially  or  when  the  dose  is 
increased,  this  is  usually  transient 
and  rarely  persists  for  more  than 
three  or  four  days.  Probably  the 
next  most  frequent  side  effect  from 
methyldopa  is  a  positive  direct 
Coombs  test,  although  frank  hemo¬ 
lytic  anemia  is  uncommon.  An  oc¬ 
casional  patient  has  been  observed 
to  develop  toxic  drug  psychosis  as¬ 
sociated  with  drug  fever. 

Hydralazine  (Apresoline®)  can  be 
added  to  either  one  of  the  above 
drug  combinations — i.e.,  alternative 
No.  1  (diuretic-reserpine)  or  alter¬ 
native  No.  2  (diuretic-methyl- 
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TABLE  III 


ANTIHYPERTENSIVE  DRUGS 


Drugs 

Trade  Name 
& 

Tablet  Size  (mg) 

Usual  Daily  Dose  (mg*) 

Initial  Maximal 

Side  Effects 

Sympathetic  Depressants 
Rauwolfia  = 

Reserpine 
(Single  Alkaloid) 

Serpasil  0.1,  0.25 

Sandril 

Reserpoid 

0.1  0.25 

Drowsiness,  sedation,  lassitude, 
nasal  congestion,  myalgias, 
edema,  laxation,  bradycardia, 
depression,  gastric  hyperacidity, 
nightmares,  Parkinsonian  rigidity 

Whole  Root 

Raudixin  50,  100 

100  300 

Alseroxylon 

Fraction 

Rauwiloid  2 

2  4 

Methyldopa  =/= 

Aldomet  250 

500^^  2000  =£=£ 

Orthostatic  hypotension  (rare), 
drowsiness,  dry  mouth,  fever, 
nasal  congestion,  depression, 
abnormal  liver  function  tests  (with 
or  without  jaundice),  positive 
direct  Coombs  test,  usually 
without  hemolytic  anemia 

Ganglion  blocking 
agents 

Pentolinium 

Mecamylamine 

Ansolysen  10,20,40,100 

Inversine  2.5,  1 0 

40*  *  No  limit*  *  * 

5  No  limit** 

Orthostatic  hypotension,  dry 
mouth,  blurred  vision, 
constipation,  urinary  retention, 
impotence 

Guanethidine  sulfate^ 

Ismelin  10,  25 

10  No  limit 

Orthostatic  hypotension  (esp.  in 
A.M.),  exertional  weakness, 
bradycardia,  diarrhea,  nasal 
congestion,  impotence  or  loss  of 
ejaculation  or  both 

Pargyline 

Eutonyl  10,  25 

10  No  limit 

Orthostatic  hypotension,  nausea, 
vomiting,  insomnia,  nervousness, 
impotence  or  loss  of  ability  io 
ejaculate  or  both,  urinary 
retention,  hypertensive  crisis  after 
ingestion  of  foods  containing 
tyramine,  (certain  cheeses,  beers, 
wines,  pickled  herring). 

Propranolol 

Inderal  10,  40 

80**  320*** 

Nausea,  vomiting,  light¬ 
headedness,  depression, 
constipation  or  diarrhea,  fever, 
rash,  thrombocytopenia, 
CONGESTIVE  HEART  FAILURE, 
aggravation  of  bronchial  asthma 
and  peripheral  ischemia 

Vasodilator  = 

Hydralazine  hydro¬ 
chloride 

Apresoline  10,  25,  50, 

100 

50**  300*** 

Headache,  tachycardia, 
palpitations,  fever,  nausea  and 
vomiting,  flushing,  exacerbation  of 
coronary  insufficiency  or 
congestive  heart  failure,  toxic 
psychosis,  mesenchymal 
(“lupus”)  reaction 

*  Give  once  daily  unless  otherwise  indicated 
*  *  Usually  divided  and  given  twice  daily 
*  *  *  Usually  divided  and  given  four  times  daily 
^  Most  frequently  used  drugs 

£  ^  Methyldopa  may  be  given  either  as  a  divided  dose  or  as  a  single  dose  in  the  morning 
(From  AMA  Drug  Evaluations,  Second  Edition) 
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dopa) — if  adequate  reduction  in 
blood  pressure  has  not  been  ob¬ 
served  at  maximum  dosage  or  when 
significant  drug  side  effects  are  ob¬ 
served  (Figure  3).  It  is  better 
tolerated  and  probably  is  more  ef¬ 
fective  when  used  with  these  agents 
than  when  used  alone.  The  length  of 
action  of  this  drug  is  no  more  than 
four  to  six  hours,  and  therefore  it 
must  be  given  at  regular  intervals 
throughout  the  day.  This  short 
period  of  action  makes  it  valuable 
as  an  additional  therapeutic  agent 
to  be  used  with  the  above  programs 
for  those  patients  whose  blood 
pressure  becomes  sharply  elevated 
at  regular  times  during  the  day.  The 
initial  dose  is  10  mg,  and  this  can 
be  increased  in  10  mg  increments. 

When  therapy  with  hydralazine  is 
initiated  or  the  dose  is  increased, 
headache  and  tachycardia  may  be 
observed.  If  these  side  effects 
become  prohibitive,  the  dose 
should  be  reduced.  Patients  with  a 
history  of  coronary  artery  disease, 
especially  if  they  have  had  a 
myocardial  infarction,  should  not  be 
given  hydralazine.  The  dose  should 
not  exceed  200  mg  per  day  because 
a  lupus-like  syndrome,  hydralazine 
disease  (Table  III  and  Figure  3),  de¬ 
velops  when  larger  doses  are  used. 

In  some  patients  with  obvious 
manifestations  of  anxiety  and  neu¬ 
rosis,  tachycardia  and  clinical 
manifestations  of  intermittent  in¬ 
crease  in  cardiac  output  may  be  a 
problem.  For  these  a  beta  adren¬ 
ergic  blocking  agent,  propranolol 
(Inderal®  Ayerst  Labs.)  may  be 
useful  (Alternative  No.  3).  This  is 
especially  true  of  patients  with 
angia  and  those  on  whom  hydrala¬ 
zine  has  a  significant  cardiac  stimu¬ 
lant  effect.  Patients  who  appear  to 
be  unresponsive  to  alternatives  No. 
1  and  No.  2  above  may  also  be 
helped  by  the  addition  of  propran¬ 
olol  and  switching  to  alternative  No. 
3,  especially  those  in  whom  sympa¬ 
thetic  cardiac  effect  is  apparent. 
The  initial  dose  is  10  mg  given  four 
times  a  day;  it  is  usually  not  helpful 
to  employ  doses  in  excess  of  320  mg 
per  day  (Table  III). 

Alternative  No.  3:  For  patients 
with  severe  hypertension  (diastolic 
blood  pressure  120  mm  Hg  or  more) 
but  without  retinal  exudates  and 


hemorrhage,  a  diuretic  plus  guan- 
ethidine  (Ismelin®  Ciba  Pharmaceu¬ 
tical  Co.)  is  usually  effective.  How¬ 
ever,  the  orthostatic  hypotension 
produced  by  guanethidine  may  be 
troublesome,  and  the  dose  must  be 
carefully  adjusted.  In  this  therapeu¬ 
tic  regimen,  the  diuretics  are  used 
as  described  above  for  mild  hyper¬ 
tension.  Then,  after  the  response  to 
the  diuretic  has  been  evaluated,  the 
guanethidine  is  started.  (Patients 
whose  pretreatment  diastolic  pres¬ 
sure  is  more  than  140  mm  Hg 
should  be  started  on  the  diuretic 
plus  guanethidine  initially,  rather 
than  the  diuretic  alone,  followed  by 
guanethidine.)  A  dose  of  12.5  mg 
per  day  is  employed  initially,  and 
this  is  increased  by  12.5  mg  at 
weekly  intervals  until  the  blood 
pressure  is  reduced  to  the  desirable 
degree  with  the  patient  in  the 
standing  position. 

For  those  patients  in  whom 
excess  orthostatic  effect  is  ob¬ 
served,  or  in  whom  the  side  effects 
become  excessive  without  an  ade¬ 
quate  reduction  in  blood  pressure, 
the  dose  of  guanethidine  may  be 
maintained  at  the  tolerable  level 
and  methyldopa  added  to  the  drug 
regimen.  The  methyldopa  is  titrated 
as  described  previously  for  mild 
hypertension,  thus  attempting  to  at¬ 
tain  additional  reduction  of  the 
blood  pressure  without  intolerable 
side  effects.  Hydralazine  may  also 
be  used  in  combination  with 
guanethidine,  rather  than  methyl¬ 
dopa,  and  administered  as  pre¬ 
viously  described.  Or  sometimes,  in 
obstinate  cases,  hydralazine  may 
be  added  to  the  triple  regimen  of 
diuretic,  guanethidine,  and  methyl¬ 
dopa. 

The  most  troublesome  side  effect 
of  guanethidine  in  the  male  is  ret¬ 
rograde  ejaculation  into  the 
bladder  with  orgasm,  because  of  in¬ 
ternal  sphincter  relaxation  and  ex¬ 
ternal  sphincter  contraction.  Diar¬ 
rhea  can  be  a  troublesome  side  ef¬ 
fect  also  as  the  sympathetic  nerve 
impulses  to  the  gut  are  suppressed, 
leaving  the  parasympathetics  unop¬ 
posed.  Atropine  or  tincture  of 
belladonna  may  be  used  in  a  ti¬ 
trated  dose  until  this  side  effect  is 
overcome. 

Occasionally  patients  with  severe 


disease  cannot  be  controlled  on  any 
of  the  above  drug  regimens.  Under 
these  circumstances  a  ganglionic 
blocking  agent  may  be  employed, 
such  as  mecamylamine  hydrochlo¬ 
ride  (Inversine®  Merck,  Sharp,  & 
Dohme).  When  this  is  done,  a  single 
dose  in  the  morning  is  usually  effec¬ 
tive;  the  initial  trial  dose  is  2.5  mg, 
and  it  is  increased  by  2.5  mg  per 
day  at  intervals  of  two  or  three 
days.  The  addition  of  this  agent  is 
particularly  helpful  for  those  pa¬ 
tients  who  experience  persistent  di¬ 
arrhea  when  taking  guanethidine 
and  in  whom  a  cholinergic  blocking 
agent  is  ineffective,  since  the  dose 
of  guanethidine  may  be  reduced 
and  the  antihypertensive  effect  may 
be  maintained  with  the  mecamyla¬ 
mine.  At  the  same  time,  the  signifi¬ 
cant  side  effect  of  mecamylamine  is 
to  reduce  peristalsis,  and  this  side 
effect  may  be  used  as  a  therapeutic 
advantage  in  counteracting  the  dis¬ 
tressing  side  effect  of  guanethidine 
(diarrhea)  while  maintaining  ade¬ 
quate  blood  pressure  control. 

Effect  of  Therapy  on  Prognosis 

The  reduction  in  longevity  due  to 
essential  hypertension  is  directly 
proportional  to  the  severity  of  the 
blood  pressure  increase,  and  the 
prognosis  for  the  treated  patients  is 
most  dramatically  altered  in  those 
more  severly  afflicted.  In  fact,  im¬ 
provement  in  mortality  and  morbidi¬ 
ty  is  directly  related  to  the  adequa¬ 
cy  of  therapy.  Perhaps  the  best 
summary  of  the  effect  of  therapy  of 
hypertension  is  available  in  an  ar¬ 
ticle  on  a  study  by  the  Veterans  Ad¬ 
ministration  Cooperative  Study  on 
Hypertensive  Agents.2-3  Three 
hundred  and  eighty  male  hyperten¬ 
sive  patients  with  diastolic  pres¬ 
sures  averaging  90  to  114  mm  Hg 
were  randomly  assigned  to  either 
active  antihypertensive  agents  or 
placebo.  The  estimated  risk  of  a 
morbid  event  occurring  over  a  five- 
year  period  was  reduced  from  55 
percent  to  18  percent  by  treatment. 
Terminating  morbid  events — which 
included  those  serious  enough  to 
necessitate  removal  of  patients 
from  the  study  as  well  as  deaths — 
occurred  in  thirty-five  patients  of 
the  control  group.  Nineteen  deaths 
related  to  hypertension  or  atheros- 
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TABLE  IV 

EFFECTS  OF  TREATMENT  ON  PROGRAMS 

(301  Patients) 

Diastolic  Blood  Pressure 

Death  in  Less  than  5  Years 

(mm  Hg) 

(%  of  Patients) 

Treated 

Untreated 

100-120 

7 

15 

120-140 

13 

38 

More  than  140 

19 

59 

COURSE  OF  MALIGNANT  HYPERTENSION 


clerosis  occurred  in  the  control 
group  and  eight  in  the  group 
treated  with  active  drugs. 

In  addition  to  fifty-six  patients  in 
whom  both  terminating  and  non-ter¬ 
minating  morbid  events  occurred, 
there  were  twenty  control  patients 
who  developed  persistent  diastolic 
levels  of  125  mm  Hg  or  higher. 
Treatment  was  more  effective  in 
preventing  congestive  heart  failure 
and  stroke  than  in  preventing  the 
complications  of  coronary  artery 
disease.  The  degree  of  benefit  was 
related  to  the  level  of  pretreatment 
blood  pressure,  being  most  evident 
in  the  patients  with  initial  diastolic 
pressures  above  105  mm  Hg. 

From  the  above  studies  several 
very  important  conclusions  can  be 
drawn.  The  first  is  that  the  in¬ 
cidence  and  severity  of  coronary  ar¬ 
tery  disease  is  not  particularly  af¬ 
fected  by  blood  pressure  regula¬ 
tion.  This  is  basically  a  disease  of 


Figure  4.  In  a  group  of  patients  with 
malignant  hypertension  followed  for 
five  years,  only  25  percent  of  those 
treated  had  died  at  the  end  of  the 
follow-up  period,  while  nearly  all  of 
the  untreated  patients  had  died. 
Renal  failure  was  the  leading  cause 
of  death  in  the  control  group  (From 
Moyer,  J.  H.  and  Flynn,  J.:  Role  of  ar¬ 
terial  hypertension  in  coronary  ath¬ 
erosclerosis,  in  Russek,  H.  I.  and 
Zohman,  B.  L.  (Eds.):  Coronary  Heart 
Disease.  J.  B.  Lippincott  Co., 
Philadelphia,  1971,  pp.  137-145.) 


atherosclerosis.  Myocardial  infarc 
tion  occurs  in  the  normotensivt 
person  as  well  as  in  the  hyperten 
sive.  Therefore,  in  this  instance 
blood  pressure  reduction  is  not  di 
rectly  related  to  prognosis  and  mor 
tality  as  it  is  in  the  case  of  othe 
atherosclerotic  complications,  sucf 
as  cerebrovascular  accidents,  ii 
which  the  blood  pressure  elevatioi 
is  more  directly  related  to  th< 
vascular  disease  and  its  complica 
tions. 

Most  important  of  all,  however,  i 
that  despite  the  severity  ant 
complications  of  hypertension,  pa 
tients  with  the  most  severe  diseasi 
receive  the  greatest  benefit  of  treat 
ment,  though  the  mortality  is  als< 
reduced  in  the  patients  with  les 
severe  disease.  The  difference  i 
even  more  striking  when  results  of . 
previous  study  on  effects  of  treat 
ment  in  patients  with  initial  diastoli' 
pressures  of  115  to  120  mm  Hg3  ar 
compared  with  the  results  of  thi 
study.  In  the  earlier  study,  morbi< 
events  occurred  thirteen  times  a 
frequently  in  the  control  group  as  i 
the  treated  patients. 

It  is  also  evident  that  blood  pre! 
sure  elevation  increases  in  severil 
with  time.  Therefore,  we  ca 
conclude  that  the  earlier  treatmer 
is  instituted,  the  better  the  proc 
nosis. 

In  a  study  conducted  by  the  ai 
thor,  approximately  340  patienl 
with  various  degrees  of  hyperter 
sion  were  observed.  Of  340  patienl 
entered  into  the  study,  only  3C 
continued  to  the  end;  and  of  th 
301,  differential  renal  functic 
studies  employing  inulin  clearanc 
were  done  on  129. 4  Those  droppir 
out  of  the  study  were  about  even 
divided  between  the  treated  and  th 
untreated  patients.  Referring  1 
Table  IV,  it  can  be  observed  that  n 
matter  whether  the  patients  wet 
treated  or  untreated,  the  prognos 
was  poorer  when  the  diastolic  pre: 
sure  was  higher.  Nonetheless,  it 
obvious  that  blood  pressure  redu< 
tion  by  antihypertensive  drug  then 
py  was  effective  in  improving  th 
prognosis  in  all  groups  of  patient 
Again,  one  can  conclude  that  th 
sooner  the  blood  pressure 
reduced,  the  better  the  prognosis. 


EFFECT  OF  TREATMENT  ON  RENAL  DETERIORATION  IN  PATIENT  WITH  MALIGNANT  HYPERTENSION 
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Figure  5.  A  patient  followed  initially  for  six  months  without  treatment  had  a  50  per¬ 
cent  loss  of  renal  function  at  the  end  of  that  time.  After  treatment  was  started  and 
the  blood  pressure  reduced,  the  deterioration  of  renal  function  was  arrested  except 
for  a  slight  additional  loss  of  function  at  first  due  to  the  initial  decrease  in  renal  per¬ 
fusion  resulting  from  the  lowered  pressure.  A  small  degree  of  improvement  in  renal 
function  was  noted  at  the  end  of  one  year  on  antihypertensive  medication,  but  full 
restoration  cannot  be  expected  because  kidney  damage  existing  at  the  time  treat¬ 
ment  is  initiated  is  irreversible. 
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TABLE  V 

CAUSE  OF  DEATH  IN  12  OF  48  PATIENTS  TREATED 
FOR  MALIGNANT  HYPERTENSION 


Year 

Renal 

Cerebrovascular  Accident 

Coronary 

First 

2 

1 

— 

Second 

1 

1 

1 

Third 

— 

2 

— 

Fourth 

— 

1 

2 

Fifth 

— 

— 

1 

Total' 

3 

5 

4 

'Mortality  after  5  years  due  to  hypertension. 
Unrelated  causes  of  death — 3  patients. 


Malignant  Hypertension 

Now  let  us  consider  those  most 
**  severely  hypertensive,  the  patients 
with  malignant  hypertension.  Here 
the  effect  of  treatment  is  quite  dra¬ 
matic.  As  can  be  see  from  the  five- 
•  year  follow-up  of  untreated  patients 
(Figure  4),  the  prognosis  is  zero. 
„  With  treatment,  the  mortality  can  be 
reduced  to  25  percent  with  ade¬ 
quate  blood  pressure  regulation. 
The  greatest  factor  in  mortality  is 
renal  damage.  Figure  5  is  a  clear 
example  of  how  blood  pressure 
control  arrests  renal  deterioration. 

Equally  as  important  as  the  ob¬ 
servations  on  mortality  of  patients 


with  malignant  hypertension  is  what 
occurs  with  these  patients  when 
they  are  converted  to  a  milder  type 
of  hypertensive  diathesis — i.e.,  the 
blood  pressure  is  regulated  but  the 
basic  hypertensive  phenomena 
exist  and  frequently  the  blood  pres¬ 
sure  does  break  through  drug  con¬ 
trol.  Of  forty-eight  patients  with 
malignant  hypertension,  twelve  died 
over  a  five-year  period  (Table  V). 
Initial  deaths  were  due  to  renal  fail¬ 
ure,  whereas  those  after  the  second 
year  were  due  to  atherosclerotic 
complications.  These  patients,  then, 
had  been  converted  to  a  milder 
hypertensive  state,  and  athero¬ 


sclerosis  became  the  predominant 
determinant  of  prognosis. 

Associated  Atherosclerosis 

Atherosclerosis  occurs  not  only 
in  the  patient  with  hypertension  but 
in  the  normotensive  patient  as  well; 
in  fact,  it  causes  occlusive  lesions 
(i.e.,  thrombosis)  in  the  normoten¬ 
sive  state  in  patients  who  have 
never  had  hypertension.  Hyperten¬ 
sion  merely  accelerates  the  devel¬ 
opment  of  the  atherosclerosis  and 
makes  it  more  likely  that  thrombosis 
or  even  rupture  of  the  vessel  will 
occur  during  sudden  increases  in 
the  blood  pressure.  However,  the 
hypertension  is  only  a  complication 
of  this  diphasic  disease,  and  even 
though  that  component  of  the  mor¬ 
bidity  and  mortality  due  to  blood 
pressure  elevation  is  removed  by 
controlling  the  blood  pressure,  the 
basic  atherosclerotic  disease  pro¬ 
gresses  (Fig.  6). 

Until  atherosclerosis  as  such  can 
be  better  treated,  it  is  not  likely  that 
we  will  significantly  alter  the  prog¬ 
nosis,  the  morbidity,  and  the  mortal¬ 
ity  in  these  patients.  When  occlu¬ 
sive  disease  of  the  renal  artery  is 
diagnosed,  more  than  50  percent  of 


Figure  6.  It  is  significant  that  the  most  severe  hypertension, 
which  is  associated  with  small  vessel  disease,  can  be  read¬ 
ily  controlled  by  blood  pressure  regulation,  which  results  in 
arrest  of  the  vascular  deterioration.  When,  however, 
atherosclerosis  becomes  a  primary  problem,  alteration  of 
the  morbidity  course  with  blood  pressure  regulation  is  not 
very  significant  since  here  the  primary  cause  of  morbidity 
and  mortality  is  atherosclerosis  rather  than  the  blood  pres¬ 
sure  elevation. 


THERAPEUTIC  CONSIDERATIONS'.  HYPERTENSION  WITH 
AND  WITHOUT  ATHEROSCLEROSIS 


(Retinal;  Nephrons;  Cerebral  vessels)=  A  direct 
therapeutic  response  to  blood  pressure  control. 

Complete  Response 


HYPERTENSION 


ATHEROSCLEROSIS  (Coronary;  Renal  Vascular; 
Cerebrovascular)^  A  dual  therapeutic  problem, 
i.e  atherosclerosis  and  hypertension. 
Partial  Response 


RELATIONSHIP  OF  SEX  TO  SOME  CAUSES  OF 
DEATH  IN  PATIENTS  WITH  NON¬ 
ACCELERATED  HYPERTENSION 


Myocardial  Stroke  Renal 

Infarction  Failure 


Figure  7:  Reflecting  the  greater  vulnerability  of  the  male  to 
atherosclerotic  changes  in  mild  to  moderate  hypertension, 
deaths  from  myocardial  infarction  among  men  are  four 
times  as  frequent  as  in  women.  The  greater  incidence  of 
cerebrovascular  accidents  as  a  cause  of  death  in  the 
female  hypertensive  may  indicate  an  increased  incidence 
of  atherosclerosis  of  the  cerebral  vessels,  followed  by 
thrombosis,  which  usually  occurs  with  sharp  elevations  of 
the  blood  pressure.  This  ratio  of  greater  incidence  of 
myocardial  infarction  in  the  male  as  compared  to  the 
female  also  exists  in  the  normotensive  population. 
(Reproduced  from  Moyer,  J.H.  and  Brest,  A.N.:  The  chang¬ 
ing  outlook  for  the  patient  with  hypertension.  Am.  J.  Car¬ 
diol.  17:673-681,  1966.) 
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the  patients  are  found  to  have  mul¬ 
ticentric  disease — either  multicen¬ 
tric  areas  in  the  same  artery  or 
lesions  on  the  opposite  side.  Fur¬ 
thermore,  75  or  80  percent  of  these 
patients  have  associated  coronary 
artery  disease  as  evidenced  by 
changes  in  the  electrocardiogram, 
and  25  percent  have  associated 
carotid  disease. 

Some  collected  observations  by 
Beem5  summarize  the  relation  be¬ 
tween  male  and  female  patterns  of 
hypertension.  The  relatively  greater 
frequency  of  atherosclerosis  in  the 
male  hypertensive  is  quite  evident 
(Fig.  7).  There  is  a  ratio  of  4  to  1  in 
which  coronary  artery  disease  is  a 
cause  of  death.  In  both  male  and 
female  the  incidence  was  four  times 
as  great  in  the  hypertensive  as  com¬ 
pared  to  the  normotensive  (not 
shown  on  the  graph),  so  that  a  ratio 
of  16  to  1  existed  when  the  hyper¬ 
tensive  male  was  compared  with 
the  normotensive  female. 

The  Patient  with  Renal  Damage 

In  the  patient  with  papilledema 
and  blood  pressure  elevation  and 
secondary  renal  damage  to  the 
glomeruli,  the  blood  pressure  eleva¬ 
tion  is  directly  related  to  the 
glomerular  damage  and  fibrinoid 
changes  in  the  nephrons.  The 
sooner  treatment  is  instituted,  the 
better  for  the  patient.  However,  in 
some  patients  the  blood  urea  ni¬ 
trogen  is  elevated  and  evidence  of 
excretory  failure  has  already  oc¬ 
curred  before  the  patient  is  brought 
under  therapy.  If  the  blood  pressure 
is  not  reduced  and  controlled  ade¬ 
quately,  the  disease  progresses 
with  the  usual  fibrinoid  and  as¬ 
sociated  pathological  changes  in 
the  kidney.  On  the  other  hand,  when 
the  blood  pressure  is  reduced  there 
is  an  additional  reduction  in  filtra¬ 
tion  rate  on  a  hemodynamic  basis, 
aggravating  the  renal  excretory  fail¬ 
ure. 

The  only  approach  to  this 
problem  is  to  gingerly  reduce  the 
blood  pressure  as  far  as  can  be 
tolerated  hemodynamically  by  the 
patient.  Best  results  are  achieved 
through  the  use  of  parenteral  meth- 
yldopa.  When  this  drug  is  adminis¬ 
tered,  it  maintains  cardiac  output, 
thus  permitting  the  maintenance  of 
renal  blood  flow  so  that  there  is  less 


reduction  in  glomerular  filtration 
rate  than  is  observed  with  the  other 
antihypertensive  agents  for  an 
equivalent  reduction  in  blood  pres¬ 
sure.  As  soon  as  the  blood  pressure 
has  been  reduced  for  ten  days  to 
two  weeks  and  the  renal  hemodyn¬ 
amics  have  become  adjusted,  then 
the  parenteral  methyldopa  is  gra¬ 
dually  withdrawn  and  the  usual  oral 
antihypertensive  measures  are  in¬ 
stituted,  consisting  of  a  diuretic  and 
more  potent  drugs,  such  as 
guanethidine. 

After  the  blood  urea  nitrogen  is 
elevated,  however,  the  prognosis  is 
much  poorer  even  with  adequate 
blood  pressure  regulation.  Never¬ 
theless,  the  only  way  to  offer  the  pa¬ 
tient  any  future  at  all  is  to  try  to  con¬ 
trol  the  blood  pressure  to  the  max¬ 
imal  degree  that  he  can  tolerate, 
following  the  blood  urea  nitrogen 
carefully. 

Renal  function  is  also  reflected  in 
mortality.  If  the  blood  pressure  is 
treated  early  enough,  before  renal 
damage  is  significant,  the  mortality 
is  reduced  markedly.  It  can  be  seen 
in  Table  V  that,  of  those  patients 
who  died  in  the  first  two  years,  a 
significant  number  died  of  renal 
failure  caused  by  progression  of  the 
renal  damage,  indicating  that  thera¬ 
py  had  not  been  instituted  early 
enough.  Of  the  patients  who  died 
after  two  years,  however,  all  died  of 
a  complication  of  atherosclerosis. 
Here  the  hypertension  was  merely  a 
complicating  phenomenon  and  not 
the  direct  cause  of  progressive 
renal  disease,  as  is  seen  in  un¬ 
treated  malignant  hypertension. 

Summary 

The  control  of  blood  pressure  is 
quite  possible  if  one  pays  strict  at¬ 
tention  to  pharmacodynamics  of  the 
drugs,  the  proper  selection  of  a 
drug,  and  some  basic  principles 
related  to  drug  administration,  par¬ 
ticularly  of  the  autonomic  drugs. 

Diuretics  are  cornerstones  of 
antihypertensive  therapy.  They  not 
only  have  some  antihypertensive 
properties  in  their  own  right,  but  in 
addition  they  prevent  the  develop¬ 
ment  of  tolerance  to  other  drugs 
such  as  methyldopa.  They  also 
decrease  the  dose  requirement  of 
the  more  potent  antihypertensive 


drugs,  thereby  decreasing  side  ef¬ 
fects  due  to  the  latter  agents. 

In  the  patient  whose  blood  pres¬ 
sure  is  not  so  severely  elevated, 
atherosclerosis  and  fluctuating 
blood  pressure  may  become  the 
predominant  determinant  of  mor¬ 
bidity  and  mortality.  Under  these 
circumstances,  the  hypertension  is 
merely  a  complicating  phenome¬ 
non,  and  controlling  the  blood  pres¬ 
sure  only  removes  that  component 
of  the  morbidity  determinant  related 
to  blood  pressure  elevation;  it  does 
not  affect  the  basic  morbidity  and 
mortality  related  to  the  athero¬ 
sclerotic  disease.  In  these  patients 
the  primary  problem  is  that  of 
occlusive  lesions  of  the  diseased, 
atherosclerotic  vessel. 

If  treated  early  enough,  the  small 
vessel  disease  of  malignant  hyper¬ 
tension  can  be  completely  arrested. 
However,  atherosclerotic  disease 
later  becomes  manifest  and  then 
becomes  the  primary  disease  even 
in  well-controlled  patients.  Eventu¬ 
ally  many  of  these  patients  will  die 
of  atherosclerotic  disease  even  if 
the  blood  pressure  is  regulated  at 
the  normotensive  level. 

It  cannot  be  sufficiently  empha¬ 
sized  that  in  the  therapeutic  man¬ 
agement  of  hypertension  probably 
the  most  important  single  consider¬ 
ation,  yet  the  most  frequently 
overlooked,  is  that  of  appropriate 
dose  titration,  in  which  the  dose  of 
the  sympathetic  depressant  drug  is 
adjusted  exactly  to  the  requirement 
of  the  individual  patient  for  blood 
pressure  regulation.  □ 
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practice  management 


Renting?  Read  this! 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


A  high  percentage  of  medical  practices  work  out  of 
leased  offices.  Since  well-managed  practices  will 
typically  pay  rent  of  anywhere  from  4  to  8  percent  of 
their  gross  income  (a  fairly  significant  amount)  the 
doctors  involved  should  give  attention  to  the  details  of 
the  document  obligating  them  to  the  arrangement — the 
lease.  Nevertheless,  both  when  they  move  into  newly 
rented  offices  and  when  they  renew  existing  rental  ar¬ 
rangements,  doctors  often  seem  to  have  no  real  idea 
what  the  lease  provisions  really  mean  to  them.  For 
these  reasons,  I  hope  the  following  brief  comments 
about  typical  lease  terms  and  attitudes  might  be 
helpful. 

General  negotiating  attitude — First  and  foremost, 
any  doctor  contemplating  entering  a  lease  should  have 
the  document  reviewed  carefully  by  an  expert  advisor, 
typically  an  attorney.  Even  standard  preprinted  form 
leases  tend  to  vary  rather  dramatically,  and  what  actu¬ 
ally  appears  therein  can  become  of  vital  importance  as 
various  developments  later  unfold.  As  an  example,  a 
real  estate  agent’s  friendly  comment  that  the  landlord 
is  flexible  and  will  provide  services  or  improvements 
not  stated  in  the  lease  are  worthless,  for  the  finally 
signed  document  prevails  in  setting  forth  what  each 
party’s  rights  and  obligations  really  are.  An  attorney 
will  understand  what  that  document  actually  provides 
in  questionable  areas  and  can  check  any  all  oral  prom¬ 
ises  against  the  document  for  consistency. 

Furthermore,  I  have  found  that  a  medical  practice 
can  often  obtain  favorable  provisions  not  existing  in  the 
originally  offered  lease.  Landlords  tend  to  be  fairly  rea¬ 
sonable  and  should  be  particularly  so  if  their  buildings 
are  not  yet  fully  leased  out.  A  variety  of  special  ar¬ 
rangements  such  as  options  to  renew,  individualized 
“escape  clauses,”  and  the  like  may  be  extremely  im¬ 
portant  to  the  practice  moving  into  the  office — and  in 
many  cases  will  not  be  that  adverse  to  the  landlord. 
Flaving  an  attorney  or  other  advisor  who  understands 
these  ideas  and  can  express  them  to  the  landlord 
should  be  well  worth  any  fees  involved. 

Actual  rental  rates — There  really  is  no  common  fig¬ 
ure  on  what  is  a  “proper”  per  square  foot  rental  rate.  I 
have  seen  rents  as  low  as  $3  per  square  foot  and  as 
high  as  $15  per  square  foot,  and  in  each  case  the 
doctor  involved  felt  the  rate  was  reasonable  for  his  pur¬ 
poses.  What  is  probably  more  important  is  that  the 
space  properly  accommodates  the  practice  and  that 
the  total  rental  paid  fits  in  with  a  fair  projection  of  the 
year’s  gross  income.  Rental  rates  are,  by  the  way, 
typically  stated  as  annual  amounts  to  be  paid  for  each 
square  foot  of  space  rented,  in  which  case  a  1,000 


square  foot  office  at  $6  per  square  foot  would  result  in 
annual  rent  of  $6,000,  or  $500  per  month. 

Along  these  lines,  perhaps  the  worst  mistake  a  prac¬ 
tice  could  make  is  to  turn  down  a  desirable  office  op¬ 
portunity  because  the  rent  seems  too  high.  In  the  long 
run,  the  rent  will  continue  unchanged  as  the  practice’s 
gross  income  increases  so  that  it  should  be  a  constant 
in  an  otherwise  increasing  set  of  numbers.  Further¬ 
more,  compared  to  some  other  elements  of  overhead 
(particularly  the  cost  of  personnel),  office  rent  tends  to 
be  quite  low.  Too  many  practices  cling  to  working  in 
less  than  suitable  or  efficient  quarters,  perhaps  having 
fewer  examining  rooms  than  really  necessary  and/or 
keeping  substandard  business  office  space,  to  the 
point  that  they  become  unable  to  operate  efficiently. 
These  are  obviously  false  economies  when  they  inter¬ 
fere  with  the  opportunity  both  to  treat  the  most  patients 
effectively  and  the  opportunity  to  increase  their  in¬ 
comes. 

In  considering  whether  the  suggested  per  square 
foot  rental  rate  is  appropriate,  several  misleading  pos¬ 
sibilities  should  be  noticed.  First,  is  the  landlord 
quoting  the  rent  for  all  protions  of  an  area  including 
unusable  space  such  as  hallways,  elevator  areas  and 
the  like?  If  so,  then  the  “true”  rent  per  usable  square 
foot  of  space  is  obviously  somewhat  higher  than  the 
stated  rate.  Second,  does  the  rental  rate  include  or 
exclude  the  landlord’s  payment  of  utilities?  If  the 
tenant  is  expected  to  pay  such  charges  as  electricity, 
heat  and  water,  then  the  true  rent  is  obviously 
somewhat  higher  than  quoted.  These  are  important 
points  to  note  when  comparing  the  rental  rates  of  two 
or  more  offices  under  active  consideration. 

Length  of  lease — In  my  view,  practices  tend  to  make 
mistakes  by  entering  into  long-term  leases.  This  is 
often  true  even  though  the  longer  term  undertaking  ap¬ 
pears  to  guarantee  a  constant  rent  which  diminishes  in 
“real  dollars”  as  inflation  raises  the  cost  of  all  other 
items.  The  reason  is  simply  that  as  medical  practices 
tend  to  grow,  whether  by  adding  more  doctors  or  as¬ 
sistants  or  by  expanding  each  doctor’s  own  patient  vol¬ 
ume,  the  selected  office  needs  tend  to  change. 
Similarly,  practice  patterns  may  change  over  the  years, 
including  such  possibilities  as  the  doctor’s  changing 
his  primary  work  to  a  different  hospital  and/or  the  pa¬ 
tient  load  beginning  to  come  from  a  different  area. 

Because  of  these  concerns,  I  believe  that  a  fairly 
short-term  lease  is  far  preferable  even  if  it  might  result 
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in  an  increased  rental  rate  if  the  lease  term  expires  and 
the  lease  is  renewed.  It  is  far  better  to  accept  the  in¬ 
creasing  lease  obligation,  probably  merely  paralleling 
inflation  and  to  have  the  flexibility  to  practice  in  the 
most  desirable  and  efficient  quarters — to  avoid  being 
“locked  in”  to  an  office  which  has  become  unsatisfac¬ 
tory. 

A  very  desirable  approach  towards  obtaining  reason¬ 
able  rental  rates  over  an  extended  period  without 
losing  flexibility  would  be  to  obtain  several  “options  to 
renew”  the  lease.  For  instance,  I  believe  a  three-year 
lease  with  two  successive  options  to  renew  for  three 
years  each  at  rental  increases  of  perhaps  $.50  per 
square  foot  with  each  renewal  would  be  preferable  to  a 
single  nine  or  ten  year  lease  at  a  lower  constant  rate. 
The  option  to  renew  merely  gives  the  tenant  (the  medi¬ 
cal  practice)  a  choice  at  the  end  of  the  lease  term  ei¬ 
ther  to  continue  renting  the  office  for  an  additional 
period  or  else  to  move  out  with  no  penalty. 

Escalation  clauses — Office  leases  are  increasingly 
including  provisions  calling  for  the  rent  to  escalate  in 
some  predetermined  manner  over  the  lease  term. 
These  are  known  as  “escalator  clauses,”  and  I  do  not 
consider  them  absolutely  undesirable  so  long  as  they 
are  tied  to  reasonable  measures.  For  instance,  a 
landlord  might  well  be  justified  in  increasing  the  rent 
because  certain  real  estate  taxes  or  utility  charges 
force  his  own  costs  to  increase  beyond  what  he  had  an¬ 
ticipated. 

Some  leases  tie  the  rent  to  the  general  cost  of  living 
by  calling  for  increases  directly  in  proportion  to  the 
“consumer  price  index”  increases.  I  do  not  think  this  is 
a  desirable  arrangement,  as  the  last  few  years  of  infla¬ 
tion  would  demonstrate,  and  a  doctor  should  usually  be 
able  to  avoid  this  proposition.  Escalator  clauses  tied  to 
increasing  real  estate  taxes  and  utility  charges,  on  the 
other  hand,  are  quite  common  but  must  be  very 
carefully  reviewed  to  assure  that  the  “base  rentals”  are 
fair.  For  instance,  if  the  tenants  are  to  share  any 
increases  in  a  new  building’s  real  estate  taxes,  one 
must  be  careful  that  the  base  tax  figure  was  assessed 
on  a  valuation  for  the  building  in  completed  form.  Since 
tax  assessment  on  new  buildings  often  lag  as  much  as 
a  year  beyond  completion,  one  can  see  the  trap  that 
could  exist.  The  same  is  true  with  escalator  clauses 
tied  to  utility  charges  if  during  the  base  period  the 
building  was  not  yet  fully  occupied — the  trap  being  that 
the  total  utility  charges  would  obviously  be  lower  than 
when  all  tenants  have  moved  in. 

Escape  clauses — Especially  in  the  case  of  a  solo 
practice  it  is  extremely  important  that  the  doctor’s 
lease  provide  some  opportunity  for  termination  in  case 
of  his  death,  long-term  disability,  or  call  to  military 
service.  Without  such  an  “escape  clause”  the  doctor  or 
his  estate  could  be  liable  for  continuing  rent  even  for 
years  after  his  untimely  absence  or  death.  Landlords 
are  often  receptive  to  some  type  of  provision  permitting 
a  solo  doctor  to  terminate  the  lease  after  pehaps  three 
months’  or  six  months’  notice  in  the  event  of  such 
named  occurrences  beyond  his  control. 

Solo  practicing  physicians  who  have  incorporated 


should  also  recognize  the  need  for  a  power  to  termi¬ 
nate  in  case  of  death  or  other  event.  Although  the 
tenant  named  in  the  lease  should  properly  be  the  cor¬ 
poration  rather  than  the  doctor,  the  escape  clause  4 
could  still  tie  to  the  doctor  as  the  tenant’s  sole  source 
of  income. 

An  alternative  to  the  escape  clause,  though  not  as 
satisfactory,  would  be  the  right  to  sublet  the  office. 
Landlords  will  often  insist  on  the  right  to  approve  any 
person  to  whom  the  premises  might  be  subleased,  and 
this  can  lead  to  troublesome  problems.  If  the  building  is  ' 
not  fully  rented  when  the  sublease  situation  arises,  a 
londlord  will  obviously  not  be  very  receptive  to  a 
tenant’s  subleasing  to  someone  who  might  otherwise 
become  a  direct  tenant.  Nevertheless,  as  a  minimum, 
one  might  press  for  the  right  to  sublet  to  any  other 
health-related  persons  or  businesses  either  without  4 
landlord  approval  or  with  a  provision  that  the  landlord’s 
approval  “shall  not  be  unreasonably  withheld.”  While 
this  language  may  be  difficult  in  application,  it  is  better 
than  no  right  to  sublet  at  all. 

Tenant  improvements — An  area  of  extreme  delicacy 
in  any  lease  is  who  shall  bear  the  cost  of  improving  the 
premises.  This  is  particularly  true  if  a  practice  is 
moving  into  a  new  building,  for  there  may  be  extensive 
costs  of  installing  partitions  and  plumbing  to  suit  the 
new  practice,  laying  out  new  electrical  outlets  and 
lighting  arrangements,  installing  new  cabinetry  and 
equipment,  and  the  like.  If  the  tenant  is  required  to 
make  many  of  these  physicial  improvements  at  his  own 
cost,  then  in  effect  his  total  rental  outlay  will  be  sub¬ 
stantially  higher  than  the  quoted  per  square  foot  rate. 

On  the  other  hand,  a  landlord  who  offers  to  assume  the 
cost  of  these  improvements  has  probably  already  fig¬ 
ured  that  cost  into  the  monthly  rental  rates.  Compari¬ 
son,  therefore,  becomes  important  but  sometimes  dif-  . 
ficult. 

Improvements  also  can  cause  problems  when  the 
tenant  moves  out  of  the  office.  Will  the  practice,  for  in¬ 
stance,  be  entitled  to  remove  certain  cabinetry  built  in  , 
especially  for  that  practice,  will  certain  equipment  af¬ 
fixed  to  the  walls  or  floor  be  removable?  If  there  are 
any  doubts  about  these  matters,  and  in  fact  if  there  are 
any  improvements  even  arguably  to  be  affixed,  I  would 
urge  that  they  specifically  be  expressed  in  the  lease  , 
document  with  provisions  allowing  their  removal  upon 
lease  termination. 

Removal  of  improvements  may  very  well  damage  the 
existing  walls  or  flooring.  If  the  tenant  anticipates  such 
a  problem,  it  should  also  be  negotiated  when  the  lease 
is  being  entered. 

Parking — Since  adequate  parking  space  is  of  prime 
importance  to  a  medical  office,  a  doctor  should  be 
careful  that  the  lease  assures  the  continuing  mainte¬ 
nance  of  such  space.  It  is  not  unusual  for  owners  to  ex¬ 
pand  their  buildings  (or  build  entirely  new  buildings)  on  ' 
what  was  previously  parking  area,  in  which  case  the 
desirability  of  the  office  itself  might  become  seriously 
damaged.  The  problem  might  be  avoided  by  insistence 
on  a  lease  provision  that  the  owner  will  maintain  either 
the  same  parking  area  he  already  has  laid  out  or  else 
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that  he  will  maintain  a  specified  ratio  of  parking  spaces 
to  each  rental  unit. 

Practice  Limitations — One  must  be  very  careful  to 
determine  whether  the  preprinted  lease  “rules  and  reg¬ 
ulations’’  might  prohibit  certain  activities  which  the 
doctor  might  decide  to  engage  in.  Typical  of  such  res¬ 
tricted  activities  would  be  installation  and  use  of  X-ray 
machinery  and/or  of  laboratory  facilities.  While  X-ray 
facilities  obviously  raise  the  fear  of  radioactivity, 
whether  or  not  justifiable  in  a  medical  office,  they  may 
also  require  special  structural  support.  Therefore,  if 
there  is  even  the  outside  possibility  that  such  machin¬ 
ery  might  be  added  to  the  practice  in  the  future,  I  would 
suggest  that  the  tenant  inquire  into  the  building’s  ca¬ 
pacity  to  hold  it  and  also  that  he  seek  specific  permis¬ 
sion  in  the  written  lease. 

Redecoration,  repainting,  and  recarpeting — Some 
landlords  orally  express  a  policy  of  redecorating  and 
repainting  tenant  offices  periodically,  perhaps  every 
three  years  or  five  years.  The  expression,  however,  is 
meaningless  unless  it  also  appears  in  the  lease  docu¬ 
ment.  Without  it,  the  tenant  may  find  that  he  has  no  real 


lever  to  obtain  these  benefits  except  the  threat  to  move 
out  as  the  lease  term  approaches  its  expiration  date. 

More  and  more  offices  are  being  contructed  without 
finished  flooring  so  that  wall-to-wall  carpeting  is  ini¬ 
tially  provided.  While  this  may  be  desirable,  one  must 
recognize  that  carpeting  tends  to  wear  out  in  just  a  few 
years  with  the  resulting  need  to  be  replaced.  Particu¬ 
larly  since  the  underlying  flooring  may  not  be  satisfac¬ 
tory  without  carpeting,  I  urge  that  the  tenant  seek  an 
express  lease  undertaking  that  the  owner  will  replace 
the  carpeting  perhaps  every  five  years.  This  provision 
can  lead  to  a  considerable  saving  for  the  medical  prac¬ 
tice  tenant. 

Summary — The  above  are  a  few  of  the  common 
areas  in  which  a  proposed  office  lease  might  become  a 
serious  problem  for  the  medical  practice.  With  reason¬ 
able  care  in  reviewing  the  lease  and  in  negotiating  with 
the  owner,  however,  the  problems  should  be  capable  of 
solution.  Hopefully  by  these  descriptions  the  reader  will 
be  more  aware  of  what  he  and  his  advisors  should  pro¬ 
tect  against  as  he  considers  moving  into  his  new  office 
or  renegotiating  the  lease  on  his  present  space. 


House  position  emphasizes  teamwork 

The  1973  House  of  Delegates  adopted  the  following  position  paper  on 
nursing  and  the  coordinated  and  cooperative  team  effort  which  must  exist 
between  physicians  and  nurses.  This  adoption  makes  it  the  official  policy  of 
the  State  Society. 


“1.  The  best  possible  health  care 
of  our  fellow  human  beings  is  the 
reason  for  the  existence  of,  and 
should  be  the  primary  goal  of,  the 
professions  and  technologies  con¬ 
cerned  with  all  facets  of  health. 
Therefore,  the  interest  of  the  patient 
must  be  the  major  consideration  in 
all  decisions  made  by  either  the 
Pennsylvania  Commission  on  Nurse 
Education  or  the  Pennsylvania  Joint 
Practice  Commission  concerning 
the  future  of  nursing  in  Pennsyl¬ 
vania. 

2.  The  delivery  of  optimum  health 
care  is  a  coordinated  and  coopera¬ 
tive  team  effort.  The  physician  who 
has  the  legal  responsibility  for  pa¬ 
tient  care  must  be  the  leader  of  the 
team.  Nursing  and  all  other  patient 
care  disciplines  should  work  within 
their  professional  ethics  and  tech¬ 
nical  skills  under  his  direction. 

Nursing  education  should  accept 
and  foster  the  concept  that  the  nurse 
working  with  the  physician  is  the 
logical  basic  core  of  the  medical 
team  entity  and  the  key  to  provision 


of  optimum  health  care.  No  other 
group  can  relace  the  nurse  in  this 
capacity.  Nor  can  the  nurse,  as  a 
completely  independent  practi¬ 
tioner,  fit  into  this  significant  con¬ 
cept. 

3.  Unquestionably  the  roles  of  the 
nurse  in  the  future  will  be  mul¬ 
tifaceted  and  on  multi  levels. 
Nursing  education  must  be  geared 
to  produce  nurses  equipped  to  the 
best  possible  degree  to  give  the 
finest  and  most  adequate  care  within 
each  specific  sphere.  No  one  system 
or  type  of  school  can  encompass  the 
education  and  training  needs  to 
meet  these  demands  in  toto. 

Undergraduate  nursing  educa¬ 
tion,  in  all  levels,  should  have  as  its 
first  and  basic  goal  the  teaching  of 
primary  nursing  care  of  the  patient. 
It  is  upon  such  foundation  that  there 
must  be  constructed  the  advanced 
training  needed  to  produce  the  vari¬ 
ety  and  levels  of  knowledge,  skills, 
and  expertise  for  adequate  and  sat¬ 
isfactory  nursing  care  in  all  fields. 

Because  of  the  varying  levels  of 


nursing  skills,  backgrounds,  and 
specialties,  plus  varying  capacities 
and  limitations  of  individuals,  all  four 
levels  of  nursing  education  must  be 
maintained  and  constantly  im¬ 
proved.  These  four  levels,  each  of 
which  is  needed,  are:  practical 
nursing,  associate  degree,  diploma 
school,  and  baccalaureate. 

The  quality  of  undergraduate 
nursing  education  must  be  main¬ 
tained  by  adequate  admission 
requirements  for  each  level  of 
training  and  by  continuing  achieve¬ 
ment  requirements  for  each  in  order 
to  attain  certificate,  diploma,  or 
degree. 

4.  The  trend  to  lump  all  nursing 
education  in  academia  should  be 
slowed  down.  Basic  nursing  educa¬ 
tion  requires  acquisitions  of  patient 
care  skills,  as  well  as  theoretical 
background,  and  the  best  place  to 
acquire  patient  care  skills  is  to  work 
with  patients  in  the  place  where  pa¬ 
tients  are — the  hospital,  the  out-pa¬ 
tient  clinic,  and  the  doctor’s  office. 
There  is  a  proper  balance  between 
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theory  and  practice;  and  in  the 
training  of  students  for  patient  care, 
practice  assumes  a  larger  and  larger 
proportion  of  that  balance.  While  ed¬ 
ucational  institutions  must  of  neces¬ 
sity  handle  graduate  and  baccalau¬ 
reate  education,  only  those  in  medi¬ 
cal  centers  or  with  medical  center 
facilities  can  adequately  give  the 
needed  clinical  experience.  Clinical 
experience  has  been  well  taught 
outside  of  academia  for  years  and 
can  still  be  obtained  from  those 
sources  if  even  mild  support  is  of¬ 
fered. 

5.  The  tendency  to  require  formal 
education  beyond  patient  needs  and 
individual  nurse  or  student  capabili¬ 
ties  must  be  resisted.  Graduate  edu¬ 
cation  to  prepare  for  advanced 
teaching,  major  administration,  and 
sophisticated  research  is  a  must. 
Baccalaureate  education  is  needed 
to  prepare  for  routine  teaching,  most 
administration,  and  as  a  basis  for 
specialty  training.  Diploma,  as¬ 
sociate  degree,  and  practical  nurse 
training  are  needed  to  prepare  for 
the  basic  functions  of  patient  care. 


All  types  are  necessary  for  balanced 
and  coordinated  delivery  of  such 
care. 

Advancement  on  the  professional 
career  ladder  must  be  available  to 
all  nurses.  Advancement  from  prac¬ 
tical  nurse  to  associate  degree  or 
registered  nurse  and  from  associate 
degree  and  registered  nurse  to  bac¬ 
calaureate  and  higher  degree  must 
not  only  be  available  but  en¬ 
couraged  to  the  limit  of  the  individu¬ 
al’s  capability  of  achievement. 

6.  Postgraduate  education  as¬ 
sumes  two  primary  functions — 
training  for  specialty  careers  in 
nursing  and  the  need  to  keep 
abreast  of  progress  and  develop¬ 
ments  in  the  nursing  profession. 
Specialty  training  is  a  function  of  the 
medical  specialty  organization,  the 
nursing  specialty  organizations,  and 
certain  educational  institutions.  Em¬ 
phasis  must  be  placed  on  quality  in¬ 
struction  and  adequacy  to  meet  the 
needs  of  the  particular  nursing 
specialty. 

Continuing  education  is  a  must. 
Postgraduate  courses,  conferences, 


symposia,  colloquies,  workshops,  in- 
service  training,  etc.,  to  meet  prede¬ 
termined  quantitative  hour  totals  to 
maintain  licensure  would  be  a 
means  to  insure  that  all  keep  up  with 
advances  in  the  profession,  particu¬ 
larly  those  related  to  patient  care. 

Postgraduate  education  for  areas 
involving  the  practice  of  medicine — 
nurse  anesthetists,  nurse  midwives, 
nurse  practitioners,  and  physicians’ 
assistants  of  various  types,  is  purely 
a  function  of  the  medical  profession 
and  its  educational  facilities. 

7.  Any  committee  with  too  large 
or  too  diversified  a  regular  mem¬ 
bership  becomes  ineffectual.  To 
reach  satisfactory  conclusions  con¬ 
cerning  the  training  and  qualifica¬ 
tions  of  individuals  for  delivery  to 
our  fellow  citizens  of  the  finest  medi¬ 
cal  care,  the  basic  committee  should 
be  composed  of  those  who  consti¬ 
tute  the  backbone  of  the  health  care 
delivery  team — physicians  and 
nurses.  Other  allied  or  associated 
professionals  should  be  invited  to 
participate  as  consultants  at  appro¬ 
priate  and  indicated  times.” 


Pop  tpo 
Waiting  l^oonr? 
Wigglep§ . . . 


For  the  convenience  of  physicians  who  wish  to  provide 
waiting  room  reading  material  for  youngsters,  the  following 
list  of  periodicals  has  been  recommended  by  the  Michigan 
Library  Service  and  made  available  through  the  special 
library  services  division  of  the  Pennsylvania  State  Library: 
Animal  Kingdom — $4.50 — New  York  Zoological  Society, 
Zoological  Park,  Bronx,  New  York  10460. 

Children’s  Digest — $5.95 — Parents’  Magazine  Enterprises, 
Inc.  Bergenfield,  New  Jersey  07621. 

Co-Ed — $2.40 — Scholastic  Magazines,  Inc.,  50  West  44th 
St.,  New  York,  N.Y.  10036. 

Jack  and  Jill — $5.95 — Curtis  Publishing  Co.,  Independence 
Square,  Philadelphia,  Pa.  19105. 

Kids — $6.00 — Kids  Publishers,  Inc.,  77  Third  Ave.,  New 
York,  N.Y.  10017. 

Ranger  Rick’s  Nature  Magazine — $6.00 — National  Wildlife 
Federation,  1412  Sixteenth  St.,  Washington,  D.C.  20036. 
Teen — $5.00 — Petersen  Publishing  Co.,  5959  Hollywood 
Blvd.,  Los  Angeles,  California  90028. 

Young  World — $6.00 — Golden  Magazine,  1100  Waterway 
Blvd.,  Indianapolis,  Indiana  46202. 


continuing  education 

This  issue  carries  no  education  course  listings. 
Beginning  in  September,  continuing  medical 
education  announcements  will  be  published 
only  twice  a  year  in  a  special  continuing  medi¬ 
cal  education  supplement  to  PENNSYLVANIA 
MEDICINE. 

June  15,  1974,  is  the  deadline  for  receipt  of  an¬ 
nouncements  to  be  printed  in  September.  Mail 
all  data  (date,  place,  sponsor,  subject)  to: 

Pennsylvania  Medical  Continuing 
Education  Institute 
20  Erford  Road 

Lemoyne,  Pennsylvania  17043. 

It  is  important  to  meet  the  June  deadline,  since 
delay  will  result  in  a  six  month  wait  until  the 
January  edition. 

To  obtain  a  copy  of  the  continuing  medical  edu¬ 
cation  announcements  that  are  recorded  at  the 
Institute  Office,  write  to  the  above  address. 
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cardiovascular  brief 


Control  of  heart  rate  in  atrial  fibrillation 


RICHARD  D.  GENTZLER  II,  M.D. 

Senior  Fellow  in  Cardiology 
Pennsylvania  State  University  College  of  Medicine 
Hershey 

Perhaps  the  most  common  error  made  in  the  man- 
i  agement  of  chronic  atrial  fibrillation  (AF)  is  failure  to 
i  adequately  control  ventricular  rate.  While  it  is  generally 
assumed  that  AF  per  se,  with  loss  of  atrial  contribution 
to  ventricular  filling,  or  the  underlying  cardiac  ab- 
^  normality  is  responsible  for  congestive  cardiac 
j  symptoms,  it  is  apparent  that  an  excessive  rate 
.  response  to  modest  effort,  with  consequent  substantial 
elevation  in  pulmonary  venous  pressure  and  attenua- 
-  tion  in  cardiac  output,  contributes  importantly  to  cardi¬ 
ac  disability  in  many  patients.  In  fact,  since  it  can  be 
shown  that  conversion  of  the  arrhythmia  and  re-es- 
,  tablishment  of  sinus  rhythm  results  in  little  or  no 
j  change  in  overall  cardiac  performance  in  patients  with 
■  most  forms  of  heart  disease,  adequate  control  of  heart 
j  rate  assumes  increasing  importance  in  the  manage¬ 
ment  of  chronic  congestive  heart  failure  (CHF)  in  such 
patients. 

It  has  now  been  shown  that  usual  doses  of  digitalis, 
digoxin  0.25  mgm  or  digitoxin  0.1  mgm  daily,  often  fail 
;  to  control  heart  rate  in  AF.  Indeed,  it  appears  that  sub¬ 
stantial,  even  toxic  blood  levels  of  digitalis  may  be 
required  to  control  heart  rate  in  many  patients.  If  the 
heart  rate,  measured  from  the  apical  pulse  of  elec¬ 
trocardiogram,  is  not  controlled  with  digoxin  0.25  mgm 
j  twice  daily,  or  if  excessive  rate  occurs  in  the  setting  of 
i  high  therapeutic  blood  levels  of  this  drug,  consider- 
*]  ation  should  be  given  to  the  addition  of  small  doses  of 
j  propranolol,  beginning  with  10  mgm  twice  daily  and 
!  progressing  to  20  mgm  four  times  daily.  Propranolol,  by 
1  virtue  of  its  B-sympathetic  blocking  effect,  acts  directly 
on  the  atrioventricular  junction  to  slow  conduction,  and 
j  thus  to  limit  the  ventricular  response  in  AF.  This  drug, 

*1  of  course,  must  not  be  added  in  the  setting  of  florid 


This  Brief  is  edited  by  James  H.  Gault,  M.D.,  director 
of  the  Cardiovascular  Laboratories  at  Lancaster 
General  Hospital  for  the  Pennsylvania  Affiliate  of  the 
American  Heart  Association. 


CHF  or  when  class  III  congestive  symptoms  are  as¬ 
sociated  with  substantial  cardiac  enlargement  and 
radiographic  evidence  of  significant  pulmonary 
vascular  congestion,  because  of  its  tendency  to 
depress  myocardial  performance.  In  addition,  propran¬ 
olol  must  be  avoided  in  patients  with  asthma,  where  it 
may  aggravate  bronchospasm. 

Several  factors  other  than  adequate  digitalization 
may  contribute  to  excessive  heart  rate  with  effort  in  pa¬ 
tients  with  AF.  First,  reduction  of  blood  volume  by  the 
use  of  potent  diuretic  agents  may  result  in  tachycardia 
and  should  be  suspected  in  patients  in  whom  fatigue 
rather  than  pulmonary  congestive  symptoms  is  as¬ 
sociated  with  a  rapid  ventricular  response  in  AF.  Also, 
quinidine  is  not  infrequently  given  in  association  with 
digitalis  in  patients  with  AF,  either  because  of  what  are 
thought  to  be  ventricular  premature  beats  or  because  it 
is  assumed  this  drug  may  result  in  reversion  to  sinus 
rhythm.  It  is  important  to  note  that  quinidine,  through 
its  vagolytic  action,  tends  to  accelerate  atrioventricular 
conduction  in  effect  counteracting  the  indirect  vago¬ 
tonic  action  of  digitalis  which  slows  the  ventricular 
rate.  Thus,  quinidine  actually  accelerates  the  heart  rate 
in  AF. 

On  occasion,  especially  in  patients  with  chronic  ob¬ 
structive  pulmonary  disease,  AF  is  diagnosed  when  ac¬ 
tually  multifocal  atrial  tachycardia  is  present.  This 
dysrhythmia  will  not  slow  with  digitalis  therapy,  and  its 
use  in  increasing  dosage  may  lead  to  life-threatening 
ventricular  tachyarrhythmias. 

Finally,  other  pathophysiologic  states,  such  as  ane¬ 
mia  or  apathetic  thyrotoxicosis,  may  be  present  in  pa¬ 
tients  with  AF  and  require  appropriate  treatment  before 
adequate  control  of  heart  rate  can  be  obtained. 
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TRAUMA! 


Chemical  burns 


ALBERT  M.  CALABRETTA 
WILLIAM  P.  GRAHAM,  III,  M.D. 
Hershey 


Accidental  contact  with  chemicals,  or  their  misuse,  is 
one  of  the  potential  hazards  of  our  modern  life.  Chemi¬ 
cal  burns  may  produce  various  superficial  and  systemic 
reactions.  The  effects  of  various  chemicals  is  deter¬ 
mined  by  (1)  the  strength  or  concentration,  (2)  duration 
of  contact,  (3)  penetrability,  (4)  amount,  and  (5)  mecha¬ 
nism  of  action.  The  resulting  effects  include  burns, 
stricture  from  corrosion,  asphyxiation,  systemic  intox¬ 
ication,  perforation  of  organs  by  penetration  of  the 
chemical,  respiratory  irritation,  and  deleterious  reac¬ 
tions  in  the  gastrointestinal  and  nervous  systems,  the 
kidney,  liver,  and  other  organs. 

Common  chemical  burns  of  the  skin  will  be  reviewed 
in  this  presentation.  The  pathophysiologic  effects  of 
chemical  burns  must  be  considered.  Chemical  burns 
differ  from  those  from  other  causes  in  that  the  destruc¬ 
tive  process  resulting  from  a  particular  chemical  con¬ 
tinues  until  the  offending  agent  is  either  inactivated  by 
chemical  combination  with  the  tissues,  is  neutralized, 
or  is  eliminated  from  the  skin  surface.  In  injuries  at¬ 
tributable  to  acids  or  alkalis,  which  account  for  the  ma¬ 
jority  of  chemical  burns,  the  common  factor  respon¬ 
sible  for  the  trauma  is  the  H  +  or  OH-  concentrations, 
respectively.  Corrosive  injury  also  involves  other 
factors  such  as  coagulation,  precipitation,  dehydration, 
or  actual  solution  of  protein.  Burns  resulting  from  acids 
may  be  extremely  destructive,  and  their  effect  is  imme¬ 
diately  apparent. 

In  contrast,  alkali  burns  are  deceptive.  Initially  their 
effect  may  appear  slight,  but  they  worsen  by  direct  ex¬ 
tension.  The  mechanism  of  action  of  these  chemicals 
produces  the  different  injuries.  The  acid  H  +  ion  de¬ 
stroys  upon  contact  with  a  surface  but  is  often  neutral¬ 
ized  immediately.  Alkalis,  on  the  other  hand,  combine 
with  the  tissue  elements  to  form  alkaline  albuminates 
or  with  fats  to  form  soaps,  often  producing  an  ex¬ 
othermic  reaction.  Alkali  proteinates  are  soluble,  thus 
permitting  passage  of  the  OH-  ions  more  deeply  into 
the  tissue  before  it  is  inactivated.  Furthermore,  in  alkali 
burns  a  latent  period  may  precede  the  onset  of  action. 

The  treatment  of  chemical  burns  immediately  after 
the  accident  is  directed  toward  elimination  of  the  agent 
by  irrigation,  dilution,  and  neutralization.  Copious  irri¬ 
gation  of  the  burned  areas  with  water  should  be  done 
immediately  to  dilute  the  chemical  agent.  Neutralizing 
a  caustic  chemical  before  it  has  been  thoroughly 
diluted  is  not  justifiable.  The  heat  generated  from  the 
neutralization  process  may  in  itself  be  sufficient  to 
cause  a  thermal  injury.  Irrigation  with  water  is  still  the 
mainstay  of  chemical  burn  therapy.  It  serves  the  follow¬ 


ing  purposes:  (1)  dilution  of  the  agent,  (2)  cleansing  of 
the  agent  off  the  skin,  (3)  restoring  normal  skin  pH,  (4) 
decreasing  the  tissue  metabolism  and  the  inflammatory 
process,  (5)  decreasing  the  rate  of  the  chemical  reac¬ 
tion,  and  (6)  minimizing  the  hygroscopic  effects  of  cer¬ 
tain  agents. 

The  value  of  chemical  neutralization  is  controversial. 
Some  would  advocate  applying  a  counter  solution  to  an 
acid  or  alkali  burn,  others  would  not.  The  latter  group 
emphasize  the  danger  of  the  heat  of  neutralization  in¬ 
volved.  However,  the  heat  of  dilution  must  be  consid¬ 
ered  in  water  irrigation  and  indicates  the  need  for  con¬ 
stant  flow  irrigation.  There  are  a  few  special  cases  in 
which  it  is  advantageous  to  use  the  chemical  neutral¬ 
ization  technique.  An  outstanding  example  is 
hydrofluoric  acid  burns.  While  water  irrigation  is  being 
performed,  the  area  of  injury  is  injected  with  10  percent 
calcium  gluconate.  The  calcium  and  fluoride  ions  com¬ 
bine  in  the  neutralization  process.  Thereby  the 
liquification  of  cellular  membranes  and  decalcification 
of  bone  caused  by  the  fluoride  ion  is  prevented.  Other 
forms  of  therapy  specific  for  certain  types  of  chemical 
burns  are  available. 

White  phosphorus  ignites  spontaneously  in  air  when 
dry.  Therefore,  in  phosphorous  burns  it  is  necessary  to 
remove  contaminated  clothes,  irrigate  copiously  with 
water,  and  carefully  debride  all  visible,  embedded  par¬ 
ticles.  All  removed  phosphorous  particles  should  be 
submerged  in  water  to  prevent  spontaneous  ignition. 
The  burn  area  should  then  be  briefly  rinsed  with  1  per¬ 
cent  copper  sulfate  solution.  The  copper  reacts  to  form 
copper  phosphide,  a  black  precipitate,  which  makes 
any  retained  particles  after  irrigation  and  debridement 
easier  to  identify  and  at  the  same  time  impedes  further 
oxidation  or  tissue  destruction.  The  excess  copper  sul¬ 
fate  should  be  thoroughly  removed  through  water  irri¬ 
gation  to  prevent  systemic  copper  toxicity. 

Subsequent  to  the  initial  dilution,  debridement,  and 
fluid  resuscitation  of  chemically  injured  patients,  teta¬ 
nus  prophylaxis,  topical  antibiotics,  and  if  needed  sys¬ 
temic  antibiotics  should  be  employed  along  with  bio¬ 
logical  dressings  or  autografting  as  required. 

The  authors  are  with  the  department  of  surgery, 
division  of  plastic  surgery,  Milton  S.  Hershey  Medi¬ 
cal  Center,  Pennsylvania  State  University,  Hershey. 
The  Pennsylvania  Division  of  the  American  Trauma 
Society  and  the  State  Society’s  Commission  on 
Emergency  Medical  Services  assist  in  the  dissemi¬ 
nation  of  information  on  trauma. 
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Official  Call  to  the  1974  Annual  Session 
Pennsylvania  Medical  Society  House  of  Delegates 

The  1974  Annual  Session  of  the  House  of  Delegates  of  the  Pennsylvania  Medical  Society  will  con¬ 
vene  in  the  Ballroom  of  the  William  Penn  Hotel,  Pittsburgh,  Pennsylvania,  Thursday,  October  10, 
1974,  at  1  p.m.  The  second  session  of  the  House  of  Delegates  is  scheduled  for  Friday,  October  11 ,  in 
the  Ballroom  beginning  at  1  p.m.  The  third,  and  concluding  session  of  the  House,  will  begin  Satur¬ 
day,  October  12,  1974,  in  the  Ballroom,  beginning  at  9  a.m.  The  Reference  Committee  on  Rules  will 
hold  an  open  hearing  at  10  a.m.  Thursday,  October  10,  in  the  Parlor  Rooms,  B  and  C,  to  consider 
among  other  items  whether  executive  secretaries  should  be  seated  with  delegates. 


Elections 

Nominations  and/or  elections  will  be  held  at  the  sec¬ 
ond  session  Friday  afternoon,  October  11,  1974,  as 
called  for  in  Standing  Rule  No.  1  of  the  House  of  Dele¬ 
gates.  Among  the  general  officers  to  be  elected  by  the 
1974  House  of  Delegates  will  be:  a  Vice  President,  a 
Secretary,  a  Speaker  of  the  House  of  Delegates,  and  a 
Vice  Speaker  of  the  House  of  Delegates.  Society  policy 
calls  for  a  minimum  of  two  candidates  to  be  nominated 
for  Vice  Speaker.  Also  to  be  elected  are  a  Trustee  and 
Councilor  for  the  First  Councilor  District,  to  serve  five 
years  to  succeed  Donald  R.  Cooper,  M.D.,  Philadelphia 
County,  who  is  eligible  for  re-election;  a  Trustee  and 
Councilor  for  the  Sixth  Councilor  District,  to  serve  for 
five  years  to  succeed  H.  Thompson  Dale,  M.D.,  Centre 
County,  who  is  not  eligible  for  re-election,  having 
served  two  five-year  terms. 

Also  to  be  elected  for  a  two-year  term  beginning 
January  1,  1975,  will  be  six  delegates  and  six  alternates 
to  the  American  Medical  Association.  Delegates  whose 
terms  expire  December  31,  1974,  are:  Raymond  C. 
Grandon,  M.D.,  Dauphin  County;  Edmund  L.  Housel, 
M.D.,  Philadelphia  County;  William  A.  Limberger,  M.D., 
Chester  County;  William  Y.  Rial,  M.D.,  Delaware 
County;  George  A.  Rowland,  M.D.,  Columbia  County; 
and  William  B.  West,  M.D.,  Huntingdon  County. 

Alternate  Delegates  whose  terms  expire  December 
31,  1974,  are:  R.  William  Alexander,  M.D.,  Berks 
County;  Harry  V.  Armitage,  M.D.,  Delaware  County; 
Jerome  Chamovitz,  M.D.,  Allegheny  County;  John  H. 
Harris,  Jr.,  M.D.,  Cumberland  County;  Richard  L.  Huber, 
M.D.,  Lackawanna  County;  and  R.  Robert  Tyson,  M.D., 
Philadelphia  County. 

As  directed  by  Chapter  XIV,  Section  2(e)  of  the 
Bylaws,  the  Committee  to  Nominate  Delegates  and  Al¬ 
ternates  to  the  AMA  makes  the  following  nominations 
for  delegates  for  two-year  terms  commencing  January 
1,  1975: 

1.  R.  William  Alexander,  M.D.  (Berks  County) 

2.  Raymond  C.  Grandon,  M.D.  (Dauphin  County) 

3.  Edmund  L.  Housel,  M.D.  (Philadelphia  County) 

4.  William  J.  Kelly,  M.D.  (Allegheny  County) 

5.  William  Y.  Rial,  M.D.  (Delaware  County) 

6.  George  A.  Rowland,  M.D.  (Columbia  County) 

The  Committee  makes  the  following  nine  nomina¬ 
tions  for  six  alternate  delegates  for  two-year  terms 
commencing  January  1,  1975: 

1.  Harry  V.  Armitage,  M.D.  (Delaware  County) 

2.  Robert  J.  Carroll,  M.D.  (Allegheny  County) 


3.  Kenneth  L.  Cooper,  M.D.  (Lycoming  County) 

4.  James  B.  Donaldson,  M.D.  (Philadelphia  County) 

5.  Richard  L.  Huber,  M.D.  (Lackawanna  County) 

6.  David  J.  Keck,  M.D.  (Erie  County) 

7.  Robert  Poole  III,  M.D.  (Chester  County) 

8.  John  L.  Steigerwalt,  M.D.  (Montgomery  County) 

9.  R.  Robert  Tyson,  M.D.  (Philadelphia  County) 

To  fill  the  unexpired  term  (December  31,  1975)  as  an 
alternate  delegate  created  by  the  elevation  of  Dr.  Kelly 
to  delegate,  the  committee  nominates  Lawrence  D. 
Ellis,  M.D.,  Allegheny  County. 

Also  to  be  elected  will  be  two  members  to  serve  on 
the  Committee  to  Nominate  Delegates  and  Alternates 
to  the  American  Medical  Association.  One  election  is 
required  to  fill  the  position  of  Donald  E.  Harrop,  M.D., 
Chester  County,  whose  term  expires.  This  election  is  to 
a  three-year  term.  The  second  election  is  made  neces¬ 
sary  by  the  decision  of  Edgar  W.  Meiser,  M.D., 
Lancaster,  who  wishes  to  resign  from  the  committee. 
The  House  must  elect  a  member  to  fill  the  unexpired 
portion  of  Dr.  Meiser’s  term,  one  year.  Also  to  be 
elected  will  be  one  member  of  the  Judicial  Council  to 
serve  for  a  term  of  three  years  to  succeed  Lewis  T. 
Buckman,  M.D.,  Luzerne  County,  who  is  eligible  for  re- 
election. 

As  directed  by  Article  IX,  Section  5  of  the  Constitu¬ 
tion,  the  Board  of  Trustees  nominates  the  following 
members  for  the  vacancy  on  the  Judicial  Council:  for 
the  office  now  held  by  Lewis  T.  Buckman,  M.D.,  the 
Board  nominates  Lewis  T.  Buckman,  M.D.,  Luzerne 
County;  Edward  Lyon,  Jr.,  M.D.,  Lycoming  County;  and 
O.K.  Stephenson,  M.D.,  Perry  County. 

Also  to  be  elected  is  a  District  Censor  from  each 
component  county  medical  society  to  serve  for  one 
year  following  the  close  of  the  1974  House  of  Delegates 
Session. 

The  component  county  medical  societies  have  sub¬ 
mitted  the  following  nominations  for  District  Censor: 

Adams,  James  H.  Allison;  Allegheny,  William  D. 
Stewart;  Armstrong,  Arthur  R.  Wilson;  Beaver,  Herman 
Bush;  Bedford,  James  K.  Gordon;  Berks,  Eugene  Men¬ 
delsohn;  Blair,  John  W.  Hurst;  Bradford, 
_ ;  Bucks,  Stanley  F.  Peters;  Butler,  Rob¬ 
ert  C.  McCorry;  Cambria,  Warren  F.  White;  Carbon, 

_ ;  Centre,  H.  Richard  Ishier;  Chester, 

Grant  W.  Bamberger;  Clarion,  Theodore  R.  Koenig; 
Clearfield,  Fred  Pease;  Clinton,  George  J.  Trieres; 
Columbia,  James  F.  Youngkin;  Crawford,  David  D.  Kirk¬ 
patrick,  Jr.;  Cumberland,  Hans  S.  Roe;  Dauphin,  Robert 
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P.  Dutiinger;  Delaware,  Richard  W.  Garlichs;  Elk- 
Cameron,  Robert  J.  Dickinson;  Erie,  Robert  L.  Loeb; 
Fayette,  Harold  L.  Wilt;  Franklin,  Albert  W.  Freeman; 
Greene,  William  W.  Bartholomew;  Huntingdon,  Thomas 
R.  Mainzer;  Indiana,  John  W.  Mills;  Jefferson,  Nicholas 
F.  Lorenzo;  Lackawanna,  Louis  J.  Vitale;  Lancaster, 
William  A.  Schaeffer;  Lawrence,  Gerald  H.  Weiner; 
Lebanon,  C.  Ray  Bell;  Lehigh,  William  F.  Boucher; 
Luzerne,  Samuel  T.  Buckman;  Lycoming,  Franklin  G. 
Wade;  McKean,  Bruno  P.  Sicher;  Mercer,  Frank  E. 
McElree;  Mifflin-Juniata,  Donald  E.  Basom;  Monroe, 
Claus  Jordan;  Montgomery,  Rudolph  K.  Gloecker;  Mon¬ 
tour,  Robert  L.  Gatski;  Northampton,  Walter  J.  Filipek; 
Northumberland,  J.  Mostyn  Davis;  Perry,  James  Rum- 
baugh;  Philadelphia,  Charles  M.  Thompson;  Potter, 
Herman  C.  Mosch;  Schuylkill,  Joseph  T.  Marconis; 
Somerset,  Alexander  Solosko;  Susquehanna,  Raymond 
C.  Davis;  Tioga,  Lane  H.  Webster;  Union,  Joseph 
Weightman;  Venango,  Jack  E.  Torin;  Warren,  D.  Jack 
Furman;  Washington,  Joseph  N.  McMahan;  Wayne- 
Pike,  Emil  T.  Niessen;  Westmoreland,  Leslie  S.  Pierce; 
Wyoming,  John  S.  Rinehimer,  Jr;  York,  Donald  R. 
Gross. 

Proposed  Amendments  to  the 
Constitution  and  Bylaws 

Printed  below  is  the  text  of  the  amendments  to  the  Con¬ 
stitution  and  Bylaws  which  are  being  proposed  by  the 
Committee  on  Constitution  and  Bylaws.* 

*  Material  underlined  is  being  added.  Material  in 
brackets  is  being  deleted. 

Subject  One 

I.  Unified  membership  in  county,  state  and  na¬ 
tional  medical  societies. 

Constitution 
Article  IV  -  Membership 

Section  2.  Active  Members.  The  Active  Members  of  this 
Society  shall  be  physicians  who  are  members  of  the 
Component  Societies  and  the  American  Medical  Asso¬ 
ciation. 

(Secretary’s  Note:  Two-thirds  vote  required.) 

Bylaws 

Chapter  I  -  Membership 

Section  2.  Membership  Compulsory.  Every  member  of  a 
Component  Society  eligible  for  membership  in  this  So¬ 
ciety  as  provided  in  Article  IV  of  the  Constitution  shall 
become  a  member  of  this  Society  and  the  American 
Medical  Association  within  three  months  after  his  elec¬ 
tion  to  any  class  of  membership  therein,  unless  such 
member  is  a  provisional  or  honorary  member  of  the 
Component  Society,  in  which  event  he  shall  not  be 
required  to  become  a  member  of  this  Society  until 
three  months  after  his  election  to  some  other  class  of 
membership. 

(Secretary’s  Note:  Three-fourths  vote  required.) 

Subject  Two 

II.  Elimination  of  delinquent  dues  requirement. 

Bylaws 

Chapter  IX  -  Assessments  and  Funds 
Section  2.  Delinquent  Assessments.  A  member  whose 


assessment  is  not  paid  at  the  time  mentioned  in  Section 
1  above  shall  be  delinquent  and  shall  not  be  in  good 
standing  in  this  Society.  No  delinquent  member  shall 
be  entitled  to  exercise  any  of  the  rights  and  privileges 
of  membership  in  this  Society  during  the  period  of  his 
delinquency.  The  Executive  Vice  President  shall  send  a 
notice  to  each  delinquent  member  witin  sixty  days  of 
the  date  such  member  becomes  delinquent,  stating  the 
amount  then  due  and  the  fact  that  unless  such  amount 
is  paid  within  thirty  days  after  the  date  thereof  the 
membership  of  such  member  will  be  terminated  auto¬ 
matically  as  provided  in  Chapter  1  of  these  Bylaws.  [No 
member  of  this  Society  whose  membership  has  been 
terminated  as  provided  above  shall  be  reinstated  until 
his  delinquent  assessment  has  been  paid.] 

(Secretary’s  Note:  Three-fourths  vote  required.) 

Subject  Three 

III.  Proposals  of  the  Judicial  Council  for  discipli¬ 
nary  proceedings  and  appeals. 

Bylaws 

CHAPTER  XIII — Disciplinary  Proceedings  and  Appeals 
Section  1. — Scope  of  Disciplinary  Proceedings.  No  dis¬ 
ciplinary  proceedings  shall  be  conducted  by  any  body 
of  this  Society,  except  (a)  a  Component  Society,  (b) 
original  disciplinary  proceedings  by  the  Judicial 
Council  as  provided  in  Section  3  of  this  Chapter,  (c)  ap¬ 
peals  to  District  Boards  of  Censors  as  provided  in  Sec¬ 
tion  4  of  this  Chapter,  and  (d)  appeals  to  the  Judicial 
Council  as  provided  in  Section  5  of  this  Chapter.  Each 
Component  Society  shall  establish  a  county  board  of 

censors  to  be  responsible  for  disciplinary  proceedings 

involving  members  of  the  Component  Society,  and  shall 
file  a  report  on  disciplinary  activities  annually  with  the 

Secretary  of  this  Society.  The  grievance  committee 
shall  cause  a  notice  to  be  published  at  least  annually  in 
a  newspaper  of  general  circulation  in  the  county  setting 

forth  the  purposes  of  the  grievance  committee  and  the 
manner  in  which  persons  may  contact  it.  All  written  and 
signed  communications  received  by  the  Secretary  of 

this  Society,  containing  changes  against  a  member 

which  could  require  disciplinary  proceedings,  shall  be 
forwarded  by  the  Secretary  to  the  appropriate  griev- 

ance  committee.  If  the  Secretary  shall  not  have 
received  reasonable  assurances  within  forty-five  days 

after  receipt  of  the  communication  by  the  grievance 
committee  that  the  grievance  committee  has  consid¬ 
ered  the  changes,  the  Secretary  may  refer  a  copy  of  the 
communication  to  the  county  board  of  censors.  If  the 
Secretary  shall  not  have  received  reasonable  assur¬ 

ances  within  forty-five  days  after  receipt  of  a  copy  of 
the  communication  by  the  county  board  of  censors  that 

the  county  board  of  censors  has  considered  the 
charges,  the  Secretary  may  refer  a  copy  of  the  com¬ 
munication  to  the  District  Board  of  Censors,  which  may 
initiate  original  disciplinary  proceedings. 

Section  8. — -Notification  of  Expulsion.  Written  notifica¬ 
tion  of  all  final  decisions  expelling  a  member  for  disci¬ 
plinary  reasons  shall  be  given  to  the  State  Board  of 
Medical  Education  and  Licensure  and  the  appropriate 

hospital  medical  staff. 
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House  adopted  in  Principle: 

Section  9.  -  Automatic  Suspension.  Any  member  of  this 
Society  convicted  by  a  court  of  competent  jurisdiction 

of  the  commission  of  a  felony  or  any  crime  involving 

moral  turpitude,  which  term  for  the  purposes  of  this 

chapter  shall  include  any  violation  of  the  federal  tax 
laws  or  laws  relating  to  health  care,  shall  be  automati- 
cally  suspended  for  an  indefinite  period.  It  shall  be  the 
duty  of  the  Secretary  promptly  to  inform  the  appropri¬ 
ate  county  board  of  censors  of  any  such  conviction  of 
any  member  of  this  Society,  however,  any  member  of 
the  Society  having  any  such  information  should 
promptly  report  the  same  to  the  county  board  of 

censors.  The  county  board  of  censors  shall  make  due 
inquiry  and  if  it  finds  that  such  member  has,  in  fact, 
been  so  convicted,  it  shall  order  a  certified  copy  of  the 
conviction  from  the  court  and  upon  receipt  thereof  it 

shall  be  filed  with  the  member’s  records.  The  county 
board  of  censors  shall  thereupon  notify  the  member 
that  he  will  stand  suspended  from  membership  for  an 
indefinite  period,  beginning  ninety  days  following  his 
conviction  by  the  court,  or  ten  days  following  the  notice 

if  such  notice  is  issued  more  than  ninety  days  after  the 

conviction,  unless  prior  to  the  effective  date  of  the  sus¬ 
pension,  the  member  certifies  to  the  county  board  of 
censors  that  he  has  filed  an  appeal  from  the  conviction. 

If  the  member  so  convicted  has  so  appealed,  the  sus¬ 

pension  from  membership  shall  be  stayed  until  such 
time  as  the  appeal  has  been  finally  disposed  of  by  a 
court  of  last  resort,  and  such  suspension  shall  be  com- 
pletely  nullified  in  the  event  that  the  conviction  of  the 
member  is  reversed  by  such  court. 

Section  10. — Reinstatement  after  suspension.  Any 
member  indefinitely  suspended  from  membership  pur¬ 
suant  to  the  provisions  of  Section  9  of  this  chapter  may 
be  reinstated  to  full  membership  after  a  period  of  six 
months  from  the  effective  date  of  the  suspension. 
Applications  for  reinstatement  may  be  submitted  not 
earlier  than  four  months  after  the  effective  date  of  the 
suspension,  shall  be  in  writing  setting  forth  the  reasons 
why  the  member  believes  he  is  entitled  to  reinstate- 
ment,  and  shall  be  filed  with  the  county  board  of 
censors.  The  county  board  of  censors,  after  due  inqui¬ 
ry,  shall  hold  a  meeting  to  consider  the  application.  The 
suspended  member  shall  be  reinstated  upon  a  majority 
vote  of  the  members  of  the  county  board  of  censors 
present  and  voting  at  the  meeting,  provided  that  there 
is  a  quorum  of  at  least  four  members  present  at  the 
meeting. 

The  following  amendment  for  disciplinary  proceedings 
is  offered  by  the  Committee  on  Constitution  and  Bylaws 
as  an  alternative  to  the  above  Sections  9  and  10. 

Section  9.  The  Secretary  of  this  Society  shall  immedi¬ 
ately  notify  the  appropriate  county  board  of  censors  of 
conviction  of  a  member  of  this  Society  by  a  court  of 

competent  jurisdiction  of  the  commission  of  a  felony  or 
any  crime  involving  moral  turpitude,  which  term  shall 
include  any  violation  of  the  federal  tax  laws  or  laws 
relating  to  health  care. 

(Secretary’s  Note:  Three-fourths  vote  required.) 


Bylaws 

CHAPTER  XVI — Component  Societies 
Section  3. — Investigation  of  Applicants  for  Mem¬ 
bership.  Remembering  that  the  Component  Society  is 
the  only  portal  to  this  Society  and  to  the  American  Med¬ 
ical  Association,  each  Component  Society  shall  make  a 
thorough  investigation  of  initial  and  transfer  applicants 
for  membership  therein,  including  a  formal  inquiry  to 
the  Biographic  Department  of  the  American  Medical 
Association;  this  Society;  the  State  Board  of  Medical 
Education  and  Licensure;  and  the  Credentials  Com¬ 
mittee  of  each  hospital  where  the  applicant  holds,  or 
most  recently  held,  privileges;  so  that  only  reputable 
physicians,  licensed  to  practice  their  profession  in 
Pennsylvania,  and  only  bonafide  interns  and  residents 
may  be  admitted  to  active  membership  in  the  Compo¬ 
nent  Society.  Certification  of  completion  of  such  inves¬ 
tigative  processes  shall  be  certified  to  this  Society  by 
the  chairman  of  the  county  board  of  censors. 
(Secretary’s  Note:  Three-fourths  vote  required.) 

Subject  Four 

IV.  Elimination  of  Delegate  Registration  Cards 
Bylaws 

CHAPTER  III — House  of  Delegates 
Section  4.  -  Credentials  of  Delegates.  Prior  to  the 
opening  of  any  session  of  the  House  of  Delegates, 
[each  voting  delegate  and  each  alternate  delegate 
shall  deposit  with  the  Committee  on  Credentials  a  cer¬ 
tificate  signed  by  the  President  and/or]  the  Secretary  of 
[the]  each  Component  Society,  under  the  seal  of  the 
same,  [stating  that  he  has  been]  shall  certify  to  this  So¬ 
ciety  the  names  of  each  voting  delegate  and  each  alter¬ 
nate  who  has  been  legally  and  regularly  designated  as 
a  voting  delegate  or  alternate  delegate  to  this  Society. 
[Specialty  section  delegates  and  alternates  shall  de¬ 
posit  with  the  Committee  on  Credentials  a  certificate 
signed  by  the  President  and/or  the]  the  Secretary  of 
[their  respective]  each  specialty  society  in  Pennsyl¬ 
vania  [stating  that  said  persons]  shall  certify  to  this  So¬ 
ciety  the  names  of  the  voting  delegate  and  the  alternate 
who  have  been  legally  and  regularly  designated  as  that 
society’s  voting  delegate  and  alternate  to  this  Society’s 
House  of  Delegates.  Each  Special  Student  Member  of 
his  alternate  shall  deposit  with  the  Committee  on 
Credentials  a  certificate  signed  by  the  Secretary  of  this 
Society  under  the  Society’s  seal  which  states  that  he  is 
the  duly  certified  representative  of  his  Chapter  of  the 
Student  American  Medical  Association.  No  voting  dele¬ 
gate  and  no  alternate  delegate  may  be  seated  until  the 
foregoing  requirement  has  been  complied  with, 
provided,  however,  that  the  Credentials  Committee  may 
waive  this  requirement  in  unusual  cases  when  satisfied 
that  the  person  presenting  himself  as  a  voting  delegate 
or  alternate  delegate  is  the  person  who  has  been  cer¬ 
tified  as  such  to  the  executive  Vice  President  in  accor¬ 
dance  with  the  provisions  of  Article  VI  of  the  Constitu¬ 
tion,  or  has  been  duly  selected  in  accordance  with  Sec¬ 
tion  3  of  Article  VI  of  the  Constitution  of  this  Society. 
Prior  to  the  opening  of  any  session  of  the  House  of  Del¬ 
egates,  the  Executive  Vice  President  shall  certify  to  the 
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Committee  on  Credentials  the  names  of  all  members  of 
the  House  of  Delegates  as  shown  on  his  official 
records.  Such  certification  shall  be  sufficient  for  the 
seating  of  the  secretaries  or  presidents  of  Component 
Societies  and  for  the  identification  of  the  voting  and 
non-voting  members  of  the  House  of  Delegates.  Any 
dispute  that  shall  arise  as  to  the  seating  of  any  voting 
delegate  or  any  alternate  delegate  shall  be  determined 
by  the  House  of  Delegates  after  a  report  thereon  by  the 
Committee  on  Credentials,  and  the  action  of  the  House 
in  such  cases  shall  be  final. 

(Secretary’s  Note:  Three-fourths  vote  required.) 

Subject  Five 

V.  Allowance  for  the  Past  Speaker  of  the  House  to 
speak  from  the  floor. 

Constitution 

Article  VI  -  House  of  Delegates 
Section  2.  Composition  -  The  House  of  Delegates  shall 
be  composed  of  (a)  delegates  (or  their  alternates) 
elected  by  the  Component  Societies  in  the  proportion 
of  one  delegate  for  every  one  hundred  or  fraction 
thereof  of  its  Active,  Senior  Active,  Intern  and  Resident 
Members  in  this  Society  whose  dues  are  paid  or  ex¬ 
cused  as  of  December  31  of  each  preceding  year, 
whose  term  of  office  shall  be  for  a  term  of  one  year  or 
for  a  term  in  excess  of  one  year  if  such  Component  So¬ 
ciety’s  Bylaws  provide  for  a  longer  term  than  one  year 
provided  that  at  least  one  delegate  or  alternate  be 
elected  by  such  Component  Society  each  year,  and 
whose  names  have  been  submitted  to  the  office  of  the 
Executive  Vice  President  of  the  Pennsylvania  Medical 
Society  as  instructed  by  the  Executive  Vice  President, 
and  in  January  of  each  year  the  Executive  Vice  Presi¬ 
dent  of  the  Pennsylvania  Medical  Society  shall  certify 
to  each  Component  Society  the  number  of  delegates  to 
which  it  is  entitled  during  the  current  year;  (b)  the 
secretaries  of  the  Component  Societies  in  office  at  the 
time  of  any  meeting  of  the  House  of  Delegates;  (c) 
specialty  section  members,  delegates  elected  by  the 
American  Medical  Association  Board  certified  spe¬ 
cialties  having  organized  societies  in  Pennsylvania  on 
the  basis  of  one  delegate  for  each  such  specialty  soci¬ 
ety,  such  specialty  delegates  shall  be  Active,  Senior 
Active,  Intern,  or  Resident  Members  in  good  standing  in 
this  Society;  (d)  special  student  members  (or  their  al¬ 
ternates)  as  defined  in  Sections  9  and  10  of  Article  IV; 
and  (e)  ex  officio,  but  without  the  right  to  vote,  the 
Speaker  [and],  Vice  Speaker,  and  Immediate  Past 
Speaker,  of  the  House  of  Delegates,  the  President, 
President  Elect,  the  Vice  President,  the  Secretary,  the 
Trustees  and  Councilors,  and  the  members  of  the 
Judicial  Council  of  this  Society,  the  ex-presidents  of 
this  Society  and  the  presidents  of  the  Component 
Societies,  except  that  any  of  the  foregoing  ex  officio 
delegates,  other  than  those  prohibited  from  so  doing  by 
Article  V  of  this  Constitution,  may  at  the  same  time 
serve  as  voting  delegates  duly  designated  as  such  by 
the  respective  Component  Societies,  and  except  that 
the  Speaker,  or  the  Vice  Speaker  when  serving  as 
Speaker,  shall  have  the  right  to  vote  in  all  cases  where. 


his  vote  would  change  the  result  of  a  vote  taken  other 
than  a  vote  decided  by  ballot. 

(Secretary’s  Note:  Two-thirds  vote  required.) 

Subject  Six 

VI.  Alternates  to  Reference  Committees 

Bylaws 

Chapter  III  -  House  of  Delegates 
Section  9.  Reference  Committees.  The  Reference  Com¬ 
mittees  of  the  House  of  Delegates  shall  consist  of  five 
members,  and  such  alternates  as  the  Speaker  of  the 
House  of  Delegates  may  deem  necessary,  whose  terms 
shall  end  the  following  May  31,  appointed  annually  by 
the  Speaker  of  the  House  of  Delegates  prior  to  August  1 
from  among  the  then  certified  voting  delegates.  The 
Speaker  shall  appoint  such  Reference  Committees  and 
clearly  identify  them  as  he  deems  necessary  to  ex¬ 
pedite  the  business  of  the  House. 

In  addition  to  the  foregoing,  the  standing  Committee 
on  Constitution  and  Bylaws  shall  be  a  Reference  Com¬ 
mittee  of  the  House  of  Delegates  during  the  annual 
meeting  of  the  House  of  Delegates.  Each  member  of 
this  Society  has  the  right  to  appear  and  be  heard 
before  any  reference  committee  of  the  House  of  Dele¬ 
gates. 

Each  report,  resolution  and  proposition  presented  to 
the  House  of  Delegates  shall  be  referred  for  consider¬ 
ation  and  report  to  one  or  more  of  the  Reference  Com¬ 
mittees,  as  may  be  appropriate  and  as  the  Speaker  of 
the  House  of  Delegates  shall  determine.  The  reports  of 
the  Reference  Committees  shall  be  presented  to  the 
House  of  Delegates  before  final  action  may  be  taken 
unless  otherwise  ordered  by  the  House  of  Delegates  by 
a  two-third  vote  of  those  present  and  voting. 
(Secretary's  Note:  Three-fourths  vote  required.) 

Subject  Seven 

VII.  An  amendment  proposed  by  the  Committee 
on  Constitution  and  Bylaws  to  codify  the  Society’s 
policy  that  at  least  two  candidates  be  presented 
for  the  office  of  Vice  Speaker. 

Bylaws 

Chapter  IV — Elections 

Section  5. — Nominations.  All  candidates  for  any  office 
to  be  elected  by  the  House  of  Delegates,  including  at 
least  two  nominees  for  the  office  of  Vice  Speaker,  may 
be  nominated  from  the  floor  except  that  candidates  for 
the  Board  of  Trustees  and  Councilors  shall  be 
nominated  only  by  a  delegate  from  the  nominee’s 
Councilor  District.  No  nomination  shall  be  accepted  by 
the  House  unless  the  delegate  moving  the  nomination 
states  that  the  nominee  meets  all  of  the  qualifications 
prescribed  by  the  Constitution  and  Bylaws  for  the  of¬ 
fice.  In  addition  to  nominations  from  the  floor,  (a)  can¬ 
didates  for  delegates  and  alternates  to  the  American 
Medical  Association  may  and  should  be  nominated  by 
the  Committee  provided  for  in  Section  2(e)  of  Chapter 
XIV  of  these  Bylaws,  (b)  a  candidate  for  District  Censor 
may  and  should  be  nominated  by  each  Component  So¬ 
ciety,  and  (c)  candidates  for  the  Judicial  Council  may 
and  should  be  nominated  by  the  Board  of  Trustees  and 
Councilors. 

(Secretary’s  Note:  Three-fourths  vote  required.) 
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good  strong  word  to  describe  Malachy 
Whalen — “ability  above  the  average  as 
revealed  in  actual  performance.” 

His  performance  last  year  as  a  professional 
Life  insurance  counselor  provided  his  clients 
in  the  Pennsylvania  Medical  Society  with 
valuable  products  and  services  and  earned 
him  membership  in  our  National  Leaders 
Club. 

We  are  proud  to  salute  this  achievement  and 
recommend  him  to  you,  his  friends  and 
neighbors. 


Malachy  Whalen 
1303  Oliver  Building 
Pittsburgh 
412-281-4050 


THE  TRAVELERS  INSURANCE  COMPANIES 

Chatham  Center  Office  Building,  Pittsburgh 


COLD  FEET 
LEG  CRAMPS 
TINNITUS 

DISCOMFORT  ON  STANDING 


LIRO-NICIN 


gives  you  a  choice  for 

IMMEDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


GRADUAL  RELEASE 


LIPO-NICIN/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid . 100  mg. 

Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  .  10  mg. 


DOSE:  1  to  5  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid . 250  mg. 

Niacinamide  .  75  mg. 

Ascorbic  Acid . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  ........  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 


DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 


LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 


tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 


DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 


Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 


WRITE  FOR  LITERATURE  AND  SAMPLES 

( ■woWJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 


ACUPUNCTURE 

WORKSHOP 

*  A  four  week,  32  hour  program  in 
Acupuncture  indication  and  technique 
for  practicing  physicians 

*  Approved  by  Pennsylvania  Board  of 
Medical  Education  and  Licensure 

*  Faculty  of  qualified  physicians  from  6 
Pennsylvania  Medical  Schools 

*  Classes  held  Tuesday  and  Thursday  eve¬ 
nings  from  6:00  PM  to  8:00  PM,  and  Sat¬ 
urday  afternoons  from  1:00  PM  to  5:00 
PM 

*  All  sessions  held  at  Hahnemann  Medical 
College  and  Hospital 

*  Program  approved  for  32  hours,  Catego¬ 
ry  One  Credit 

*  Registration  fee  -  $750.00.  Pre-registra¬ 
tion  necessary 

*  First  program  to  begin  Tuesday,  August 
6,  1974 

*  All  requests  for  information  and  registra¬ 
tion  should  be  addressed  to: 

T.  Matsumoto,  M.D.,  Ph.D.,  F.A.C.S. 

Program  Director 

Hahnemann  Medical  College  and  Hospital 

230  North  Broad  Street 

Philadelphia,  Pennsylvania  19102 

Telephone:  (215)  448-8153 

*  This  program  will  be  repeated 


new  members 


LACKAWANNA  COUNTY: 

Guillermo  Sebastiani,  M.D.,  141  Salem  Ave.,  Carbondale 
18407. 

Carl  R.  Steindel,  M.D.,  129  N.  Washington  Ave.,  No.  822, 
Scranton  18504. 

McKEAN  COUNTY: 

Widad  Bazzoui,  M.D.,  64  Walker  Ave.,  Bradford  16701. 

PHILADELPHIA  COUNTY: 

Festus  O.  Adebonojo,  M.D.,  1427  Catherine  St.,  Philadelphia 
19146. 

Restituto  M.  Alisuag,  M.D.,  6500  Troy  Court,  Cornwells  Heights 
19020. 

Joseph  M.  Becker,  M.D.,  8201  Henry  Ave.  R-2,  Philadelphia 
19128. 

Stanley  K.  Brockman,  M.D.,  1025  Walnut  St.,  Philadelphia 
19107. 

A.  Michael  Broennle,  M.D.,  1740  Bainbridge  St.,  Philadelphia 
19146. 

Arthur  S.  Brown,  M.D.,  33  Strathmore  Dr.,  Cherry  Hill,  N.J. 
08034. 

Won-Sik  Cynn,  M.D.,  Graduate  Hospital,  Philadelphia  19146. 

Panteleone  DeMasi,  M.D.,  2134  South  15th  St.,  Philadelphia 
19145. 

Noubar  H.  Didizian,  M.D.,  133  South  36th  St.,  Philadelphia  ' 
19104. 

Bonnie  B.  Dorwart,  M.D.,  124  Maple  Ave.,  Bala  Cynwyd  19004. 

L.  Henry  Edmunds,  Jr.,  M.D.,  1000  Ravdin  Institute, 

Philadelphia  19104. 

Edgar  Escobar,  M.D.,  3131  Knights  Rd.,  Cornwells  Heights 
19020. 

Edward  F.  Foulks,  M.D.,  Hahnemann  Basic  Science  Center, 
Philadelphia  19102. 

Jairo  Gomez,  M.D.,  810  E.  Allegheny  Ave.,  Philadelphia  19134. 

Su  Carroll  Hain,  M.D.,  154  W.  Manheim  St.,  Philadelphia  19144. 

Steven  L.  Hirsh,  M.D.,  336  Sinkler  Rd.,  Wyncote  19095. 

Robert  C.  Hunsicker,  M.D.,  107  Station  Ave.,  Haddon  Heights, 
N.J.  08035. 

Sheela  Kapoor,  M.D.,  1427  Catherine  St.,  Philadelphia  19146. 

Subash  S.  Karnik,  M.D.,  5601  N.  Broad  St.,  Philadelphia  19141. 

Michael  R.  Katz,  M.D.,  1320  Race  St.,  Philadelphia  19107. 

Om  Parkash  Khanna,  M.D.,  Hahnemann  Medical  College  and 
Hospital,  230  N.  Broad  St.,  Philadelphia  19102. 

Harvey  S.  Kleinberg,  D.O.,  919  N.  Wynnewood  Rd., 

Philadelphia  19151. 

Frantz  Latour,  M.D.,  51  North  39th  St.,  Philadelphia  19104. 

Kwan  Woo  Lee,  M.D.,  818  Childs  Ave.,  Drexel  Hill  19026. 

Barry  L.  Levin,  M.D.,  Graduate  Hospital,  Philadelphia  19146. 

Margaret  M.  Libonati,  M.D.,  922  Cedar  Grove  Rd.,  Wynnewood 
19096. 

Richard  L.  Lippin,  M.D.,  3901  Conshohocken  St.,  Philadelphia 
19131. 

Marie  LoPonte,  M.D.,  208  Darby  St.,  Paoli  19301. 

Louis  D.  Lowry,  M.D.,  3400  Spruce  St.,  Philadelphia  19104. 

Nathan  M.  Noznesky,  M.D.,  Episcopal  Hospital,  Philadelphia 
19125. 

David  J.  Phillips,  M.D.,  30  W.  Penn  St.,  Philadelphia  19144. 

Robert  D.  Polishook,  M.D.,  111  North  49th  St.,  Philadelphia 
19139. 

Anthony  S.  Puglisi,  M.D.,  1335  Tabor  Rd.,  Philadelphia  19141. 

Stuart  A.  Scherr,  M.D.,  2101  Chestnut  St.,  No.  1804, 
Philadelphia  19103. 

Marinda  Schwartz,  M.D.,  1427  Catherine  St.,  Philadelphia 
19146. 

Lorraine  Shapeero,  M.D.,  220  Locust  St.,  No.  15F,  Philadelphia 
19106. 

Basilio  Starunko,  M.D.,  2313  Green  St.,  Philadelphia  19130. 

George  H.  Sullivan,  M.D.,  509  Midland  Circle,  St.  Davids  19087 

Kumar  A.  Vasantha,  M.D.,  Jefferson  Medical  College, 
Philadelphia  19107. 
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classifieds 


PHYSICIANS  WANTED 

Two  openings  for  House  Physicians  in  Medicine  in  Fox 
.  Chase  Section  of  Philadelphia.  Active  teaching  pro- 
1  gram.  Affiliated  with  medical  school.  Salary  competi- 
'  tive  and  commensurate  with  experience.  Pa.  license 

*  required.  Contact  J.  G.  Jaurigue,  M.D.,  Jeanes  Hospital, 

1  7600  Central  Ave.,  Philadelphia,  Pa.  19111.  Telephone: 

*  (215)  728-1500. 

J;  Pathologist — Wanted  for  busy  general  hospital.  Modern 
i  laboratory — Salaried  position.  Excellent  location  near 
ij  beach  resorts.  Within  a  100  mile  radius  of  Philadelphia, 
•J  Baltimore,  and  Washington,  D.C.  A  beautiful  area  in 
i  which  to  work  and  live.  Reply  to:  Mr.  Kenneth  W.  Kern, 

|  II,  Kent  General  Hospital,  Inc.,  640  South  State  St., 
j  Dover,  Delaware  19901. 

;  Emergency  Room  Physicians  wanted  to  staff  active 
j  emergency  room  in  Gettysburg,  Pennsylvania.  Physi- 
1  cians  with  prior  experience  in  emergency  medicine 
■j  preferred.  Salary  and  contract  open  for  discussion. 

Reply:  Administrator,  Annie  M.  Warner  Hospital,  453  S. 
j  Washington  St.,  Gettysburg,  Pa.  17325.  Telephone: 
1  (717)334-2121. 

:  Chief,  Medical  Service — Vacancy  in  progressively 
^  changing  Medical  Service  of  500  bed  hospital.  During 
'  past  year  medical  staff  greatly  expanded  and  two 
;  special  medical  programs  added.  Opportunity  for  one 
j  interested  in  continuing  progressive  change  to  cope 
I  with  both  expanding  medical  inpatient  and  outpatient 
1  care  programs.  Likewise,  opportunity  for  one  to  coor- 
i  dinate  with  total  medical  community  on  various  training 
J  programs.  Salary  range  $28,263 — 34,857  plus  excellent 
1  fringe  benefits.  Suburban  living  and  yet  close  to  metro- 
politan  educational,  social,  and  cultural  center.  Several 
.  colleges  within  fifty  mile  radius.  Nondiscriminatory 
J  employment.  Licensure  any  state.  Contact:  Chief  of 
J  Staff,  VA  Hospital,  Butler,  Pa.  16001. 

^  Physician  Wanted:  Staff  physician  in  outpatient  service 
1  for  July  1,  1974:  G.P.  or  Family  Practice  physician 
preferred  but  would  consider  other  qualified  physicians 
for  active  VA  Outpatient  and  Admission  Service  in  re- 
1  sort  area;  excellent  facilities;  license  any  state;  salary 
.  commensurate  with  training  and  experience;  equal  op¬ 
portunity  employer.  Contact  Chief  of  Staff,  Veterans 
j  Administration  Hospital,  Erie,  Pa.  16501.  Telephone: 
]  (814)  868-8661,  Ext.  124. 

House  Staff  Physician — 280-bed  accredited  hospital 
4  seeks  Pennsylvania  licensed  physician  for  40  hours  per 
i  week  plus  2  nights  per  week.  Located  in  the  beautiful 
J  suburbs  of  Philadelphia.  $24,000  per  year.  Call  or  write: 
j  T.A.  Harrington,  Administrator,  Holy  Redeemer  Hospi- 
tal,  1648  Huntingdon  Pike,  Meadowbrook,  Pa.  19046. 
Telephone:  (215)  947-3000. 


Emergency  Physicians — A  multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi¬ 
tion  to  full-time  emergency  physicians,  a  physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au¬ 
tonomy  in  its  member  physicians.  Financial  arrange¬ 
ments  are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi¬ 
cians  are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Depart¬ 
ment  648,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd„ 
Lemoyne,  Pa.  17043. 

Physician  (General  Practitioner).  Vacancy  in  progres¬ 
sively  changing  Medical  Service  of  500-bed  hospital. 
During  past  year  medical  staff  greatly  expanded  and 
two  special  medical  programs  added.  Salary  range: 
$25,863-$31 ,519  plus  excellent  fringe  benefits.  Su¬ 
burban  living  and  yet  close  to  metropolitan  education¬ 
al,  social,  and  cultural  center.  Several  colleges  within 
fifty  mile  radius.  Nondiscriminatory  employment.  Licen¬ 
sure  any  state.  Contact:  Chief  of  Staff,  VA  Hospital, 
Butler,  Pa.  16001 . 

Student  Health  Care  Personnel  Wanted — Part-time 
college  physician  with  specialization  in  gynecological 
services.  Excellent  opportunity  for  a  qualified  physician 
interested  in  serving  the  gynecological  needs  of  a 
thriving  state  college  in  Northwestern  Pennsylvania. 
Exceptional  facilities  for  gyn.  care  are  immediately 
available  for  student  care.  Excellent  living,  working, 
and  recreational  facilities  are  available.  An  equal  op¬ 
portunity  employer.  For  further  information  send  curric¬ 
ulum  vitae  to  Thomas  R.  Miller  II,  M.D.,  Director  of 
Ghering  Health  Center.  Edinboro  State  College,  Edin- 
boro,  Pa.  16412. 

Director  of  College  Health  Service — Excellent  opportu¬ 
nity  for  qualified  physician  interested  in  continuing  de¬ 
velopment  of  a  comprehensive  program  in  the  health 
field  in  a  college  atmosphere.  Opportunity  to  actively 
participate  both  in  administration  as  well  as  patient 
care.  Ideal  location  for  family  living,  hunting,  and  fish¬ 
ing.  For  further  information  send  curriculum  vitae  to 
Thomas  R.  Miller  II,  M.D. — Director  Ghering  Health 
Center,  Edinboro  State  College,  Edinboro,  Pa.  16412.  An 
equal  opportunity  employer. 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital:  Affiliated  with  approved  general  hospital  for 
all  medical  and  surgical  treatment  as  required. 
$22,351  to  $29,869  and  liberal  fringes.  Limited  housing 
possible.  Pennsylvania  license  required.  Robert  L. 
Gatski,  M.D.,  Director,  State  Hospital,  Danville,  Pa. 
17821. 

(Continued  on  next  page) 
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PHYSICIANS  WANTED 

Emergency  Room  Physician:  800  bed,  two  hospital, 
teaching  Medical  Center — Philadelphia  area.  Includes 
contract  arrangement,  paid  malpractice,  full  fringe 
benefits.  Requires  Pennsylvania  license  and  eligibility 
for  BNDD  No.  Reply  to:  Department  646,  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Family  Practice  Physician — For  beautiful  community  in 
Western  Pennsylvania;  guaranteed  income;  new  hospi¬ 
tal  office  space  available.  Contact  R.  J.  Maurer,  Brook- 
ville  Hospital,  Brookville,  Pa.  15825. 

Primary  Care  Physicians  (M.D.  or  D.O.) — Glowing  op¬ 
portunity  for  Internal  Medicine,  Family  Practice,  Pediat¬ 
rics  in  beautiful  north  suburb  of  Pittsburgh.  Modern  250 
bed  hospital  in  immediate  area.  Suburban  country  liv¬ 
ing  with  downtown  Pittsburgh  15  minutes  away.  Con¬ 
tact:  Sanford  Edberg,  M.D.,  Chairman,  Physician 
Recruitment  Committee,  or  John  B.  Mallon,  Adminis¬ 
trator,  Suburban  General  Hospital,  Pittsburgh,  Pa. 
15202.  Telephone:  (412)  734-1800. 

Internist,  dermatologist,  psychiatrist — Board  Certified 
or  Board  eligible.  To  join  group  with  modern  offices  in 
beautiful,  rapidly  growing  university  community  with 
full  hospital  privileges  available.  Write:  Ralph  J.  Miller, 
M.D.,  Heatherbrae  Square,  Indiana,  Pa.  15701. 

Pediatrician — Wanted  for  Western  Pennsylvania  com¬ 
munity  and  growing  hospital  with  large  OB  service.  Of¬ 
fice  space  available.  Income  guaranteed  for  first  two 
years  of  practice.  Write  Department  645,  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Orthopedic  Surgeon  Wanted — Associate  for  well-es¬ 
tablished  orthopedic  clinic.  Eastern  Pennsylvania. 
Linder  37  years.  Partnership  after  1 V2  years.  No  invest¬ 
ment  needed.  Board  eligibility  required.  Write  Depart¬ 
ment  612,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


Wanted:  Associate,  assistant,  or  partner.  Need  assist¬ 
ance  in  sharing  patient  load  in  general  internal  medi¬ 
cine.  Nothing  to  buy.  Nothing  to  sign.  Practice  grown 
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. 67 

Upjohn  Co . 

. 8.  9 

too  large  to  handle  alone.  Write  Dept.  642,  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Family  Practice,  Internist,  Ophthalmologist — Needed  in 
college  town  with  drawing  population  of  25,000  located 
at  intersection  of  1-79  and  1-80.  Growing  area,  clean  air, 
good  schools  in  Western  Pennsylvania.  U.S.  Citizenship 
required.  Guarantee  negotiable.  Contact:  Mr.  J.  A. 
Colaizzi,  administrator,  Grove  City  Hospital,  Grove  City, 
Pa.  16127.  Telephone  (412)  458-7132. 

POSITION  WANTED 

MD  with  twenty  years  in  clinical  bacteriology  desires 
position  in  microbiology  laboratory  of  large  general 
hospital,  infectious  disease  or  TB  institution.  Teaching 
experience.  Opportunity  to  work  on  clinical  side  of  in¬ 
fectious  or  respiratory  diseases.  Philadelphia  or  sur¬ 
roundings.  Reply  to  Department  649  PENNSYLVANIA 
MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

SPACE  AVAILABLE 

ENT  and/or  Dermatologist.  Office  space  available — 
Downington.  Share  waiting  room  and  secretarial  serv¬ 
ices  with  allergist  and  psychiatrist.  Parking  lot.  Many 
extras.  Reasonable.  Telephone:  (215)  269-2613. 

Residency  Training  Program 

If  you  are  interested  in  a  comprehensive  program  for 
the  general  practice  of  child  psychiatry,  you  may  wish 
to  explore  the  Albert  Einstein  Medical  Center  of 
Philadelphia,  which  is  affiliated  with  Temple  Universi¬ 
ty  School  of  Medicine  and  offers  such  a  program.  Al¬ 
though  the  conceptual  framework  is  primarily  psy¬ 
choanalytic,  all  prevalent  theories  of  personality  de¬ 
velopment  and  pathology  are  examined  and 
evaluated,  as  are  the  broader  ramifications  into  fami¬ 
ly  and  community  constructs  and  the  treatment 
modalities  currently  in  use.  The  surroundings  are 
pleasant.  The  salary  competitive  and  the  teaching 
staff  highly  qualified.  For  more  details  contact: 

Leonardo  Magran,  M.D.,  Chairman, 

Dept,  of  Child  Psychiatry, 

ALBERT  EINSTEIN  MEDICAL  CENTER 
Northern  Division 

York  and  Tabor  Rds.,  Philadelphia,  Pa.  19141 


M.D.  or  D.O.  Medical  Rating  Specialist 
Analyzing,  developing  claims,  and  interpreting  medi¬ 
cal  evidence  under  Veterans  Administration  laws 
and  regulations  in  program  of  veterans’  benefits  in¬ 
volving  disability  claims. 

Immediate  Vacancy  in  career  civil  service 
Starting  Salary  $22,744  per  annum 
Excellent  fringe  benefits 

Contact:  Mr.  Buckley,  Veterans  Administration 
Center,  5000  Wissahickon  Avenue, 
Philadelphia,  Pa.  19144 
Telephone:  (215)  438-5200,  Extension  542 

An  Equal  Opportunity  Employer 
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INTERNIST  WANTED 

A  major  International  Corporation  with  Headquarters 
in  Pittsburgh  is  seeking  a  full-time  Internist  with  not 
less  than  four  years’  experience  to: 

*  Render  medical  care  and  treatment  to  employees  in 
connection  with  on-the-job  illness: 

*  Give  physical  examinations;  diagnose,  treat  and 
prescribe  for  industrial  patients;  counsel  and  advise 
employees  on  health  and  emotional  problems. 

*  Advise  on  all  matters  affecting  employees’  health 
and  physical  condition  of  employees  claiming  indus¬ 
trial  or  occupational  illness. 

Salary  competitive  plus  liberal  benefit  program 

Your  interest  in  this  position  may  be  expressed  by 
sending  a  complete  resume  of  education,  experience, 
and  personal  data  to  Department  647  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd„  Lemoyne  Pa.  17043. 

An  equal  opportunity  employer  M/F 


PHYSICIAN 

The  National  Security  Agency,  located 
midway  between  Washington  and  Bal¬ 
timore  now  has  an  opening  for  a  Board 
eligible  licensed  physician.  If  you  are  a 
U.S.  citizen  and  have  completed  at 
least  one  year  internship,  join  us  at  our 
well  equipped  and  staffed  facilities. 
Experience  in  dispensary  sick  call 
functions  is  desirable  but  not  manda¬ 
tory.  Enjoy  fringe  benefits  associated 
with  Federal  employment,  such  as  a  40 
hour  work  week.  Salary  from  $26,000 
to  $31,000  commensurate  with  experi¬ 
ence.  For  more  information  write  or 
call  collect  Mr.  Clyde  R.  Marton,  (301) 
796-6161  or  send  resume  to: 

NATIONAL  SECURITY 
AGENCY 

Ft.  George  G.  Meade,  Maryland  20755 
Attn:  M-321 

An  Equal  Opportunity  Employer  M/F 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 

Nicin 

A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN-  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBR0-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  .  .  .100  mg 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  ...... .50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  lor  literature  and  samples  .  .  . 

(brcM?rtmf  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

‘AVAILABLE  ON  REOUEST:  Ronald  I.  Goldberg,  M.D.  &  Franklin  I.  Shuman,  KI  D 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies  ? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


Name _ 

Office  Address. 


City. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent /Broker  or  Insurance  Company . 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXKNDER 
KGENCY  NC. 

INSURANCE  WORLD-WIDE  SINCE  1853 


State - Zip 

Telephone _ — 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Union  Bank  Building,  Pittsburgh,  PA.  15222 
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1  •  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


•  Paul  E.  Almeida,  Media;  University  of  Brazil  Medi¬ 
cal  School,  1948;  age  50;  died  April  19,  1974.  He  was  a 
pathologist  at  Crozer-Chester  Medical  Center  and  a 
*1  member  of  the  College  of  American  Pathologists.  He  is 
4  survived  by  his  wife,  his  mother,  a  daughter,  two  sons, 
j  and  a  sister. 


•  Joseph  T.  Boylan,  Scranton;  Georgetown  Universi- 
^  ty  School  of  Medicine,  1936;  age  62;  died  April  26,  1974. 

He  is  survived  by  his  wife,  two  daughters,  four  sons,  a 
4  sister,  and  a  brother. 

\  •  Alfred  E.  Brunswick,  Philadelphia;  Jefferson  Medi- 

i  cal  College,  1925;  age  72;  died  February  14,  1974.  No 
1  information  is  available  regarding  survivors. 


•  William  V.  Coyle,  Hazleton;  Jefferson  Medical 
College,  1917;  age  86;  died  April  5,  1974.  He  was  a  con- 
,  sultant  to  the  Hazleton  State  General  Hospital  and  com- 
4  pany  ophthalmologist  for  the  Lehigh  Valley  Railroad. 
1  He  was  a  member  of  the  American  Association  of 
j  Railway  Surgeons  and  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology.  He  is  survived  by 
two  sons,  John  J.  Coyle,  M.D.,  Hazleton,  and  William  A. 
i  Coyle,  M.D.,  Chester;  a  sister,  and  a  brother. 

•j  •  Andre  DeBakker,  Altoona;  University  of  Leiden 
Medical  School,  Holland,  1954;  age  46;  died  April  20, 

|  1974.  He  was  director  of  the  anesthesiology  department 
\  at  Altoona  Hospital.  He  was  a  diplomate  of  the  Ameri- 
.!  can  Board  of  Anesthesiology,  a  fellow  of  the  American 
College  of  Anesthesiology,  and  a  fellow  of  the  Ameri¬ 
can  College  of  Chest  Physicians.  Survivors  include  his 
wife,  two  daughters,  a  son,  a  sister,  a  brother,  and  his 
,|  mother. 


•  George  G.  Ebandjieff,  Nanty  Glo;  Washington  Uni¬ 
versity  School  of  Medicine,  St.  Louis,  Missouri,  1925; 
age  73;  died  April  25,  1974.  He  had  practiced  for  over 
forty-seven  years  in  the  Blacklick  Valley  area  where  he 
founded  a  clime.  He  is  survived  by  his  wife,  a  daughter, 
two  sisters,  and  a  brother. 

•  Bernard  D.  Eaton,  Reading;  University  of  Mainz, 
Mainz,  Germany,  1958;  age  48;  died  March  9,  1974.  He 
was  medical  director  of  Berks  County  and  at  Berks 
Heim.  He  was  also  Berks  County  deputy  coroner.  Sur¬ 
vivors  include  his  wife,  a  daughter,  and  a  son. 

•  Richard  T.  Ellison,  Philadelphia;  University  of 
Pennsylvania  School  of  Medicine,  1918;  age  80;  died 
May  10,  1974.  He  was  a  former  medical  director  of  All 
Saints  Hospital  and  was  chief  of  the  state  chest  clinic 
at  Abington  Memorial  Hospital  for  thirty-three  years.  He 
was  a  member  of  the  American  College  of  Physicians. 
Surviving  are  his  wife;  a  daughter;  a  son,  Richard  T. 
Ellison,  Jr.,  M.D.,  Abington;  and  a  stepdaughter. 

•  Martin  J.  Fisher,  Yeadon;  Hahnemann  Medical 
College  and  Hospital,  1935;  age  64;  died  April  9,  1974. 
No  further  information  is  available. 

George  V.  Foster,  Pittsburgh;  University  of  Toronto 
School  of  Medicine,  1923;  age  75;  died  April  5,  1974.  He 
was  former  chief  of  surgery  at  West  Penn  Hospital, 


Pittsburgh,  and  associate  professor  of  surgery  at  the 
University  of  Pittsburgh  School  of  Medicine.  He  was  a 
fellow  of  the  American  Board  of  Surgeons  and  a 
diplomate  of  the  American  Board  of  Surgery.  Informa¬ 
tion  on  survivors  is  not  available. 

•  Clinton  A.  Hays,  Oil  City;  Long  Island  College  of 
Medicine,  1935;  age  64;  died  March  26,  1974.  He  was  a 
fellow  in  the  American  College  of  Surgeons  and  the 
American  Society  of  Abdominal  Surgeons.  He  was  a 
diplomate  of  the  American  Board  of  Abdominal  Sur¬ 
geons  and  was  certified  by  the  American  Board  of  Ab¬ 
dominal  Surgery.  His  wife,  two  daughters,  and  a  sister 
survive  him. 

•  Robert  D.  Hieber,  Pittsburgh;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1955;  age  53;  died  April  24, 
1974.  He  was  chief  of  medical  service  at  the  Butler  Vet¬ 
erans  Administration  Hospital.  He  was  a  member  of  the 
International  Society  of  Hematologists,  the  American 
College  of  Physicians,  and  the  Society  of  Nuclear  Medi¬ 
cine.  His  wife  and  a  daughter  survive  him. 

•  Charles  T.  Hunter,  Newtown;  Harvard  University 
Medical  School,  Boston,  Mass.,  1924;  age  76;  died  Oc¬ 
tober  11,  1973.  He  was  a  diplomate  of  the  National 
Board  of  Medical  Education.  He  is  survived  by  his  wife. 

•  Henry  D.  Lafferty,  Oxford,  Md.;  Hahnemann  Medi¬ 
cal  College,  1929;  age  71 ;  died  March  28,  1973.  Prior  to 
his  retirement  in  1968,  he  was  clinical  professor  of  ob¬ 
stetrics  and  gynecology  at  Hahnemann  Medical 
College  and  Hospital.  He  was  a  fellow  of  the  American 
College  of  Surgeons  and  a  diplomate  of  the  National 
Board  of  Obstetrics  and  Gynecology.  Dr.  Lafferty  was 
one  of  the  founders  and  the  first  president  of  West  Park 
Hospital.  He  is  survived  by  his  wife,  three  daughters, 
and  two  sisters. 

•  Jack  Lipshutz,  Philadelphia;  University  of  Penn¬ 
sylvania  School  of  Medicine,  1937;  age  63;  died  March 
5,  1974.  He  had  practiced  medicine  in  Wissinoming  for 
thirty-five  years,  and  he  was  a  member  of  the  staffs  of 
Albert  Einstein  Medical  Center,  Nprthern  Division, 
Frankford,  and  Northeastern  Hospitals.  He  is  survived 
by  his  wife,  two  daughters,  two  sisters,  and  two 
brothers. 

•  Walter  J.  McGuigan,  Wilkes-Barre;  Georgetown 
University  School  of  Medicine,  1936;  age  63;  died 
March  19,  1974.  He  was  a  life  member  of  the  American 
College  of  Surgeons,  a  founding  fellow  of  the  American 
Geriatrics  Society,  and  a  diplomate  of  the  National 
Board  of  Medical  Examiners.  Survivors  include  a 
daughter,  a  son,  and  three  brothers. 

•  Earle  L.  Mortimer,  Petrolia;  University  of  Pennsyl¬ 
vania  School  of  Medicine,  1920;  age  77;  died  April  28, 
1974.  He  had  practiced  in  his  community  for  over  fifty- 
two  years  and  was  on  the  staff  of  the  Butler  County  me¬ 
morial  Hospital.  Dr.  Mortimer  was  a  member  of  the 
American  Academy  of  Family  Physicians.  His  wife  and 
a  daughter  survive  him. 

(Continued  on  next  page) 
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•  Frank  H.  Murray,  Swarthmore;  Hahnemann  Medical 
College  of  Chicago,  1915;  age  85;  died  March  28,  1974. 
He  is  survived  by  his  wife  and  a  son. 

•  William  Pearlman,  Wilkes-Barre;  St.  Andrews 
School  of  Medicine,  Scotland,  1934;  age  64;  died  April 
21,  1974.  He  was  a  past  president  of  the  Luzerne 
County  Medical  Society  and  a  member  of  the  American 
Diabetes  Association.  He  is  survived  by  his  wife,  his 
mother,  a  son,  a  sister,  and  a  brother. 

•  Mark  L.  Redding,  Jr.,  Hanover;  Georgetown  Uni¬ 
versity  School  of  Medicine,  1957;  age  41;  died  March 
24,  1974.  He  was  in  private  practice  and  was  York 
County  deputy  coroner.  He  is  survived  by  his  wife;  his 
parents;  two  daughters;  two  sons;  a  sister;  and  three 
brothers,  two  of  whom  are  physicians:  Gorman  J.  Red¬ 
ding,  M.D.,  and  Richard  J.  Redding,  M.D.,  both  of  Alex¬ 
andria,  Virginia. 

•  Taras  H.  Rybachok,  Chattanooga,  Tenn.;  Temple 
University  School  of  Medicine,  1941;  age  57;  died  April 
9,  1974.  He  had  practiced  in  Philadelphia  for  twenty- 
years  before  moving  to  Chattanooga,  where  he  became 
industrial  physician  with  the  Du  Pont  Company.  His 
wife,  two  daughters,  a  sister,  and  a  brother  survive  him. 

•  Melvin  L.  Schwartz,  McKeesport;  Jefferson  Medi¬ 
cal  College,  1948;  age  52;  died  March  15,  1974.  He  was 
a  professor  of  psychiatry  at  the  University  of  Pittsburgh 
Medical  School  and  was  a  fellow  of  the  American  Psy¬ 
chiatric  Association.  Survivors  include  a  sister  and  two 
brothers,  one  of  whom  is  Norman  A.  Schwartz,  M.D., 
McKeesport. 

•  Warren  B.  Shepard,  Jr.,  Pittsburgh;  Hahnemann 
Medical  College,  1935;  age  63;  died  April  29,  1974.  He 
was  a  founding  member  of  the  American  College  of  Ob¬ 
stetricians  and  Gynecologists  and  was  certified  by  the 
American  Board  of  Obstetrics  and  Gynecology.  He  is 
survived  by  his  wife  and  two  daughters. 

•  Joseph  A.  Soffel,  Pittsburgh;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1924;  age  71 ;  died  March  15, 
1974.  He  was  formerly  an  instructor  in  surgery  at  the 
University  of  Pittsburgh  School  of  Medicine  and  had 
practiced  at  Shadyside  for  more  than  fifty  years.  He 
was  a  member  of  the  American  College  of  Surgeons. 
Survivors  include  his  wife,  two  daughters,  and  a  son. 

•  John  M.  Stack,  Wyncote;  Jefferson  Medical 
College,  1939;  age  61;  died  April  26,  1974.  He  is  sur¬ 
vived  by  his  wife;  four  sons,  one  of  whom  is  John  M. 
Stack,  Jr.,  M.D.,  Philadelphia;  his  father,  five  sisters, 
and  a  brother. 

•  Donald  D.  Stoner,  Carlisle;  Jefferson  Medical 
College,  1931;  age  70;  died  March  2,  1974.  Dr.  Stoner 
was  certified  by  the  American  Board  of  Otolaryngology, 
and  he  was  a  fellow  of  the  American  College  of  Sur¬ 
geons,  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  and  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology.  He  is  survived  by 
his  wife,  his  mother,  two  daughters,  a  son  and  a 
brother,  Robert  R.  Stoner,  M.D.,  Harrisburg. 

•  George  E.  Thomassy,  Jr.,  Hanover;  University  of 
Pittsburgh  School  of  Medicine,  1937;  age  61;  died  April 
23,  1974.  He  is  survived  by  his  wife,  a  daughter,  four 
sons,  three  sisters,  and  his  mother. 


•  Henry  Walter,  Jr.,  Lititz;  Jefferson  Medical 
College,  1933;  age  64;  died  March  2,  1974.  He  was  for¬ 
merly  an  assistant  instructor  in  gastroenterology  at  the 
University  of  Pennsylvania  School  of  Medicine,  a  past 
president  of  the  Lancaster  County  Medical  Society,  and 
served  as  a  consultant  in  internal  medicine  at  the 
Masonic  Home  in  Elizabethtown.  Dr.  Walter  was  a 
fellow  of  the  American  College  of  Physicians.  He  is  sur¬ 
vived  by  his  wife,  a  daughter,  and  a  son. 

•  John  Watchko,  Indiana;  Jefferson  Medical  College, 
1937;  age  62;  died  April  4,  1974.  He  was  a  diplomate  of 
the  American  Board  of  Pediatrics  and  the  American 
Academy  of  Pediatrics.  He  is  survived  by  his  wife,  a 
daughter,  and  two  sons. 

•  Joseph  J.  Wunsch,  Lebanon;  George  Washington 
University  School  of  Medicine,  1937;  age  62;  died  April 
3,  1974.  He  had  retired  as  Regional  Medical  director  of 
Pennsylvania  five  years  ago.  He  is  survived  by  his  wife, 
two  daughters,  two  sisters,  and  a  brother. 

•  Charles  L.  Youngman,  Williamsport;  University  of 
Pennsylvania  School  of  Medicine,  1925;  age  73;  died 
March  3,  1974.  Dr.  Youngman  was  a  former  trustee  of 
the  Pennsylvania  Medical  Society.  Prior  to  his  retire¬ 
ment,  he  was  chief  of  surgery  at  both  Williamsport  and 
Divine  Providence  Hospitals.  He  was  a  past  president 
of  the  Lycoming  County  Medical  Society.  After  retire¬ 
ment,  he  served  as  utilization  coordinator  of  the 
Williamport  Hospital  and  as  head  physician  at  Lysock 
View.  He  also  served  as  president  of  the  Lycoming 
County  Crippled  Children’s  Society  and  as  a  member  of 
the  board.  Survivors  include,  a  son,  a  sister,  and  a 
brother. 

•  Albert  R.  Zavatsky,  Camp  Hill;  Hahnemann  Medi¬ 
cal  College,  1951;  age  51;  died  March  1,  1974.  He  was 
a  member  of  the  American  College  of  Surgeons,  the 
American  Academy  of  Ophthalmology  and  Otolaryngo¬ 
logy,  and  the  American  College  of  Emergency 
Physicians.  Survivors  include  two  daughters,  a  son,  two 
sisters,  and  three  brothers. 

•  Jay  D.  Zulick,  Kennett  Square;  Medico-Chirurgical 
Medical  School,  1909;  age  90;  died  October  4,  1973.  He 
was  certified  by  the  American  Board  of  Radiology,  a 
past  president  of  the  Philadelphia  Roentgen  Ray  Soci¬ 
ety,  a  member  of  the  American  Roentgen  Ray  Society 
and  the  Philadelphia  College  of  Physicians.  He  is  sur¬ 
vived  by  his  wife. 

George  R.  Carpenter,  Harrisburg;  University  of  Vir¬ 
ginia  Medical  College,  1934;  age  68;  died  March  26, 
1974.  Retired  from  the  U.S.  Army  Medical  Corps,  he 
became  deputy  secretary  of  health  for  the  Pennsylvania 
Department  of  Health.  He  is  survived  by  his  wife,  a 
daughter,  a  sister,  and  a  brother. 

Francis  H.  O’Neill,  Pittsburgh;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1936;  age  63;  died  March 
12,  1974.  He  was  a  member  of  the  American  College  of 
Chest  Physicians.  He  is  survived  by  his  wife,  a  daugh¬ 
ter,  three  sons,  and  a  brother. 

Egon  Stricher,  Philadelphia;  University  of  Wein  Medi¬ 
cal  School,  Austria;  age  79;  died  November  16,  1973. 
No  further  information  is  available. 
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Before  prescribing,  please  consult 
complete  product  information,  a  summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and 
tension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  oper- 
T|  ating  machinery,  driving) .  Though  physi¬ 
cal  and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp¬ 
toms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
)  not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac¬ 
tions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 

aatric  patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat¬ 
ment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
*  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 


cially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a  few  instances  syn¬ 
cope  has  been  reported.  Also  encoun¬ 
tered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc¬ 
tion;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5  or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric'  patients: 

5  mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz¬ 
epoxide)  Tablets,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and. tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

I  |L%m|  irv%  up  to  100  mg  daily  in 
LIDllUl  1 1  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


• 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa¬ 


tient,  thereby  encouraging  physician 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium  10-ma  capsules 

(chlordiazepoxide  HCI) 
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JEW  MEDICAL  PRACTICE  ACT  SIGNED  Just  prior  to  summer  recess,  the 

House  of  Representatives  concurred 
Ln  Senate  placed  amendments  to  House  Bills  759  and  760,  the  Society- 
supported  measures  which  restructure  the  State  Board  of  Medical  Educa- 
:ion  and  Licensure  and  redefine  its  powers  and  duties.  Governor 
4ilton  J.  Shapp  signed  the  bills  into  law  July  22.  In  the  new  law,  the 
State  Board  remains  in  the  Bureau  of  Professional  and  Occupational 
\ffairs  and  is  composed  of  nine  members:  The  secretary  of  health,  the 
commissioner  of  professional  and  occupational  affairs,  and  seven  members 
appointed  by  the  governor.  Of  these,  five  are  to  be  physicians  who  may 
oe  chosen  from  a  list  submitted  by  the  State  Society;  one  a  person 
knowledgeable  in  allied  health  services;  and  one  a  representative  of  the 
public  at  large.  The  September  issue  of  PENNSYLVANIA  MEDICINE  will 
carry  an  analysis  of  the  law. 

PEER  REVIEWERS  AND  DATA  NOW  PROTECTED  Governor  Shapp  also  signed 

H.B.  1729*  Society-supported 

legislation  to  protect  physicians  serving  on  review  committees  or  those 
testifying  before  review  committees  from  liability.  The  bill  also 
protects  the  records  and  data  used  by  review  committees,  as  follows: 

"The  proceedings  and  records  of  a  review  committee  shall  be  held  in 
confidence  and  shall  not  be  subject  to  discovery  or  introduction  into 
evidence  in  any  civil  action  against  a  health  care  professional  arising 
out  of  the  matters  which  are  the  subject  of  evaluation  and  review  by 
such  committee,  and  no  person  who  was  in  attendance  at  a  meeting  of 
such  committee  shall  be  permitted  or  required  to  testify  in  any  such 
civil  action  as  to  any  evidence  or  other  matters  produced  or  presented 
during  the  proceedings  of  such  committee.  .  ." 

SOCIETY  SUPPORTS  ARGONAUT  FILING  Argonaut  Insurance  Co.,  under¬ 
writer  of  the  Society-sponsored 

professional  liability  insurance  program,  has  the  support  of  the  State 
Society  in  its  filing  for  a  rate  increase  with  the  Pennsylvania  Depart¬ 
ment  of  Ihsurance.  The  filing,  which  represents  the  first  rate  increase 
request  since  the  program's  inception  three  years  ago,  will  affect 
3j500  Society  members  who  are  covered  by  the  program.  In  a  letter  to 
Insurance  Commissioner  William  J.  Sheppard,  Cyrus  B.  Sleasq,  chairman  of 
the  Society's  Board  of  Trustees,  said  the  Society  "supports  in  good 
faith  a  rate  filing  by  Argonaut  which  would  generate  a  statewide  overall 
increase  of  50  percent  over  the  rates  now  in  effect."  The  proposed 
increase  will  be  borne  by  all  insureds  with  the  greatest  percentage 
applied  to  those  practicing  in  high  risk  specialties  in  high  risk  areas. 

COOPERATIVE  CHARTER  MEMBERSHIP  DEADLINE  SET  Deadline  for  charter 

membership  in  the  Penn¬ 
sylvania  Medical  Cooperative  is  September  30,  Robert  N.  Moyers,  M.D., 
chairman  of  the  Council  on  Public  Service,  has  announced.  A  one-time 
membership  fee  of  $100  would  permit  participating  Society  members  to 
enjoy  a  30  to  50  percent  savings  on  the  purchase  of  office  medical  sup¬ 
plies.  Page  three  of  this  issue  explains  the  cooperative  and  provides 
a  business  reply  card  for  those  who  wish  to  join.  All  membership  fees 
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will  be  returned  if  the  cooperative  fails  to  reach  its  goal  of  2,000 
members,  the  number  necessary  to  provide  start-up  funds. 

WHO  CAN  PERFORM  ACUPUNCTURE?  Attorney  General  Israel  Packel,  in  an 

opinion  requested  by  Louis  P.  Vitti, 
commissioner  of  the  Bureau  of  Professional  and  Occupational  Affairs, 
has  said  that  only  doctors  of  medicine  and  osteopathic  medicine  are 
permitted  by  the  licensing  laws  to  perform  unlimited  acupuncture.  Po¬ 
diatrists,  veterinarians,  and  dentists  would  have  limited  rights  to  use  I 
the  procedure.  Chiropractors  and  optometrists  are  prohibited  from 
using  acupuncture  by  the  language  of  their  licensing  laws.  The  AMA  and  4 
the  State  Society  have  issued  statements  that  the  use  of  acupuncture 
should  be  limited  to  physicians  and  that  it  must  be  treated  as  an  ex¬ 
perimental  procedure. 

BLUE  SHIELD  SURVEYS  PHYSICIANS  Pennsylvania  Blue  Shield  is  con¬ 

ducting  a  physician  survey,  asking 

some  3,000  physicians  to  evaluate  Blue  Shield  performance  in  such  areas  ' 
as  claims  payment,  allowances,  handling  of  inquiries,  and  communications' 
A  survey  of  subscribers  conducted  last  winter  reveals  satisfaction  among 
subscribers,  according  to  recently  released  initial  findings.  Some 
6,000  subscribers  were  contacted,  and  40  percent  responded. 

1 

FOUNDATION  MAILS  MANUAL  The  Pennsylvania  Medical  Care  Foundation 

mailed  late  in  July  to  presidents  of  hos¬ 
pital  medical  staffs  a  procedural  manual  for  its  concurrent  utiliza¬ 
tion  review  system,  the  Certified  Hospital  Admissions  Monitoring  Pro¬ 
gram.  The  manual  has  been  designed  to  meet  both  current  and  proposed 
medicare  and  medicaid  utilization  review  requirements  —  it  will  serve 
as  a  basis  for  developing  a  Professional  Standards  Review  Organization 
(PSR0)  as  mandated  by  federal  law,  and  it  will  act  as  an  alternative 
to  the  Predischarge  Utilization  Review  (PDUR)  of  the  Department  of 
Public  Welfare.  PDUR  or  a  DPW-approved  alternate  such  as  CHAMP,  will 
be  mandatory  for  all  hospitals  October  1,  1974,  DPW  Secretary  Helene 
Wohlgemuth  is  expected  to  announce  shortly. 

DR.  MASLAND  PRESENTS  POSITION  The  Society's  position  paper, 

"Health  Care  in  Pennsylvania  —  1974"  , 
(see  page  30)  was  presented  to  the  Republican  Platform  Committee 
July  30  by  David  S.  Masland,  M.D.,  vice  president. 

FINAL  REGULATION  ON  COUGH  SUPPRESSANTS  PUBLISHED  The  Pennsylvania 

Department  of 

Health  placed  narcotic  containing  cough  suppressants  on  Schedule  IV  of  „ 
controlled  substances  effective  July  20.  The  products  will  require  a 
physician's  prescription,  which  can  be  refilled  five  times  within  six 
months  following  the  date  on  the  prescription.  The  action  was  taken 
on  recommendation  of  the  Drug,  Device,  and  Cosmetic  Board  which  found 
the  substances  have  a  potential  for  abuse. 

PHYSICIANS  AFFECTED  BY  NEW  RULES  New  drug  control  regulations 

promulgated  by  the  Department  of 

Health  effective  July  6  contain  detailed  requirements  for  the  manufac¬ 
ture,  distribution,  prescription,  and  dispensing  of  drugs,  devices, 
and.  cosmetics.  Copies  of  the  regulations  first  proposed  over  a  year 
ago  are  available  from  the  department  and  will  be  the  subject  of  an 
article  in  the  September  issue  of  PENNSYLVANIA  MEDICINE. 
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rhere's  no 
gamble  on 
this  investment 


Pennsylvania  physicians 
are  responding 
enthusiastically 
:o  the  proposed 
formation  of  a 
Pennsylvania  Medical 
Cooperative.  They  feel  the 
Cooperative's  cheaper-by-the-dozen 
approach  to  the  purchase  of  medical  supplies 
jakes  a  lot  of  sense.  They  also  appreciate  the 
t^ct  that  they  are  not  being  asked  to  take  any 
financial  risk  whatever  in  availing  themselves 
of  the  Cooperative's  benefits. 

The  idea  behind  the  Pennsylvania  Medical 
Cooperative  is  a  very  simple  and  practical  one — and 
one  that  is  especially  appealing  in  these 
days  of  rapidly  rising  costs.  What  it  means  is  that 
instead  of  purchasing  supplies  in  small 
quantities,  individually,  the  State's  physicians 
will  be  banding  together  to  make  their 
purchases  on  a  mass  basis,  in  large  volume,  at 
significant  savings. 

Membership  in  the  Pennsylvania  Medical 
Cooperative  will  be  open  to  Pennsylvania 
Medical  Society  members  only,  through 
the  once-and-done  purchase  of  a  modest 
$100  lifetime  share.  If  the  proposed 
Cooperative  should  not  materialize,  the 
3100  membership  fee  will  be  returned  in  full 


And  even  after  the  Cooperative 
is  in  operation  if  you  should 
wish  to  withdraw  all  or  a  substantial 
part  of  the  membership  fee  will  be  returned. 

At  the  outset  the  Pennsylvania 
Medical  Cooperative 
will  limit  itself  to 
the  purchase  and  sale 
of  expendable 
supplies.  By 
purchasing  such 
,  supplies  in  large 
quantities  directly 
from  the 
manufacturer 
and  reselling 


them  at  cost,  it  is  expected  that  the  Cooperative 
will  be  able  to  offer  its  physician  members  savings 
of  30  to  50  per  cent.  Later,  when  the 
Cooperative  expands  into  the  field  of  surgical 
supplies,  office  equipment  and  so  on,  the  potential 
for  savings  will  be  even  greater. 

The  Pennsylvania  Medical  Cooperative  has  much 
to  recommend  it:  an  opportunity  for 
substantial  savings  without  any  risk 
i  I  /  1  \  whatever,  and  a  chance  to  simplify 

your  purchasing  procedures  and  take  a  giant 
VI  I  1  stride  toward  inventory  control.  For 

Wr^ further  information,  please  write  or  call. 

Pennsylvania  MEDICAL  Cooperative 

20  Erford  Road  •  Lemoyne,  Pennsylvania  17403  •  Telephone  717/238-1635 
Another  New  Benefit  to  Members  of  Pennsylvania  Medical  Society 


NINETEENTH  ANNEAL 

IUEA 

TEE  EN  AMENT 


September  27,  1974 
Laurel  Valley  Country  Club 
Ligonier,  Pa. 

Complete  package  for  $85.00  (Open  to  all 
PMGA  members — Non  members  add 
$5.00  one-time  PMGA  membership  fee) 


Includes:  Buffet  Luncheon  •  Hors 
D’oeuvres  •  Cocktails  •  Dinner  •  Greens 
Fees  •  Cart — Caddy  •  Door  Prizes  • 

also 

McKee  Cup — Blue  Shield  Handicap — Blue 
Shield  Senior  Trophies — Flight  Prizes 


ENTRY  FORM  $85  Entry  Fee 

Includes  Greens  Fees, 

Limit  to  120  golfers  Caddy  or  Cart,  Buffet, 

Entry  Deadline  September  3  Cocktails,  Dinner,  Prizes 

Name  _ 

Address  _ Zip  _ 

Certified  Handicap _ 

Preferred  Tee-Off  Time  (8:30  a.m.  - 12:30  p.m.)  _ 

Prefer  cart _ caddy  _ 

Other  members  of  foursome  1 .  _ _ 

(Not  necessary  to  submit  2 
foursome — single  entries 
are  acceptable) 

Make  check  payable  ($85.00)  to:  Pennsylvania  Medical  Golfing  Association 

20  Erford  Rd. 

Lemoyne,  Pa.  17043 

No  fee  refund  after  September  3 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


■I 


■ 


not  if  the  vasodilator  is 

VASODILAN* 

(EOOFfflNE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease, 
jn  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose: 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 
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Before  prescribing,  please  consult  com¬ 
plete  product  information,  a  summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi¬ 
tants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with¬ 
drawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn¬ 
drome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6  months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau¬ 
coma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa¬ 
tients.  Caution  against  hazardous  occupa¬ 
tions  requiring'complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


1  v 

orders,  possibility  of  increase  in  free  ;n(J 
and/or  severity  of  grand  mal  seizure  mk, 
require  increased  dosage  of  standar  ant 
convulsant  medication;  abrupt  withe njt? 
may  be  associated  with  temporary  h 
crease  in  frequency  and/or  severity 
seizures.  Advise  against  simultaneo  in-, 
gestion  of  alcohol  and  other  CNS  de  es- 
sants.  Withdrawal  symptoms  (simil;  to 
those  with  barbiturates  and  alcohol  av« 
occurred  following  abrupt  discontir  inci . 
(convulsions,  tremor,  abdominal  arrrVt 
cle  cramps,  vomiting  and  sweating!  (eep 
addiction-prone  individuals  under  c  efu;. 


According  to  her  major 
symptoms,  she  is  a  psychoneu¬ 
rotic  patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex¬ 
cessive  anxiety,  is  often  accom-' 
panied  by  depressive  symptom¬ 
atology.  Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re¬ 
lieved,  the  depressive  symp¬ 
toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan¬ 
tages  in  using  Valium  for  the 
management  of  psychoneu¬ 
rotic  anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
orovement  is  usually  apparent 
n  the  patient  within  a  few 
lays  rather  than  in  a  week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad¬ 
dition,  Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz¬ 
ardous  occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho¬ 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed¬ 
time,  Valium  can  offer  an  addi¬ 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso¬ 
ciated  depressive  symptoms 
and  thus  encourage  a  more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 .  Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J:  Psychosomatics 
77:438-441,  Sept-Oct  1970. 


Vtliiini 

(diazepam) 

2-mg,5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
ion  to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing  age,  weigh  potential  benefit 
against  possible  hazard. 

’recautions:  If  combined  with  other  psy- 
ahotropics  or  anticonvulsants,  consider 
aarefully  pharmacology  of  agents  em¬ 
ployed;  drugs  such  as  phenothiazines, 
larcotics,  barbiturates,  MAO  inhibitors 
ind  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
^  patients  severely  depressed,  or  with  latent 
lepression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over¬ 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo¬ 
pia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re¬ 
actions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb¬ 
ances,  stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso¬ 
lated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


acute  . 
gonorrne 


This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 

It  took  just  one  short  visit. . 
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*Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  or  forgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly1;  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andlrobkin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  ( spectinomycin  hydrochloride) 
—  For  Intramuscular  Injection: 

2  gm  vials  containing  5  ml  when  reconstituted 
I  with  diluent. 

4  gm  viais  containing  10  ml  when  reconstituted 
with  diluent. 

I  An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
,  to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
I  to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
’  syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  ^herapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f  For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 


Incorporation 
or  expanded 
Keogh? 


What  will  be  most  beneficial  for  you? 

Most  professionals  have  unique 
financial  needs. 

For  additional  information  on 
obtaining  a  personalized  comprehensive 
feasibility  study,  at  no  charge  or 
obligation,  please  call:  (215)  687-9191 
or  (215)  687-9192.  Any  time,  day  or  night- a  taped  message  is 
available  for  your  convenience. 

This  study  will  be  directed  to  your  personal 
situation  and  is  not  a  “ Universal  Formula .” 


it 


VALLEY  FORGE 
CONSULTING- 
CORPORATION 

One  Continental  Drive  — P.  O.  Box  837 
Valley  Forge,  Pennsylvania  19482 


:We  function  exclusively  as  financial  consultants,  servicing  our  clients  on  a  fee  basis. 

We  do  not  sell  insurance,  stocks  or  mutual  funds.  References  are  supplied  on  request. 


Tablets 

Android-10  Tablets  Android-5  Buccal 

Methyltestosterone  N.F.  —  2^ T^^mg. 


*  For  Xhh  treatment  of  impotence  due  to  androgenic 

DESCRIPTION:  MethylUj§tosterone/is  1 7/l-Hydroxy-l  7- 
M«tbylandrost-4^jfe3-<>fie.  ACTION#  Methyltestosterone 
Is  an  oil  sotu&ll  androgenic  hormone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunichism.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro- 


continued.  ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  *  Hyper¬ 
calcemia  particularly  in  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  ol  bone 
metastases  •  Sodium  and  water  retention  *  Priapism  • 


macteric,  avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient’s  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  Known  or  suspected  car¬ 
cinoma  of  the  prostate  and  in  carcinoma  of  the  male 


gen  deficiency.  3.  Impotence  due  to  androgenic  deficien¬ 
cy.  4.  Postpuberal  cryptorchidism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  jaundice  and  altered 
,  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyltes¬ 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a  problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  for  symptoms  of  cli- 


breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of  exces¬ 
sive  sexuai  stimulation  develop,  discontinue  therapy,  in 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  Inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  In  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexuai  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma,  if  this  occurs,  the  drug  should  be  dis- 


Virilization  in  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia.  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  individualized,  as  patients  vary  widely  in  re-  ( 
quirements.  Daily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and  ^ 
Impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 

10,  25  mg.  In  bottles  of  60,  250.  »  , 


trite  for  Literature  and  Samples 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  StM  Los  Angeles,  CA  90057 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


FRANK  B.  HALL  &  CO. 
OF  PENNSYLVANIA  INC. 

(Formerly  Parker  &  Company) 

(Administrator) 


A  long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

f 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Frank  B.  Flail  &  Co.  of  Pennsylvania  Inc. 

1616  Walnut  Street,  Philadelphia.  Pa.  19103 
Attention:  A.  John  Smither,  Vice  President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Date  your  professional  liability 

insurance  expires  _  Present  Carrier - 


Name  _ 

Office  Address  _ 

City  _ 

Telephone  _ 

Medical  Specialty 


Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic®  Expectoran: 
with  Codeine  ®  , 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming' 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  n|.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  met; 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a  Schedule  V  controlled  substate, 


f 

The  Adult  Expectorants  that  are  great  for  kids,  too 


Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501 
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newsfronts 


Ralph  C.  Wilde,  M.D.,  Society  president,  leukemia  victim 


Ralph  C.  Wilde,  M.  D.,  of  Pitts¬ 
burgh,  124th  president  of  the 
Pennsylvania  Medical  Society, 
died  of  leukemia  July  10,  1974, 
at  the  age  of  51.  Until  two  weeks 

f  before  his  death  he  remained 
active  and  fulfilled  the  duties  of 
the  office  of  the  presidency. 

Dr.  Wilde  was  elected  presi¬ 
dent  elect  of  the  State  Society  at 
the  1972  Annual  Session  of  the 

*  House  of  Delegates  and  was  in¬ 
stalled  as  president  in  October 
1973.  He  had  been  president  of 
the  Allegheny  County  Medical 
Society  and  had  served  the  State 
Society  as  a  member  of  the 

*  Council  on  Public  Service. 

He  was  head  of  the  division  of 
surgery  at  the  Allegheny  General 
Hospital,  a  member  of  the  staff 
of  Presbyterian  University  Hospi¬ 
tal,  the  associate  staff  of  Chil- 

*  dren’s  Hospital  of  Pittsburgh, 
and  the  consulting  staff  of  the 
Eye  and  Ear  Hospital  of  Pitts¬ 
burgh. 

In  stating  his  goals  as  Society 
president  before  the  House  of 
Delegates  last  October,  Dr. 
Wilde  gave  top  priority  to 
tackling  and  solving  the  problem 
of  caring  for  indigent  patients  in¬ 
stead  of  talking  about  it.  He  said: 
“We  want  to  be  able  to  provide 
quality  care  to  all  patients,  and  if 
it  takes  more  money  than  is  now 
available  to  care  for  the  indigent 
population,  then  that  money 
must  be  made  available  through 
medical  assistance.  Right  now 
care  for  the  poor  is  bogged 
down  in  a  morass  of  inaction.  We 
must  work  toward  ending  that 
situation.  Some  progress  toward 
this  end  has  been  made  in  an 
improved  Department  of  Public 
Welfare  fee  schedule  and  in 
providing  some  outpatient  care 
under  medical  assistance.  This 


proves  it  can  be  done,  but  we 
have  a  long  way  to  go.  Whether 
patient  care  is  delivered  in  a 
downtown  office  or  an  outpatient 
clinic,  whether  it  is  paid  for  by 
the  patient’s  personal  check  or 
by  the  Commonwealth,  the  care 
must  be  of  the  highest  quality 
and  must  be  comprehensive.” 


DR.  WILDE 


Dr.  Wilde  was  enthusiastic 
about  recruiting  intern  and  resi¬ 
dent  members  and  having  them 
participate  actively  in  county 
medical  societies,  the  State  So¬ 
ciety,  and  the  AMA.  During  his 


presidency,  the  Allegheny 
County  Medical  Society  made 
great  strides  in  interesting 
house  staff  members  in  the 
county  society,  and  a  number  of 
them  have  taken  leadership 
roles  in  society  activities.  Since 
he  had  a  significant  responsi¬ 
bility  in  the  residency  training 
program  at  Allegheny  General 
Hospital,  Dr.  Wilde  was  espe¬ 
cially  interested  in  spreading  the 
word  of  the  success  of  the 
Allegheny  campaign.  “Now  that 
the  AMA  has  an  Interns  and  Res¬ 
idents  Section,  I  would  like  to 
see  it  represent  house  staff  in 
relations  with  hospitals  rather 
than  suffer  the  fragmentation 
which  results  when  another  or¬ 
ganization  is  established  for  that 
purpose,”  he  declared. 

Dr.  Wilde  is  survived  by  his 
wife,  Bette;  two  daughters, 
Debbie  and  Diane;  his  parents; 
and  two  brothers. 

Memorial  contributions  may 
be  made  to  the  Western  Pennsyl¬ 
vania  Chapter,  Leukemia  Society 
of  America,  907  Empire  Building, 
507  Liberty  Avenue,  Pittsburgh, 
Pa.  15222. 


A.  Reynolds  Crane,  M.D.,  new  leader 

A.  Reynolds  Crane,  M.D.,  of  Philadelphia,  the  State  Society's  president  elect 
since  last  October,  has  assumed  the  duties  of  the  presidency,  in  accordance  with 
the  Constitution  and  Bylaws. 

Dr.  Crane,  66,  was  until  June  30  director  of  the  Ayer  Clinical  Laboratory  at 
Pennsylvania  Hospital  and  pathologist  to  the  hospital's  Benjamin  Franklin  Clinic. 
He  remains  as  consultant  to  the  laboratory  and  will  continue  as  professor  of  pa¬ 
thology  at  the  University  of  Pennsylvania  School  of  Medicine. 

His  elevation  to  the  office  of  presidency  of  the  State  Society  is  the  latest  of  a 
long  list  of  leadership  accomplishments  in  medicine.  He  served  as  president  of 
the  Philadelphia  County  Medical  Society,  as  a  member  of  the  State  Society’s 
Board  of  Trustees  from  1963  to  1972,  and  as  vice  president  of  the  State  Society 
immediately  prior  to  moving  up  to  the  post  of  president  elect. 

He  is  a  founding  fellow  of  the  College  of  American  Pathologists  and  was  a 
member  of  its  Board  of  Governors  for  six  years.  He  also  served  as  president  of  the 
Pennsylvania  Pathological  Society  and  the  Pennsylvania  Association  of  Clinical 
Pathologists. 

Dr.  Crane  is  a  diplomate  of  the  National  Board  of  Medical  Examiners  and  is 
certified  by  the  American  Board  of  Pathology  in  Pathologic  Anatomy  and  Clinical 
Pathology.  He  earned  his  A.B.  degree  at  Hamilton  College,  Clinton,  N.Y.,  and  his 
medical  degree  at  Cornell  University  College  of  Medicine. 
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Argonaut’s  loss  prevention  program  is  education 


ELI  P.  BERNZWEIG,  J.D. 
Menlo  Park,  California 


In  January  1974,  Argonaut  Insurance  Co.,  under¬ 
writer  of  the  professional  liability  insurance  pro¬ 
gram,  sponsored  by  the  Pennsylvania  Medical  So¬ 
ciety,  inaugurated  Medical  Alert  Communications 
(MAC)  a  new  program  in  the  field  of  medical  and 
nursing  education.  Although  the  theme  of  our  new 
program  is  simple — “A  medical  information  pro¬ 
gram  dedicated  to  advancing  the  quality  of  patient 
care” — the  purpose  and  scope  of  this  major  new 
undertaking  warrants  a  brief  explanation.  To  begin 
with,  the  idea  of  a  professional  liability  insurer  in¬ 
jecting  itself  into  medical  and  nursing  practice — 
heretofore  deemed  sacrosanct — will  undoubtedly 
raise  questions  from  some  readers  concerning  our 
motives  and  our  ultimate  objectives.  Let  us  explore 
these  motives  and  objectives,  then,  to  see  why  we 
believe  Argonaut,  as  one  of  the  nation’s  largest  pro¬ 
fessional  liability  insurers,  ought  to  be  involved  in 
this  type  of  activity,  what  our  objectives  are,  and 
how  we  propose  to  achieve  them. 

Litigation  Increasing 

Within  the  past  several  years  the  volume  of  mal¬ 
practice  claims  and  litigation  has  been  increasing 
steadily.  Professional  liability  insurance  premiums 
have  also  increased  dramatically  during  this 
period.  The  apparent  continuation  of  these  trends 
is  a  source  of  alarm  to  all  health  care  practitioners 
and  institutions.  For  the  hospital,  it  is  primarily  a 
matter  of  economics,  but  for  the  doctor  the 
spectre  of  being  sued,  with  all  of  its  attendant 
emotional  trauma,  is  the  harrowing  reality  which 
confronts  him  every  day  while  practicing  his 
chosen  profession. 

What  can  be  done  to  stem  the  tide  of  mal¬ 
practice  claims  and  litigation?  How  can  this  best  be 
accomplished?  Clearly,  there  is  no  simple  answer, 
no  panacea  which  will  suddenly  remove  the  Sword 
of  Damocles  which  hangs  over  every  doctor’s  head. 
But  this  is  not  to  say  that  the  situation  is  hopeless. 
There  are  things  which  health  care  providers  can  do 
to  make  inroads  on  this  problem.  Their  liability  in¬ 
surers  can  (and  must)  assist  in  this  process. 

One  fundamental  fact  must  be  faced  squarely, 
however,  if  any  real  progress  is  to  be  made.  All 
malpractice  claims  and  suits  have  their  genesis  in 
medical  treatment.  Once  that  fundamental  fact  is 
comprehended,  it  follows  that  primary  attention 
must  be  focused  on  the  root  causes  of  claims  as¬ 


sociated  with  the  treatment  process  itself. 

Reducing  Risks 

In  other  lines  of  casualty  insurance,  carriers 
commonly  devote  much  attention  to  finding  ways 
of  avoiding  or  reducing  the  risks  for  which  cover¬ 
age  is  provided.  Workmen’s  compensation  carri¬ 
ers  have  long  applied  themselves  to  industrial  ac¬ 
cident  prevention.  Products  liability  insurers  have  * 
begun  to  appreciate  the  importance  of  helping 
improve  the  products  whose  integrity  and  safety 
they  insure.  The  casualty  insurance  industry  has 
an  obligation  not  only  to  its  insureds,  but  to  soci-  j 
ety  as  a  whole,  to  prevent  and  minimize  losses, 
particularly  where  such  losses  affect  human  lives.  i 

What  better  reason,  then,  for  a  professional  lia¬ 
bility  insurer  like  Argonaut  to  exert  its  energies 
and  utilize  its  expertise  to  help  reduce  the  types  of 
harms  which  arise  in  medical  treatment  and  cause 
injuries  to  patients,  whether  or  not  they  are  at¬ 
tributable  to  negligent  conduct? 

Much  good  work  is  presently  underway  in  the 
area  of  patient  safety,  fostered  in  large  part  by  lia-  " 
bility  insurance  carriers  for  hospitals  and  other 
health  care  institutions.  Without  question,  existing 
quality  control  mechanisms  and  patient  safety  pro¬ 
grams  in  health  care  institutions  have  goals  which 
are  parallel  with  those  of  the  liability  insurer, 
whose  prime  concern  is  to  reduce  the  number  of 
professional  liability  claims  and  their  consequent  * 
costs  to  health  care  providers.  There  is  a  dif¬ 
ference,  however,  between  an  insurer’s  safety  en¬ 
gineering  activities — which  are  generally  limited 
to  factors  involving  the  physical  environment  of 
hospitals — and  its  concern  about  the  quality  of 
medical  treatment.  The  latter  is  an  area  generally  »■ 
felt  to  be  outside  the  purview  of  non-professionals. 

But  is  it,  really? 

Treatment  Complications  Costly 

Does  it  make  sense  for  a  liability  carrier  to  as¬ 
sume  the  risk  of  indemnifying  losses  over  which  it  , 
can  exercise  no  risk-avoidance  efforts  whatever? 

The  major  losses  in  the  professional  liability  field 
always  have  been  those  involving  serious 
complications  in  treatment.  It  is  precisely  those 
types  of  losses  which  have  caused  insurance  rates 
to  climb  steadily  higher.  Obviously,  an  effective 
patient  safety  program  should  concern  itself  not 
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only  with  finding  ways  to  reduce  the  mechanical 
and  physical  hazards  in  the  hospital  environment, 
therefore,  but  with  ways  to  reduce  the  many  and 
varied  causes  of  injuries  to  patients  arising  out  of 
the  treatment  process  itself. 

The  HEW  Secretary’s  Commission  of  Medical 
Malpractice,  of  which  the  writer  was  privileged  to 
be  staff  director,  made  special  note  of  the  unique 
role  which  the  insurance  industry  could — and 
should — play  in  developing  more  sophisticated 
loss  prevention  programs  in  cooperation  with  its 
hospital  and  medical  insureds.  The  MAC  program, 
therefore,  represents  one  company’s  immediate 
response  to  this  challenge,  and  the  beginning  of 
what  we  perceive  to  be  the  most  effective  way  of 
dealing  with  the  ever-growing  nationwide  mal¬ 
practice  problem. 

To  Fill  Void 

Information  in  MAC  articles  is  intended  to  fill  a 
void  in  the  literature  relating  to  ways  of  dealing 
with: 

(1)  The  direct  medical  causes  of  injury  to  pa¬ 
tients 

(2)  the  psychosocial  factors  in  treatment  which 
influence  patients  to  bring  professional 
liability  claims 

We  intend  to  provide  relevant  and  practical  infor¬ 
mation  to  the  doctor,  nurse,  hospital  administrator, 
and  ancillary  health  personnel,  to  assist  them  in 
the  common  goal  of  making  medical  treatment 
safer  for  all  their  patients. 

We  wish  to  make  it  very  clear,  however,  that 
MAC  articles  will  not  lay  down  definitive  standards 
of  practice,  mandatory  guidelines  for  medical 
therapy,  nursing  care,  or  hospital  management. 
Our  objective  is  simply  to  convey  ideas  and  infor¬ 
mation  about  problems  in  medical  management 
which  are  known  by  some  practitioners  but  need 
to  be  conveyed  to  all.  Existing  medical  literature 
will  be  the  prime  source  of  the  information  con¬ 
tained  in  MAC  bulletins.  Emphasis  will  be  placed 
on  ways  of  dealing  with  the  infinite  variety  of  ia¬ 
trogenic  harms  commonly  occuring  in  medical 
treatment. 

MAC’S  board  of  editorial  consultants,  repre¬ 
senting  some  of  the  nations’s  outstanding 
authorities  in  their  respective  fields,  will  guide  the 
choice  of  subject  matter  and  will  provide  technical 
direction  to  assure  the  pertinence  and  reliability  of 

Eli  P.  Bernzweig,  J.D.,  is  vice  president — 
professional  liability,  Argonaut  Insurance  Com¬ 
pany.  Previously  he  served  as  director  of  the 
Commission  on  Malpractice  of  the  Secretary  of 
Health,  Education,  and  Welfare. 


ROBERT  S.  SANFORD,  M.D.,  past  president  of  the  Pennsyl¬ 
vania  Medical  Society,  installed  new  officers  at  the  annual 
convention  of  the  Pennsylvania  Society  of  the  American  As¬ 
sociation  of  Medical  Assistants  held  in  Washington,  Pa.  The 
new  officers  are  (right  to  left)  Mrs.  Irene  Goll,  Beaver,  presi¬ 
dent;  Mrs.  Dorothy  Taylor,  Levittown,  vice  president;  Mrs. 
Maxine  Apple,  Altoona,  president  elect;  Miss  Sandra 
Butkowski,  New  Castle,  recording  secretary;  and  Mrs. 
Helen  Mountjoy,  Pittsburgh,  treasurer. 

all  articles  dealing  with  the  technical  aspects  of 
patient  care. 

Problems  To  Watch 

In  the  months  to  come,  MAC  bulletins  will  focus 
on  a  wide  variety  of  medical  treatment  problems: 
medication  errors,  surgical  problems,  anesthetic 
complications,  problems  involving  faulty  in¬ 
strumentation,  record-keeping,  problems  as¬ 
sociated  with  supervision  of  subordinates,  break¬ 
downs  in  communication  (between  health  care 
providers  and  patients  and  between  health  care 
providers  themselves),  and  other  sources  of  inju¬ 
ries  and  liability  claims. 

MAC  bulletins  will  not  be  a  source  of  news 
about  persons,  events,  or  the  political  aspects  of 
medicine.  They  will,  however,  feature  a  variety  of 
informative  and  thought-provoking  articles  of  gen¬ 
eral  interest  dealing  with  related  topics,  including: 
reduction  of  the  costs  of  claims  handling,  evalua¬ 
tion  and  improvement  of  quality  controls  in  hospi¬ 
tals,  moral  and  ethical  issues  in  treating  patients, 
improvements  in  communications  with  patients, 
and  similar  topics. 

Argonaut  views  the  MAC  program  as  a  public 
service  to  its  vast  audience  of  health  care  profes¬ 
sionals  in  the  hospital  and  medical  field.  We  do 
not  intend  to  utilize  the  pages  of  MAC  articles  as  a 
forum  for  any  purpose  other  than  advancing  the 
quality  of  patient  care.  We  firmly  believe  that  we 
have  a  social  responsibility  to  do  whatever  we  can 
to  make  health  care  more  efficacious  and  safer  for 
all  patients.  We  will  strive  for  that  objective 
throughout  the  life  of  the  MAC  program. 
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ACS  questions  chiropractors’  role 


The  Board  of  Regents  of  the 
American  College  of  Surgeons 
has  issued  a  statement  condem¬ 
ning  the  inclusion  of  chiroprac¬ 
tic  services  for  reimbursement 
under  medicare  and  medicaid. 

Such  inclusion  implies  that 
chiropractic  services  are  consid¬ 
ered  legitimate  medical  services 
by  the  federal  government — a 
designation  with  which  Board  of 
Regents,  the  college’s  policy¬ 
making  body,  sharply  disagrees. 

Calling  the  situation  “con¬ 
gressional  endorsement  of  cult- 
ism,”  the  board  criticized 
Congress  for  having  approved 
such  an  arrangement  over  the 
“wide  range  of  contrary  recom¬ 
mendations”  which  it  received 
from  such  agencies  as  the 
Department  of  Health,  Educa- 


A  three-year  residency  pro¬ 
gram  in  family  medicine  has  been 
started  by  Jefferson  Medical 
College  of  Thomas  Jefferson  Uni¬ 
versity,  with  the  first  students 
scheduled  to  begin  their  studies 
in  September. 

Peter  A.  Herbut,  M.D.,  universi¬ 
ty  president,  said  that  the  new 
program  could  lead  to  model 
systems  in  the  training  and  dis¬ 
tribution  of  health  care  profes¬ 
sionals  throughout  the  nation.  He 
pointed  out  that  in  some  rural  and 
inner-city  areas  the  doctor-to-pa- 
tient  ratio  is  as  critical  as  one 
physician  for  every  12,000  peo¬ 
ple. 

The  program  will  provide  for 

(1)  a  family  medicine  curriculum 
during  the  four  years  of  medical 
school  followed  by  a  three  year 
residency  leading  to  certification 
as  a  specialist  in  family  medicine, 

(2)  the  recruiting  of  medical 
school  candidates  from  under¬ 
served  areas  in  Pennsylvania 
with  a  loan  forgiveness  feature 


tion,  and  Welfare;  the  Task 
Force  on  Medicaid  and  Related 
Programs;  the  National  Advisory 
Commission  on  Health  Man¬ 
power;  and  the  Health  Insurance 
Benefits  Advisory  Council. 

The  board  noted  that  Con¬ 
gress  had  endorsed  chiropractic 
services  despite  the  fact  that  it 
was  “ostensibly  concerned  with 
high  quality  medical  care  (and) 
often  critical  of  the  medical  pro¬ 
fession’s  own  efforts  in  this 
regard.” 

Citing  the  college’s  historical 
goal  to  improve  the  care  of  sur¬ 
gical  patients,  the  board  said 
that  the  college  would  be 
derelict  if  it  did  not  protest  in 
this  instance. 

The  regents  endorsed  the 
American  Medical  Association’s 


for  practicing  in  areas  of  need, 
and  (3)  a  long-range  planning  of¬ 
fice  for  new  health  care  delivery 
systems  funded  by  a  grant  by  the 
Robert  Wood  Johnson  Founda¬ 
tion  to  alleviate  the  health  man¬ 
power  crisis. 


statement  on  chiropractic,  which 
says,  in  part,  “It  is  the  position  of 
the  medical  profession  that  chi¬ 
ropractic  is  an  unscientific  cult  ^ 
whose  practitioners  lack  the 
necessary  training  and  back¬ 
ground  to  diagnose  and  treat 
human  disease.  Chiropractic 
constitutes  a  hazard  to  rational 
health  care  in  the  United  States 
because  of  the  substandard  and 
unscientific  education  of  its 
practitioners  and  their  rigid  ad¬ 
herence  to  an  irrational,  un¬ 
scientific  approach  to  disease 
causation.” 

The  fundamentals  of  chiro¬ 
practic  are  now  being  studied  at 
the  request  of  Congress  by  the 
National  Institute  of  Neurolo¬ 
gical  Diseases  and  Stroke,  in  co¬ 
operation  with  the  Engineering 
in  Biology  and  Medicine  Pro¬ 
gram  of  the  National  Institute  of 
General  Medical  Sciences. 


Paul  C.  Brucker,  M.D.,  will 
chair  the  new  department  at  Jef¬ 
ferson,  which  is  the  first  Philadel¬ 
phia  medical  school  to  initiate  , 
such  a  program.  The  required 
clinical  experience  will  be  pro¬ 
vided  through  affiliation  with 
Chestnut  Hill  Hospital  (Philadel¬ 
phia)  and  Latrobe  Area  Hospital. 


THE  INTERNATIONAL  Association  of  Coroners  and  Medical  Examiners  met  at 
King  of  Prussia  recently  and  brought  together  (left  to  right)  Marvin  Aronson,  M.D., 
medical  examiner  of  Philadelphia,  program  chairman;  Donald  E.  Harrop,  M.D., 
Phoenixville,  Chester  County  coroner  and  president  of  the  Pennsylvania  State 
Coroners  Association;  W.  Ralston  McGee,  M.D.,  Uniontown,  Fayette  County 
coroner,  newly  elected  president  of  the  international  association;  and  George  E. 
Hudock,  M.  D.,  Wilkes-Barre,  Luzerne  County  coroner.  The  educational  seminar 
accompanying  the  meeting  was  conducted  by  Temple  University  School  of  Medi¬ 
cine.  Dr.  Harrop  is  chairman  of  the  Society's  Council  on  Governmental  Relations. 


Jefferson  plans  family  medicine  program 
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Legal  counsel  speaks 


All  physicians  need  to  know  Helling  v.  Carey  result 

FRED  SPEAKER,  ESQ. 

Harrisburg 


The  Supreme  Court  of  Washington  has  recently 
decided  a  malpractice  case  which  merits  the 
careful  attention  of  ophthalmologists  and,  indeed, 
all  physicians. 

The  Court  held  /In  Helling  v.  Carey,  519  P.2d  981 
(Wash.  1974)/  that  ophthalmologists  are  liable  as  a 
matter  of  law  for  blindness  caused  by  glaucoma 
which  was  undetected  because  the  patient  was 
not  tested. 

A  court  decision  in  the  State  of  Washington  is, 
of  course,  not  binding  on  physicians  in  Pennsyl¬ 
vania.  But  the  principles  enunciated  in  the  case 
have  already  received  wide  professional  attention; 
could  find  their  way  into  Pennsylvania  courts;  and, 
accordingly,  can  be  ignored  only  at  risk. 

In  the  Helling  case,  a  woman  first  consulted 
partners  who  practiced  ophthalmology  when  she 
was  23  years  old  and  was  fitted  with  contact 
lenses  for  her  myopia.  Over  the  next  nine  years 
she  consulted  with  the  ophthalmologists  some  10 
times — with  increasing  frequency — concerning  vi¬ 
sual  problems  which  the  ophthalmologists  be¬ 
lieved  to  be  related  solely  to  complications  as¬ 
sociated  with  her  contact  lenses.  On  the  eleventh 
visit,  on  the  fourth  straight  month,  one  of  the 
partners  for  the  first  time  tested  the  plaintiff’s  eye 
pressure  and  field  of  vision;  and  the  test  indicated 
that  she  had  glaucoma. 

The  court  accepted  the  testimony  that  the  pres¬ 


sure  test  for  glaucoma  is  not  given  as  a  regular 
practice  for  patients  under  the  age  of  40,  since  the 
disease  occurs  rarely  in  that  age  group.  It  was 
recognized  that  the  incidence  of  glaucoma  for 
people  under  40  is  one  case  out  of  twenty  five 
thousand.  But  the  court  also  acknowledged  that 
the  pressure  test  was  simple,  relatively  inexpen¬ 
sive,  and  harmless.  Accordingly — even  though 
other  competent  ophthalmologists  also  did  not 
routinely  perform  the  pressure  test  for 
glaucoma — the  court  held  that  the  test  was  so 
simple  and  the  results  of  a  failure  to  give  the  test 
so  devastating — that  it  must  always  be  given. 

The  significance  of  the  decision  is  two-fold: 

First,  there  is  the  imposition  of  “strict  liability” 
on  ophthalmologists.  If  glaucoma  results  and 
could  have  been  detected  during  previous  visits 
and  therefore  prevented,  the  ophthalmologist  will 
be  liable  for  failing  to  give  the  tests  to  detect  it. 

Second,  there  is  the  possibility  that,  throughout 
the  field  of  medicine,  this  concept  of  strict  liability 
resulting  from  the  failure  to  apply  simple,  inexpen¬ 
sive,  and  harmless  tests  may  be  imposed. 

Although  the  decision  did  not  turn  on  this  issue, 
it  may  also  be  significant  that  there  were  frequent 
and  repeated  complaints  by  the  patient.  Such  a 
pattern  of  patient  discomfort  may  be  considered  to 
be  enough  to  put  the  physician  on  notice  that 
something  is  amiss  and  needs  further  testing. 


THE  LEGAL  Implications  of  physician  involvement  in  peer  review,  privilege  delineation,  utilization  review,  and  medical  audits 
were  considered  at  the  second  annual  medico-legal  symposium  sponsored  by  the  Delaware  County  Bar  Association  and  the 
Delaware  County  Medical  Society  recently.  Shown  (left  to  right)  are:  Daniel  Ryan,  Esq.;  Eric  Springer,  Esq.;  Thomas  Schroth, 
M.D.,  vice  president  for  medical  affairs  and  chairman  of  the  Utilization  Review  Committee,  Crozer-Chester  Medical  Center; 
John  C.  Smith,  Esq.;  David  Smith,  Ph.  D.,  professor  and  chairman,  department  of  political  science,  Swarthmore  College;  How¬ 
ard  Richard,  Esq.;  William  Y.  Rial,  M.D.,  vice  speaker,  House  of  Delegates,  American  Medical  Association;  and  John  W. 
Lawrence,  M.D.,  chairman,  Delaware  County  Medical  Society  Peer  Review  Committee. 
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Says  sigmoidoscopy  also  needed 

Council  approves  guaiac  testing 


The  1973  House  of  Delegates 
of  the  Pennsylvania  Medical  So¬ 
ciety  directed  the  Council  on  Ed¬ 
ucation  and  Science  to  “work 
with  the  Pennsylvania  Division  of 
the  American  Cancer  Society  to 
ascertain  the  results  of  their 
pilot  studies  (of  guaiac  testing 
for  occult  blood  in  the  stool)  and 
report  the  results  of  their  studies 
to  the  members  of  the  Society, 
asking  them  to  follow  through  on 
implementing  such  a  program 
through  their  individual  offices.” 
While  the  Pennsylvania  Division 
of  the  American  Cancer  Society 
has  not  completed  all  its  testing 
programs,  some  results  are 
available  and  are  summarized 
below. 

The  guaiac  test  is  relatively 
inexpensive  for  the  patient.  It 
allows  physicians  who  do  not 
generally  use  the  proctoscope  to 
determine  the  possible  presence 
of  a  disorder  of  the  Gl  tract  that 
may  cause  internal  bleeding. 
The  vast  majority  of  the  patients 
participating  did  not  find  the  test 
objectionable.  There  was,  how¬ 
ever,  some  difficulty  in  having 
patients  adhere  to  the  meat-free 
diet;  this  caused  in  some  cases 
an  unusually  high  percentage  of 
positives. 

The  pilot  studies  of  the  Penn¬ 
sylvania  Division  of  the  Ameri¬ 
can  Cancer  Society  reveal  that 
over  90  percent  of  the  patients 
participating  had  never  had  a 
proctoscopic  examination;  a 
little  less  than  50  percent  were 
not  aware  of  the  dangers  of 
colon  and  rectal  cancer.  Guaiac 
testing  thus  has  both  a  diag¬ 
nostic  and  educational  value.  If 
guaiac  screening  plus  digital 
rectal  examination  and  sig¬ 
moidoscopy  were  included  in  all 
annual  physical  examinations, 
many  more  cases  of  colon  and 


rectal  cancer  could  be  detected 
in  a  stage  amenable  to  cure. 

However,  in  the  opinion  of  the 
Council  on  Education  and 
Science,  guaiac  testing  is  not  a 
substitute  for  sigmoidos¬ 
copy. 

The  Council  on  Education  and 
Science  urges  all  physicians  to 
use  the  guaiac  test  as  a 
minimum,  as  a  routine  part  of 


New  residents  at  Hershey 

Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State 
University  has  announced  that 
fifty-three  new  residents  have 
joined  the  house  staff  and  ten 
house  officers  have  been  named 
chief  residents  and  instructors. 

New  chief  residents  and  in¬ 
structors  include  Edward  H. 
Williams,  M.D.,  cardiothoracic 
surgery;  James  E.  Crutcher, 
M.D.,  family  and  community  med¬ 
icine;  Richard  J.  Lung,  M.D.  and 
Martin  J.  O’Neill,  M.D.,  general 
surgery;  D.  Mark  Potter,  M.D., 
medicine;  Howard  Gillis,  M.D., 
obstetrics  and  gynecology;  Lin- 
dell  B.  Entzminger,  M.D.,  otorhin- 


physical  examinations,  particu¬ 
larly  for  those  patients  over 
forty-five  years. 

Because  Gl  bleeding  tends  to 
be  intermittent,  a  three-day  test 
series  is  recommended.  Begin¬ 
ning  twenty-four  hours  before 
the  first  stool  sample  is  taken, 
the  patient  should  be  on  a  meat- 
free,  high-residue  diet.  A  recom¬ 
mended  diet  includes  vegeta¬ 
bles,  fruits,  moderate  amounts  of 
peanuts  and  popcorn  each  day, 
“All  Bran”  for  the  daily  cereal, 
and  no  meat,  fish,  or  chicken. 


olaryngology;  Paul  S.  Dickman, 
M.D.,  pathology;  and  Bruce  W. 
Carlin,  M.D.,  urology. 
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PARTICIPANTS  in  Medical  College  of  Pennsylvania’s  pioneer  part-time  residency 
training  program  being  carried  out  under  a  National  Institutes  of  Health  Bureau  of 
Health  Manpower  contract  are:  (standing,  left  to  right)  Drs.  Joyce  Kay,  Mt.  Airy;  and 
Susan  Jonas,  Germantown.  Seated  (left  to  right)  are  Drs.  Marilyn  LaSovage,  East 
Falls;  Florida  Olivieri,  Mr.  Airy;  and  Selma  Balaban,  Merion.  Dr.  Norma  Wenger, 
West  Park,  is  not  present. 
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Society  changes  format 

Educational  congress  scheduled 


An  Educational  Congress,  re¬ 
placing  the  former  Educational 
and  Scientific  Assembly,  is 
being  arranged  by  the  Council 
on  Education  and  Science  of  the 
Pennsylvania  Medical  Society  at 
the  Host  Inn  in  Harrisburg,  Octo¬ 
ber  23-25. 

The  Congress  will  feature  two 
PMS  programs  and  a  number  of 
specialty  society  programs.  PMS 
will  present  a  half-day  session, 
“An  Overview  on  Acupuncture,” 
on  Wednesday.  The  Society  will 
also  offer  two  sessions  on  “The 
Physician  in  a  Long-Term  Care 


Facility”  on  Thursday  and 
Friday. 

On  Wednesday,  October  23, 
Hahnemann  Medical  College 
and  Hospital  will  present  an  up¬ 
date  on  its  Physician’s  Assistant 
Program,  and  meetings  of  hos¬ 
pital-based  educators  and  of 
educational  chairmen  of  the 
twenty-one  state-wide  specialty 
societies  will  be  held. 

Specialty  society  programs 
scheduled  to  date  include  those 
of  the  Urological  Association  of 
Pennsylvania,  on  Thursday,  and 
the  Pennsylvania  Orthopaedic 


Society  which  has  scheduled  an 
executive  meeting  and  banquet 
on  Thursday.  On  Friday,  the 
Pennsylvania  Orthopaedic  Soci¬ 
ety  will  hold  its  scientific  and 
business  meetings.  Also  sched¬ 
uled  for  Friday  are  meetings  of 
the  Pennsylvania  Psychiatric  So¬ 
ciety,  the  Pennsylvania  Academy 
of  Physical  Medicine  and  Reha¬ 
bilitation,  the  Pennsylvania  Soci¬ 
ety  of  the  American  Association 
of  Medical  Assistants,  the  Cen¬ 
tral  Pennsylvania  Chapter  of  the 
American  College  of  Surgeons, 
and  the  Robert  H.  Ivy  Society 
(plastic  surgery).  The  two  latter 
organizations  have  also  sched¬ 
uled  banquets  on  Friday  eve¬ 
ning. 


Follow  policy  on  retention  of  films 


The  following  is  a  condensa¬ 
tion  of  the  American  Academy  of 
Radiology  policy  on  the  owner¬ 
ship  and  retention  of  films  as 
modified  by  PMS  legal  counsel. 

Roentgenograms  are  the 
property  of  the  radiologist  or 
hospital  in  which  they  were 
made  and:  (1)  Should  be  proper¬ 
ly  marked  and  dated;  (2)  Should 
be  taken  out  of  office  or  hospital 
only  on  “loan”  basis;  (3)  Should 
be  made  available  to  the  refer¬ 
ring  physician  and,  should  that 
physician  change,  to  any  sub¬ 
sequent  physicians. 

When  a  medical-legal  situa¬ 
tion  occurs,  radiologists  should 
not  release  involved  films,  ex¬ 
cept  pursuant  to  a  court  order  or 
authorization  by  patient.  When 
a  radiologist  is  party  to  such  a 
situation,  he  may  refuse  to 
release  films  except  on  court 
order. 

In  the  case  of  films  made  in 
connection  with  an  inpatient, 
outpatient,  or  emergency  patient 
of  a  hospital,  the  licensing  regu¬ 
lations  of  the  state  require  that 
the  medical  record  (films)  be 
kept  on  file  for  a  minimum  of 
seven  years  following  discharge 
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of  the  patient.  If  the  patient  is  a 
minor,  records  should  be  kept 
on  file  at  least  two  years  after 
the  individual  has  reached  his 
majority. 

State  rules  provide  that  medi¬ 
cal  records  may  be  microfilmed 
immediately  after  completion. 
Microfilming  may  be  done  on  or 


MECO  program  active 

The  1974  Medical  Education — 
Community  Orientation  (MECO) 
program  in  central  and  eastern 
Pennsylvania  this  summer  has 
forty-nine  medical  students 
working  in  twenty-four  different 
communities. 

The  preceptor  program  of  the 
Student  American  Medical  Asso¬ 
ciation  has  placed  first  and  sec¬ 
ond  year  students  from  the  Uni¬ 
versity  of  Pennsylvania,  Hah¬ 
nemann  Medical  College  and 
Hospital,  Jefferson  Medical  Col¬ 
lege,  Temple  University  School 
of  Medicine,  Medical  College  of 
Pennsylvania,  Pennsylvania 
State  University  College  of  Medi¬ 
cine  (Hershey),  and  the  Philadel¬ 
phia  College  of  Osteopathic 


off  the  premises.  If  done  off  the 
premises,  the  hospital  must  take 
precautions  to  assure  the  safe 
keeping  of  the  records.  Legal 
counsel  has  determined  that 
reductions  of  x-rays  are  accept¬ 
able  and  can  be  admitted  as  evi¬ 
dence  in  court.  Reductions  may 
be  necessary  in  those  instances 
where  storage  space  is  at  a 
premium. 


Medicine  with  physicians  to  gain 
primary  care  experience. 


AT  THE  cornerstone  ceremonies  for 
Hahnemann  Medical  College's  new 
$34  million  building,  Joseph  R. 
DiPalma,  M.D.,  (front  left),  senior  vice 
president  and  dean  of  academic  af¬ 
fairs,  officiates  as  Hahnemann  of¬ 
ficials  and  state  and  national  dignitar¬ 
ies  look  on. 
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New  law  here  controls  in  transfusions 

ROBERT  L.  LAMB 
Director  of  Communications 


JAMA  citation  incomplete 


According  to  the  column, 
“Medicolegal  Rounds,”  in  the 
May  6  issue  of  the  Journal  of  the 
American  Medical  Association 
entitled  “Recent  Decisions  on  Li¬ 
ability  for  Transfusion  Hepatitis,” 
implied  warranties  were  reported 
to  exist  in  Pennsylvania  in  con¬ 
nection  with  blood  transfusions. 
It  cited  a  1970  Pennsylvania 
Supreme  Court  decision  that  said 
in  part  “even  if  a  blood  trans¬ 
fusion  is  found  to  be  a  service 
and  not  a  sale,  implied  warranties 
could  be  still  found  to  exist.” 

The  article  neglected,  howev¬ 
er,  to  follow  through  and  point  out 


that  in  1972  the  Pennsylvania 
General  Assembly  enacted 
House  Bill  1266  which  became 
Act  No.  9  upon  signature  by  the 
Governor.  Act  No.  9  states: 

“Notwithstanding  any  other 
law,  no  hospital,  blood  bank,  or 
other  entity  or  person  shall  be 
held  liable  for  death  or  injury 
resulting  from  the  lawful  trans¬ 
fusion  of  blood,  blood  compo¬ 
nents  or  plasma  derivatives,  or 
from  the  lawful  transplantation  or 
insertion  of  tissue,  bone,  or 
organs,  except  upon  a  showing  of 
negligence  on  the  part  of  such 
hospital,  blood  bank,  entity  or 


person.  For  the  purposes  of  this 
act,  negligence  shall  include  but 
not  be  limited  to  any  failure  to  ob¬ 
serve  accepted  standards  in  the 
collection,  testing,  processing, 
handling,  storage,  transpor¬ 
tation,  classification,  labeling, 
transfusion,  injection,  transplan¬ 
tation  or  other  preparation  or  use 
of  any  such  blood,  blood  compo¬ 
nents,  plasma  derivatives,  tissue, 
bone,  or  organs.  Specifically 
excluded  hereunder  is  any  liabili¬ 
ty  by  reason  of  implied  warranty 
or  any  other  warranty  not 
expressly  undertaken  by  the 
party  to  be  charged.” 

Society  legal  counsel  says  that 
while  this  new  law  has  not  yet 
been  tested  in  the  courts,  it  is 
controlling  in  Pennsylvania  and 
supersedes  the  Pennsylvania 
Supreme  Court  decision  of  1970 
cited  in  the  JAMA  article. 


Hershey’s  emergency  medicine  residency  grows 


The  residency  program  in 
emergency  medicine  initiated  at 
the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State 
University  last  summer  is  de¬ 
signed  to  fill  a  growing  need, 
especially  in  mid-state  Pennsyl¬ 
vania,  according  to  H.  Arnold 
Muller,  M.D.,  director  of  Her¬ 
shey’s  emergency  care  unit.  The 
three-year  residency  is  outpa¬ 
tient  and  ambulatory  care 
oriented. 

In  addition  to  fourteen  months 
of  emergency  care  unit  training, 
the  residents  will  spend  one 
month  in  ophthalmology,  neuro¬ 
surgery,  psychiatry,  coronary 
care,  intensive  care,  plastic  sur¬ 
gery,  dermatology,  otolaryngo¬ 
logy,  administration,  and  obstet¬ 
rics  and  gynecology.  They  will 
serve  two  months  in  anesthesia 
and  respiratory  care,  orthoped¬ 
ics,  and  electives;  and  three 
months  in  pediatrics.  A  final 
month  will  be  served  in  a  commu¬ 
nity  or  other  university  hospital 
emergency  care  unit. 
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The  faculty  is  composed  of  the 
chiefs  (or  their  representatives) 
of  the  various  clinical  and  an¬ 
cillary  service  departments. 
Emergency  care  unit  instruction 
is  provided  during  daily  rounds; 
x-ray,  conferences,  morbidity 
and  mortality  conferences;  and 
symposia. 

Knowledge  of  community, 
state,  and  national  emergency 
care  organizations  is  stressed. 
First  hand  experience  in  ambu¬ 
lance  units,  helicopter  transpor¬ 
tation,  training  of  emergency 
medical  technicians,  com¬ 
munication  systems,  and  public 
instruction  is  part  of  the  program. 

The  training  in  emergency 
medicine  made  available  through 
Hershey  and  its  affiliated 
teaching  hospitals  (such  as  Har¬ 
risburg  and  Polyclinic  Hospitals) 
is  expected  to  improve  the  man¬ 
agement  and  treatment  of  the  ac- 
cutely  ill  and  injured  in  Southcen¬ 
tral  Pennsylvania.  Residents  from 
the  departments  of  medicine, 
surgery,  and  family  practice  con¬ 


tinue  to  rotate  through  and  re¬ 
ceive  training  in  the  emergency 
care  unit  of  the  Hershey  medical 
center. 

ACP  announces  courses 

The  American  College  of 
Physicians  (ACP)  has  an¬ 
nounced  a  series  of  regional 
meetings  and  postgraduate 
courses  designed  for  internists 
and  physicians  in  related  spe¬ 
cialties. 

Edward  C.  Rosenow,  Jr.,  M.D., 
Philadelphia,  executive  vice 
president  of  ACP  said  the  meet¬ 
ings  serve  a  dual  purpose  by:  (1) 
providing  for  dissemination  of 
information  on  new  advances  in 
medical  research,  and  (2)  offer¬ 
ing  a  means  for  physicians  to 
report  investigative  work  and 
clinical  experiences. 

The  Western  Pennsyl¬ 
vania/West  Virginia  meeting  will 
be  held  October  11-12  in  Pitts¬ 
burgh.  The  Eastern  Pennsylvania 
regional  meeting  is  scheduled 
November  1-3  at  the  Hershey 
Hotel,  Hershey. 
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Welcome  to 
Portland,  Oregon 
for  the  28th 
Clinical  Convention 

November  30-December  4, 1974 


“In  this  age  of  specialization,  there’s 
a  vital  need  for  discussion  of  the 
broader  implications  of  new-found 
knowledge.  The  28th  AMA  Clinical  is 
designed  for  that  purpose. ..to  bring 
together  physicians  of  the  various 
specialties  to  study  and  discuss  the 
broader  aspects  of  medicine  as  they 
apply  to  their  practices.” 

Huldrick  Kammer,  M.D.,  Chairman 

Council  on  Scientific  Assembly 


For  further  details,  write: 

Circulation  &  Records  Dept. 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


The  Role 
of  the 

Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


“I  may  be  prejudiced,  but  I  am  \ 
very  much  in  favor  of  the  detail  men 
I  meet.  Most  of  them  are  knowledge-' 
able  about  the  drugs  they  promote 
and  can  be  a  great  help  in  acquaint¬ 
ing  me  with  new  medication.” 


Family  Physician’s  Perception 

I  think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I  have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na-  | 
tureof  my  practice.  They,  there- 
fore,  limittheir  discussion  as  much 
as  possible  to  the  areas  of  interest  : 
to  me.  Since  I  usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing  i 
with  health  problems  in  this  country^ 
there  is  a  potential  for  detail  men 
to  play  a  meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa¬ 
tives  and  salesmen  of  the  pharma¬ 
ceutical  industry  is  the  type  of  con¬ 
tact  that  people  in  a  medical  center 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihod 
on  a  somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I  person^ 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes¬ 
sionals.  Thus  they  could  be— and 
attimes  actually  are— dissemina¬ 
tors  of  useful  information.  They 
could  consistently  serve  a  real  edu¬ 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific¬ 
ally  sound  and  therefore  truly  use¬ 
ful— as  well  as  some  excellent  film: 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  thi: 


Is  He  a  Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a  great  fund  of  information 
about  the  drug  products  he  is  re¬ 
sponsible  for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I  exercise  some  caution.  I  usu¬ 
ally  accept  most  of  the  statements 
*and  opinions  that  I  find  in  the 
papers  and  studies  which  come 
from  the  larger  teachingfacilities. 

It  goes  without  saying  that  a  physi¬ 
cian  should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a  candidate  for  the 
position  as  a  sales  representative 
of  a  pharmaceutical  company 
should  be  a  graduate  pharmacist 
who  has  a  questioning  mind.  I  don’t 
Think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 

I  .particularly  in  the  fact  that  they 
disseminate  broadly  based  educa¬ 
tional  material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti¬ 
cal  companies  are  not  producing  all 
'  this  material  as  a  labor  of  love— 
they  are  in  the  business  of  selling 
:( products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti¬ 
vated  sales  representative  can 
exert  a  negative  influence  on  the 
practicing  physician,  both  by  pre¬ 
senting  a  one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
•  distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
is  a  representative  of  his  particular 
pharmaceutical  company,  he 
i;  should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen¬ 
sively.  It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con¬ 
stantly  reviewed  as  well  as  up¬ 
dated.  This  phase  of  the  sales  rep¬ 
resentative’s  education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I  am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a  great  deal  of  in¬ 
formation  about  the  products  they 
produce— information  about  indi¬ 
cations,  contraindications,  side 
effects  and  precautions.  Yet,  al¬ 
though  most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful¬ 
fil  I  their  important  function.  Inci¬ 
dentally,  I  feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur¬ 
geons  or  salesmen. 

Value  of  Sampling 

I  personally  am  in  favor  of 
limited  sampling.  I  do  not  use 
sampling  in  order  to  perform  clini¬ 
cal  testing  of  a  drug.  I  feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a  controlled  environment. 

I  do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I  do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I  get  to  seethe  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a  liquid 
form  I  take  the  time  to  taste  it.  In 
that  way  I  am  able  to  give  my  pa¬ 
tients  more  complete  information 
about  the  particular  medications 
that  I  prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a  continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo¬ 
tional  and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor¬ 
rective  criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ¬ 
ent  peer  review.  The  better  edu¬ 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar¬ 
maceutical  industry,  health  pro¬ 
fessionals  and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa¬ 
tion  on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an¬ 
swers  to  specific  questions  sup¬ 
plied  by  the  pharmaceutical  repre¬ 
sentative.  However,  that  informa¬ 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi¬ 
tioner  must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re¬ 
sponsibility  to  demand  that  the 
pharmaceutical  fcompany  and  its 
representatives  supply  a  high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a  high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I  challenge  the  industry  as 
a  whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE'  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg.  erythromycin  per  5-ml.  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 


400054 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


editorials 


State  Society  must  look  ahead 


Concern  and  displeasure  has  been  voiced 
around  the  state  regarding  the  recent  passage  of 
Act  29,  (formerly  S.B.  570),  theamendments to  the 
Pennsylvania  Optometric  Practice  Act,  and  the  way 
in  which  the  Pennsylvania  Medical  Society 
allegedly  handled  this  legislation.  The  State  Soci¬ 
ety  has  been  the  target  of  much  undeserved  criti¬ 
cism  in  this  matter. 

Introduced,  early  in  1973,  the  amendments 
permit  non-physicians  to  perform  certain  proce¬ 
dures  which  previously  were  limited  only  to 
licensed  ophthalmologists.  At  the  October  17, 1973, 
meeting  of  the  Board  of  Trustees  of  the  Pennsyl¬ 
vania  Medical  Society,  the  members  confirmed  ac¬ 
tion  to  introduce  legislation  for  the  Pennsylvania 
Academy  of  Ophthalmology  and  Otolaryngology  to 
amend  the  Pennsylvania  Optometric  Practice  Act  to 
require  referral  to  a  physician  in  certain  instances. 
These  include  among  others  double  vision,  perma¬ 
nent  or  temporary  loss  in  the  field  of  vision,  inflam¬ 
mation  of  or  about  the  eye,  or  presence  of  opacities 
in  the  ocular  media. 

The  Board  of  Trustees  action  was  referred  to  the 
Reference  Committee  on  Governmental  Relations 
of  the  1973  House  of  Delegates.  The  recommen¬ 
dation  of  the  Reference  Committee  was  to  oppose 
S.B.  570,  but  if  it  appeared  that  S.B.  570  had  suf¬ 
ficient  support  in  the  legislature,  the  Society  would 
then  offer  amendments  to  make  it  safer.  “We  feel 
that  under  the  circumstances,  the  Society  is  acting 
in  a  logical  legislative  manner  recognizing  that  the 
bill,  if  it  does  become  active,  should  be  amended 
further  which  is  the  feeling  of  your  committee 
— further,  your  committee  recommends  that  these 
additional  amendments  should  include  language 
similar  to  the  proposal  in  Supplemental  F  [Board  of 
Trustees  recommendation].” 

Lobbying  has  been  a  part  of  the  American  politi¬ 
cal  scene  since  the  days  of  Sam  Adams,  who  did 
most  of  his  wirepulling  from  the  Green  Dragon  Tav¬ 
ern  in  Boston.  Lobbyists  attempt  to  influence  leg¬ 
islation  but  have  no  direct  political  responsibility. 
They  may  do  so  by  simply  presenting  the  wants  and 
ideas  of  the  group  they  represent  to  the  legislator.  If 
the  situation  is  a  complex  one,  the  lobbyist  may 
provide  facts  and  opinions.  Most  of  all,  the  lobbyist 
disseminates  information  and  serves  as  an  expert 
in  the  field  he  represents.  Our  Pennsylvania  Medi¬ 


cal  Society  lobbyists  have  done  a  commendable  job 
in  this  respect.  There  are,  unfortunately,  instances 
in  which  personal  feelings  and  political  alliances 
enter  into  the  processes  of  lawmaking  and  no 
amount  of  lobbying  or  reason  can  change  opinions. 
Lawmakers  of  the  quality  of  Edmund  Ross,  who 
looked  into  his  own  political  grave  when  he  refused 
to  recognize  the  right  of  others  to  demand  that  he 
vote  either  for  or  against  the  conviction  of  Andrew 
Johnson,  are  rare. 

The  State  Society,  through  House  of  Delegates 
action,  clearly  opposed  the  amendments  to  the 
Pennsylvania  Optometric  Practice  Act.  Our  best  ef¬ 
forts  to  prevent  passage  of  this  bill  failed.  We  must 
now  turn  our  attention  to  ways  to  amend  and  modify 
the  law  instead  of  wasting  time  by  pointing  accus¬ 
ing  fingers  at  each  other. 

David  A.  Smith,  M.D. 

Medical  Editor 


. . .  About  all  I  need  to  know  today,  Vern,  is  where  I  can  get 
a  pair  of  sunglasses  like  that? 
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M.D.s  in  the  news 


William  P.  Coghlan,  M.D., 

chairman  of  the  department  of  sur¬ 
gery  at  the  Medical  Center  of  Bea¬ 
ver  County,  presented  a  paper 
recently  on  “Abdominal  aortic 
aneurysms  in  the  community  hospi¬ 
tal”  at  the  American  College  of  Sur¬ 
geons  meeting  at  White  Sulphur 
Springs,  W.  Va.  He  is  a  fellow  of  the 
American  College  of  Surgeons  and 
is  certified  by  the  American  Board 
of  Surgery  and  the  American  Board 
of  Thoracic  Surgery. 

Leonardo  Magran,  M.D.,  Melrose 
Park,  has  been  appointed  chairman 
of  the  division  of  child  psychiatry  at 
the  Northern  Division,  Albert  Ein¬ 
stein  Medical  Center.  He  is  a  fellow 
of  the  American  Academy  of  Child 
Psychiatry  and  the  American  Psy¬ 
chiatric  Association. 


DR.  MAGRAN  DR.  SCHEIE 


president  of  the  Philadelphia 
County  Medical  Society  and  the 
Philadelphia  Academy  of  Surgery. 

Aaron  Bannett,  M.D.,  Philadel¬ 
phia,  has  accepted  the  permanent 
chairmanship  of  the  division  of  sur¬ 
gery  at  Albert  Einstein  Medical 
Center,  Northern  Division.  He  is 
clinical  associate  professor  in  sur¬ 
gery  at  Temple  University  School  of 
Medicine.  Dr.  Bannett  has  headed 
Northern  Division’s  surgical  trans¬ 
plant  unit  since  its  inception  in 
1966.  He  is  chairman  of  the 
Transplant  Committee,  Greater  Del¬ 
aware  Valley  Regional  Medical  Pro¬ 
gram,  president  of  the  Greater  Del¬ 
aware  Valley  Society  of  Transplant 
Surgeons,  and  a  member  of  the 
board  of  directors  of  the  Delaware 
Valley  Kidney  Foundation. 


DR.  BANNETT 


DR.  MEYER 


Harry  Prystowsky,  M.D.,  provost 
and  dean  of  the  Milton  S.  Hershey 
Medical  Center,  Pennsylvania  State 
University,  has  been  appointed  to 
Governor  Shapp’s  Committee  on 
Health  Education. 

John  Silverio,  M.D.,  Berwyn, 
spoke  recently  over  the  Louisiana 
Hospital  television  closed  circuit 
medical  education  unit  beamed  to 
fourteen  hospitals  in  the  state  of 
Louisiana.  Two  of  the  three  pro¬ 
grams  employed  a  “talk  back” 
system  enabling  two-way  com¬ 
munication  with  the  receiving  hos¬ 
pitals.  Dr.  Silverio,  who  is  Wyeth’s 
director  of  clinical  nutrition,  is  a 
fellow  of  the  American  Academy  of 
Pediatrics  and  assistant  professor 
of  pediatrics  at  the  University  of 
Pennsylvania  School  of  Medicine. 


DR.  SILVERIO  DR.  ASBURY 


Harold  G.  Scheie,  M.D.,  chairman 
of  the  department  of  ophthalmology 
of  the  University  of  Pennsylvania 
School  of  Medicine  and  director  of 
the  Scheie  Eye  Institute  was  the  re¬ 
cipient  of  an  Horatio  Alger  Award 
presented  by  the  American  Schools 
and  Colleges  Association  in  New 
York  recently.  The  awards  are  made 
to  people  in  all  walks  of  life  whose 
careers  typify  results  of  individual 
initiative,  work,  and  honesty.  Young 
college  leaders  and  college  presi¬ 
dents  select  recipients  to  reinforce 
the  concept  that  basic  principles 
still  count  in  the  lives  of  American 
leaders. 

John  Y.  Templeton,  III,  M.D., 

Rosemont,  was  guest  speaker  at  the 
Benjamin  Lipshutz  Memorial  Sur¬ 
gical  Lectureship  at  the  Daroff 
Division  of  the  Albert  Einstein  Medi¬ 
cal  Center,  Philadelphia,  recently. 
Dr.  Templeton  is  professor  of  sur¬ 
gery  at  Jefferson  Medical  College, 
Thomas  Jefferson  University,  and 


Harold  Meyer,  M.D.,  has  been  ap¬ 
pointed  chairman  of  the  division  of 
pediatrics  at  Albert  Einstein  Medi¬ 
cal  Center’s  Northern  Division.  He 
is  associate  professor  of  pediatrics 
and  of  community  medicine  at 
Temple  University  School  of  Medi¬ 
cine  and  attending  physician  at  St. 
Christopher’s  Hospital  for  Children. 

T.  Terry  Hayashi,  M.D.,  Pitts¬ 
burgh,  has  been  appointed 
chairman  of  the  department  of  ob¬ 
stetrics  and  gynecology  at  the  Uni¬ 
versity  of  Pittsburgh  School  of  Med¬ 
icine  and  chief  of  obstetrics  and  gy¬ 
necology  at  Magee-Womens  Hospi¬ 
tal,  University  Health  Center  of 
Pittsburgh.  He  is  a  member  of  the 
American  College  of  Obstetricians 
and  Gynecologists,  the  American 
Gynecological  Society,  the  Society 
for  Gynecologic  Investigation,  and 
the  American  Society  of  Biological 
Chemists.  He  is  a  diplomate  and  ex¬ 
aminer  of  the  American  Board  of 
Obstetrics  and  Gynecology. 


The  neurology  department  at  the 
University  of  Pennsylvania  School 
of  Medicine  has  a  new  professor 
and  chairman,  Arthur  K.  Asbury, 
M.D.,  who  comes  from  the  neurolo¬ 
gy  department  of  the  University  of 
California  in  San  Francisco.  He 
succeeds  Lewis  P.  Rowland,  M.D., 
who  left  his  post  to  become 
chairman  of  neurology  at  Columbia 
University.  Dr.  Asbury  has  brought 
with  him  two  former  members  of  the 
San  Francisco  faculty:  Austin  J. 
Sumner,  M.D.,  who  will  be  assistant 
professor  of  neurology  specializing 
in  the  physiology  of  peripheral 
nerve  disease,  and  Mark  J.  Brown, 
M.D.,  associate  in  neurology,  whose 
main  interest  is  in  nerve  damage 
from  diabetic  neuropathy.  Dr.  As¬ 
bury  is  a  fellow  of  the  American 
Academy  of  Neurology.  He  is  a 
member  of  the  American  Neurolo¬ 
gical  Association,  the  American 
Association  of  Neuropathologists, 
and  the  Society  of  Neuroscience. 
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An  Allentown  physician,  Francis 
M.  Krakowski,  M.D.,  has  been  ap¬ 
pointed  as  one  of  the  first  scholars 
of  the  Robert  Wood  Johnson 
Clinical  Scholars  Program  at  the 
University  of  Pennsylvania  School 
of  Medicine.  The  foundation  has 
given  a  $720,099  three-year  grant 
for  physician  training  to  develop 
health  care  delivery  and  education¬ 
al  systems.  Samuel  P.  Martin  III, 
M.D.,  professor  of  community  medi¬ 
cine  and  health  care  systems,  will 
direct  the  program. 

Carl  W.  Konvolinka,  M.D.,  as¬ 
sociate  in  the  department  of  sur¬ 
gery  at  Geisinger  Medical  Center, 
has  been  elected  vice  chairman  of 
the  Susquehanna  Emergency  Medi¬ 
cal  Services  Council.  He  is 
chairman  of  the  Geisinger  Disaster 
and  Emergency  Room  Committee 
and  director  of  trauma  services. 

Herbert  Kaufmann,  M.D.,  radio- 
logist-in-chief  at  Childrens’  Hospital 
of  Philadelphia  and  professor  of 
radiology  at  the  University  of  Penn¬ 
sylvania  School  of  Medicine,  pre¬ 
sented  two  papers  recently — one  at 
the  European  Society  for  Pediatric 
Radiology  in  Helsinki,  Finland — the 


Doris  G.  Bartuska,  M.D.,  East 
Falls,  and  Sunder  H.  Mansukhani, 
M.D.,  Wynnewood,  were  recipients 
of  Christian  R.  and  Mary  F.  Lind- 
back  awards  for  distinguished 
teaching  at  the  Medical  College  of 
Pennsylvania’s  recent  commence¬ 
ment  ceremonies.  Dr.  Bartuska  is 
associate  professor  of  medicine 
and  assistant  professor  of  patholo¬ 
gy,  and  Dr.  Mansukhan  is  assistant 
professor  of  pathology  at  MCP. 

Hobart  A.  Reimann,  M.D.,  has 
received  the  Reverend  Clarence  E. 
Shaffrey,  S.  J.  Award  from  the  Medi¬ 
cal  Alumni  Association  of  St. 
Joseph’s  College  for  his  contribu¬ 
tions  in  the  fields  of  viral  and 
mycoplasmal  pneumonias,  periodic 
disorders,  and  viral  dysentery.  He  is 
associate  director  of  medical  affairs 
and  professor  of  medicine  at  Hah¬ 
nemann  Medical  College  and  Hos¬ 
pital. 

Peter  Randall,  M.D.,  director  of 
Facial  Reconstruction  Center  at 
Childrens’  Hospital  of  Philadelphia 


other  was  the  Leo  G.  Rigler  Lecture 
in  Tel  Aviv,  Israel. 

Simon  Kramer,  M.D.,  chairman  of 
the  department  of  radiation  therapy 
and  nuclear  medicine  at  Jefferson 
Medical  College,  Thomas  Jefferson 
University,  will  direct  a  three-year 
study  for  the  American  College  of 
Radiology  to  evaluate  radiation 
treatment  for  cancer  and  set  up 
treatment  guidelines.  The  study  has 
been  made  possible  by  a  National 
Cancer  Institute  grant. 

John  A.  Waldhausen,  M.D., 
chairman  of  the  department  of  sur¬ 
gery  at  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Uni¬ 
versity,  has  been  elected  president 
of  the  central  Pennsylvania  chapter 
of  the  American  College  of  Sur¬ 
geons  (ACS).  William  DeMuth,  M.D., 
professor  of  surgery,  was  reelected 
to  the  board  of  governors  of  ACS. 

Alfred  M.  Bongiovanni,  M.D.,  en¬ 
docrinologist  at  Childrens’  Hospital 
of  Philadelphia,  has  been  named 
chairman  of  the  Council  of  the 
American  Pediatric  Society,  Inc.  He 
is  professor  of  pediatrics  at  the  Uni¬ 
versity  of  Pennsylvania  School  of 
Medicine. 

Special  Citations  — 

and  professor  of  plastic  surgery  at 
the  University  of  Pennsylvania 
School  of  Medicine,  is  the  recipient 
of  the  American  Cleft  Palate  Associ¬ 
ation’s  Service  Award.  He  is  the 
first  plastic  surgeon  to  receive  this 
honor. 

George  P.  Rosemond,  M.D., 

professor  of  surgery  at  Temple  Uni¬ 
versity  Health  Sciences  Center,  has 
received  the  1974  Humanitarian 
Award  from  the  Philadelphia  Divi¬ 
sion  of  the  American  Cancer  Soci¬ 
ety.  Dr.  Rosemond  is  past  president 
of  the  Pennsylvania  Medical  Society 
and  vice  president  and  president 
elect  of  the  National  American 
Cancer  Society. 

Ira  W.  Gabrielson,  M.D.,  Newton 
Square,  has  been  named  an  Out¬ 
standing  Educator  of  America  for 
exceptional  service,  achievement, 
and  leadership  in  the  field  of  educa¬ 
tion.  He  is  professor  and  chairman 
of  the  department  of  community  and 
preventive  medicine  at  Medical 
College  of  Pennsylvania. 


Erwin  R.  Smarr,  M.D.,  Wyn¬ 
newood,  has  been  appointed 
director  of  professional  education 
of  the  Philadelphia  Psychiatric 
Center.  He  is  assistant  clinical 
professor  of  psychiatry  at  Jefferson 
Medical  College,  Thomas  Jefferson 
University,  director  of  professional 
education  at  Haverford  State  Hospi¬ 
tal,  and  attending  psychiatrist  at 
Bryn  Mawr  Hospital. 

Joseph  Leighton,  M.D.,  professor 
and  chairman  of  the  department  of 
pathology  at  Medical  College  of 
Pennsylvania,  has  been  appointed 
to  a  four-year  term  on  the  National 
Scientific  Advisory  Committee  for 
Diagnosis  and  Therapy  for  the 
American  Cancer  Society. 

John  Paul  Brady,  M.D.,  has 
become  permanent  chairman  of  the 
psychiatry  department  at  the  Uni¬ 
versity  of  Pennsylvania  School  of 
Medicine,  succeeding  Albert  J. 
Stunkard,  M.D.  He  has  also  been 
named  Kenneth  E.  Appel  Professor 
of  Psychiatry.  He  is  co-founder  and 
associate  editor  of  Behavioral  Ther¬ 
apy  and  has  done  extensive  work  in 
the  application  of  behavior  therapy 
in  treating  stuttering. 


Paul  T.  Milnamow,  M.D.,  presi¬ 
dent  of  the  medical  staff  of  St. 
Luke’s  and  Children’s  Medical 
Center,  Philadelphia,  has  been 
awarded  the  Legion  of  Merit  for  ex¬ 
ceptional  conduct  in  the  U.S.  Medi¬ 
cal  Corps  for  t,he  past  thirty  years. 
He  was  cited  for  having  “contrib¬ 
uted  significantly  to  the  overall  suc¬ 
cess  of  the  mission  of  supervising 
the  control  and  training  of  subordi¬ 
nate  medical  units. 

Walter  P.  Bitner,  M.D.,  Harrisburg 
radiologist,  was  honored  recently 
by  having  the  keynote  oration  at  the 
annual  meeting  of  the  Pennsylvania 
Radiological  Society  at  the  Hershey 
Hotel  dedicated  to  him.  Dr.  Bitner  is 
director  of  the  School  of  Radiologic 
Technology  at  Harrisburg  Hospital. 

John  A.  Hargleroad,  M.D., 

director  of  university  health  serv¬ 
ices  at  Pennsylvania  State  Universi¬ 
ty,  has  been  elected  to  fellowship  in 
the  American  College  Health  Asso¬ 
ciation. 
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Coming  next  montlt— 


a  new  continuing 
medical  education 

reference 


PENNSYLVANIA  MEDICINE’S  own 

continuing  medical  education 

supplement 

will  contain: 

1 .  Announcements  (by  location)  of  most  of  the  continuing  medical  education  ac¬ 

tivities  that  will  be  held  this  fall  in  Pennsylvania. 

2.  Calendar  Listings  of  the  Category  One  education  activities. 

3.  Subject  Index  to  help  you  locate  educational  activities  in  your  particular 

specialty. 

Watch  for  the  September  edition  of  PENNSYLVANIA  MEDICINE! 

Locate  the  continuing  medical  education  supplement  on  special  pages. 

File  the  supplement  for  future  reference. 

For  more  information,  contact:  Council  on  Education  and  Science 

Pennsylvania  Medical  Society 
20  Erford  Rd. 

Lemoyne,  Pa.  17043 


Continuing  education. . . 

now  a  PMS  membership  requirement 


* 


« 
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cardiovascular  brief 


I.  Scientific 
Sessions 

The  role  of  the  practitioner  in  the  treatment 
and  preventative  management  of  car¬ 
diovascular  disease  is  the  theme  of  the  24th 
Annual  Scientific  Sessions  of  the  American 
Heart  Association,  Pennsylvania  Affiliate. 

II.  Time/Place 

The  sessions  will  be  held  September  27-28, 
from  9:00  A.M.  to  4:30  P.M.,  at  the  Hershey 
Motor  Lodge  and  Convention  Center  (opposite 
the  Medical  Center),  Hershey,  Pa. 

III.  Subjects 

Presentations  and  discussion  of  cases  will 
cover: 

A 

«  Hypertension 

1.  Epidemiology 

2.  Diagnostic  Evaluation 

3.  Pharmacologic  Treatment 

•  Hyperlipidemia 

1.  Recognition  of  Clinical  Forms 

2.  Treatment 

c 

•  Arrhythmias 

1.  Recognition 

2.  Ventricular  and  Atrial  Arrhythmias 
in  the  Coronary  Care  Unit 

3.  Preventative  Approach  to  Serious 
Arrhythmias 

4.  Epidemiology  of  Sudden  Death 


IV.  Faculty 

James  H.  Gault,  M.D.,  Lancaster,  Chairman 
J.  Thomas  Bigger,  Jr.,  M.D.,  New  York  City 
Karl  Engelman,  M.D.,  Philadelphia 
Arthur  H.  Hayes,  Jr.,  M.D.,  Hershey 
John  A.  Kastor,  M.D.,  Philadelphia 
Marvin  Moser,  M.D.,  White  Plains,  N.  Y. 
Arthur  J.  Moss,  M.D.,  Rochester,  N.  Y. 

Robert  S.  Shulman,  M.D.,  Bethesda 
Milford  G.  Wyman,  M.D.,  San  Pedro,  Cal. 
Robert  Zelis,  M.D.,  Hershey 

V.  Credits 

This  continuing  medical  education  activity  is 
acceptable  for  14  credit  hours  in  Category  I  for 
the  Physician’s  Recognition  Award  of  the 
AM  A  and  PMS;  14  hours  of  elective  credit  by 
the  AAFP;  14  hours  of  credit  by  the  ACGP  in 
Osteopathic  Medicine  and  Surgery. 

VI.  Fee 

Registration  fee:  $40  plus  luncheons,  if  desired, 
at  $6  each.  Medical  students,  residents  and  in¬ 
terns  are  exempt  from  the  registration  fee. 

Contact 

American  Heart  Asso¬ 
ciation,  Pennsylvania 
Affiliate,  at  P.O.  Box 
2435,  Harrisburg,  Pa. 

1 7 1 05  ...  or  your  local 
Chapter. 
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Health  care  in  Pennsylvania — 1974 


the  position  of  the  Pennsylvania  Medical 
Society  as  presented  to  the  major  politi¬ 
cal  parties  in  the  state  for  their  consider¬ 
ation  in  the  drafting  of  their  respective 
party  platforms  as  they  relate  to  the 
health  care  of  the  people  of  the  Common¬ 
wealth  adopted  by  the  Board  of  Trustees 
and  Councilors  May  15,  1974. 


Strong  Department  of  Health 

Fundamental  to  the  health  of  the  citizens  of  the  Com¬ 
monwealth  is  the  establishment  and  maintenance  of  a 
strong  Department  of  Health.  Since  1948,  the  Pennsyl¬ 
vania  Medical  Society  has  advocated  a  stronger 
Department  of  Health.  Implicit  in  this  statement  is  the 
return  to  the  jurisdiction  of  the  department  of  all  health 
services.  In  this  regard  there  have  been  some  encour¬ 
aging  changes,  which  include  transfer  of  the  licensing 
of  hospitals  and  the  Hill-Burton  operation  to  the  Depart¬ 
ment  of  Health.  There  is  also  the  proposal  under  discus- 


DEPARTMENT  OF  HEALTH 
HARRISBURG 


sion  of  moving  the  health  professions’  licensing  boards 
to  the  Department  of  Health. 

The  Pennsylvania  Medical  Society  calls  for  the  ade¬ 
quate  staffing  of  the  Department  of  Health  with  health 
professionals.  It  views  the  secretaryship  not  as  a  politi¬ 
cal  plum,  but  as  a  vital  link  in  maintaining  the  safety 
and  health  of  the  citizens  of  the  Commonwealth.  The 
office  of  the  Secretary  of  Health  requires  a  skilled,  expe¬ 
rienced,  properly  trained  and  qualified  doctor  of  medi¬ 
cine.  The  Pennsylvania  Medical  Society  urges  that  the 
Department  of  Health  and  the  office  of  the  secretary  be 
given  the  priority  required  by  the  health  needs  of  the  citi¬ 
zens. 


Physician  Distribution 

The  Pennsylvania  Medical  Society  reports  that  there 
is  an  uneven  clustering  of  physicians  in  the  Common¬ 


wealth.  The  trend  toward  specialization  in  the  pursuit  of 
quality  medical  care  has  been  encouraged  by  third 
party  payment  mechanisms,  federal  government  sub¬ 
sidies,  and  prestige  in  the  eyes  of  the  public  and  the 
profession.  This  has  resulted  in  a  downward  trend  in 
the  number  of  family  practitioners  in  the  nation  and 
Pennsylvania.  Anecdotal  evidence,  the  requests  to  the 
Society’s  Physician  Placement  Service,  and  most 
studies  that  have  been  done  point  to  a  need  for  addi¬ 
tional  numbers  of  family  physicians  in  Pennsylvania  and 
the  nation  as  a  whole. 

There  is  also  a  geographic  maldistribution  of 
physicians.  This  is  less  certain  than  specialty  maldis¬ 
tribution,  because  physician-to-population  ratios  based 
on  county  lines  do  not  reflect  referral  patterns,  but  the 
bulk  of  the  evidence  available  points  to  a  geographic 
maldistribution. 

In  brief  Pennsylvania  needs:  (1)  more  primary  care 
physicians,  and  (2)  more  physicians  in  rural  areas. 

The  solutions  we  propose  are  designed  to  not  only 
ensure  adequate  numbers  of  family  physicians  and 
more  physicians  in  rural  areas,  but  to  retain  also  a 
greater  number  of  these  types  of  physicians  in  Pennsyl¬ 
vania. 

(1)  There  should  be  a  family  physician  on  medical 
school  admissions  committees;  special  consid¬ 
eration  should  be  given  by  admission  com¬ 
mittees  to  Pennsylvania  residents  and  espe¬ 
cially  those  from  rural  areas.  Tuition  should  be 
higher  for  out-of-state  students. 

(2)  There  should  be  family  practice  departments 
in  all  Pennsylvania  medical  schools  and  efforts 
made  or  continued  to  expose  medical  school 
students  to  community  medicine  in  their  under¬ 
graduate  years. 

(3)  The  number  of  graduate  medical  education 
slots  available  to  train  family  practice  resi¬ 
dents  should  be  increased;  medical  schools 
should  affiliate  with  community  hospitals  to  re- 
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distribute  residencies  around  the  state;  com¬ 
munity  hospitals  should  seek  affiliation  with 
medical  schools. 

(4)  There  should  be  demonstration  money  from 
the  legislature  to  establish  family  practice 
residencies  in  need  areas. 

(5)  There  should  be  locum  tenens  arrangements 
between  rural  physicians  and  medical  schools. 

Although  all  of  the  above  recommendations  play  a 
role  in  redistributing  physicians  in  the  Commonwealth 
to  serve  the  areas  of  need,  probably  none  is  more  im¬ 
portant  than  the  redistribution  of  residency  programs. 
Residencies  are  much  more  important  than  the  home 
state  or  the  location  of  the  medical  school  in  deter¬ 
mining  where  a  physician  will  practice.  A  large  majority 
of  the  graduates  of  a  residency  will  practice  in  the 
same  state  as  the  residency;  most  of  these  will  practice 
in  the  same  general  geographic  area.  Such  consider¬ 
ations  are  the  basis  of  state  funding  for  the  Indiana 
Plan  of  Medical  Education  and  similar  efforts  being 
made  in  other  states. 

It  is  interesting  to  note  that  in  terms  of  the  total 
number  of  practicing  physicians  in  Pennsylvania,  the 
Commonwealth  would  appear  on  the  basis  of  federal 
statistics  to  be  above  the  national  average.  The 
problem  is  one  of  getting  the  right  physician  to  the  right 
place  at  the  right  time. 

Financing 

The  Pennsylvania  Medical  Society  recognizes  that 
the  financing  of  a  medical  education  is  the  most  costly 
of  all  the  professions.  The  Institute  of  Medicine  of  the 
National  Academy  of  Sciencesin  March  of  this  year  put 
the  cost  of  a  medical  education  at  $12,650  a  year  per 
student.  The  Association  of  American  Medical  Colleges 


gave  a  range  of  $16,000  to  $26,000.  Due  to  the 
unrelenting  expansion  of  medical  knowledge,  this 
problem  will  grow.  Increased  state  and  federal  money 
will  be  needed  if  we  are  to  produce  an  adequate  supply 
of  physicians.  The  alternative  would  be  to  restrict  the 
profession  to  sons  and  daughters  of  the  rich.  The 
dilemma  for  public  officials  will  be  to  find  that  balance 


of  public  funds  to,  and  accountability  of,  medical 
schools  and  medical  students  which  encourages  enroll¬ 
ment  but  does  not  smother  the  profession  with  discrimi¬ 
natory  and  capricious  regulations.  We  must  develop 
formulas  which  encourage  the  production  of  sufficient 
numbers  and  kinds  of  physicians  to  handle  the 
requirements  of  the  Commonwealth,  but  do  not  destroy 
the  academic  freedom  of  our  medical  schools.  To  less¬ 


er  degrees,  federal  and  state  governments  supply  aid 
to  public  and  private  colleges  and  universities  training 
lawyers,  architects,  engineers,  teachers,  and  other  pro¬ 
fessions;  but  presently  there  is  required  no  special  ac¬ 
countability  from  these  persons  other  than  their 
payment  of  taxes. 

Medical  Practice  Act 

One  of  the  constitutional  duties  of  government  is  to 
protect  its  citizens  in  areas  where  they  could  not  be  ex¬ 
pected  to  protect  themselves.  It  is  under  such  authority 
that  the  profession  of  medicine  is  a  licensed  profession 
controlled  by  the  Medical  Practice  Act.  The  age  of  con¬ 
sumers  notwithstanding,  it  is  the  Pennsylvania  Medical 
Society  which  twice  in  the  past  ten  years  has  come  to 
the  legislature  and  recommended  the  act  be  brought  up 
to  date  to  adequately  protect  both  the  profession  and 
the  public.  Such  a  revised  act  carries  with  it  increased 
disciplinary  powers  and  a  consumer  member  of  the  med¬ 
ical  board.  The  Society  has  once  again  evidenced  its 
concern  by  drafting  and  securing  passage  of  this  legisla¬ 
tion  (House  Bills  759  and  760.) 

The  Society  reiterates  its  position  taken  on  January 
10,  1973,  by  the  Board  of  Trustees  calling  for  adequate 
funding  and  staffing  of  the  medical  board.  Unenforced 
legislation  can  be  worse  than  none  at  all,  for  it  cheats 
the  public  by  promising  protection  which  is 
undelivered.  There  is  no  more  scathing  indictment  of 
the  present  inadequacies  of  the  Bureau  of  Professional 
Occupation  and  Licensure  than  the  testimony  given  by 
the  former  commissioner  Vincent  Fumo  before  Insu'r- 
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ance  Commissioner  Denenberg  at  his  health  care 
hearings  in  Philadelphia  on  September  25,  1972.  There 
is  no  evidence  that  the  situation  he  described  has 
improved  since. 

Let  the  record  clearly  show  that  the  Pennsylvania 
Medical  Society  has  been  a  lone  voice  calling  for  the 
adequate  funding  and  staffing  of  the  medical  board.  Let 
the  record  show  that  in  this  regard  the  State  Society 
has  been  the  only  true  consumer  advocate.  Let  the 
record  show  that  the  Pennsylvania  Medical  Society  has 
lobbied  both  on  the  Hill  and  with  the  administration  to 
provide  substance  to  the  form  of  the  Medical  Practice 
Act.  Let  the  record  show  that  in  election  year  1974,  the 
Medical  Society  again  calls  upon  both  parties  to  put 
consumers  first  by  adequately  funding  and  staffing 
boards  of  licensure  for  not  only  the  health  professions, 
but  all  occupations  and  professions. 

Physicians’  Assistants 

The  Pennsylvania  Medical  Society  recognizes  that 
specially  trained  medical  personnel  can,  with  proper 
supervision,  help  a  physician  give  comprehensive  med¬ 
ical  care  to  his  patients  and  in  some  cases  even 
increase  the  number  of  patients  served.  In  1971  the 
Pennsylvania  Medical  Society  joined  the  American 
Medical  Association  and  the  American  Hospital  Associ¬ 
ation  in  calling  for  a  moritorium  on  licensure,  such 
moritorium  to  include  the  licensing  of  physicians’  assist¬ 
ants.  Does  this  mean  these  organizations  are  against 
PAs?  No.  As  a  matter  of  fact,  the  AMA  has  prepared  with 
various  specialty  boards  the  “essentials”  for  an 
approved  curriculum  for  physicians’ assistants.  A  national 
certifying  exam  for  PAs  has  been  developed  under  the 
supervision  of  organized  medicine. 


Immunity  For  Peer  Review 

In  this  election  year  and  the  years  ahead  you  will 
hear  the  term  “peer  review”  increasingly.  It  refers  to 
physicians,  frequently  by  specialty,  reviewing  the  work 
of  their  peers.  The  Pennsylvania  Medical  Society  is  a 
leader  in  peer  review,  having  published  the  first  booklet 
on  utilization  review  committees  back  in  1958. 
Subsequently  it  organized  physician  review  committees 
from  groups  of  hospitals  to  review  problem  cases  for 
Blue  Cross  of  Western  Pennsylvania.  Today  one  form  of 
peer  review  carried  out  by  the  Pennsylvania  Medical 
Society  occurs  in  twenty-one  specialty  committees 
provided  by  the  specialty  societies  in  Pennsylvania  to 
review  disputed  claims  submitted  by  third  parties. 

The  arena,  however,  in  which  the  public  will  hear  the 
most  about  peer  review  will  be  in  the  317  hospitals  in 
Pennsylvania. 

Already  the  vast  majority  of  these  hospitals  are  con¬ 
ducting  types  of  review  aided  by  computer  statistical 
services,  such  as  the  Commission  on  Professional  and 
Hospital  Activities  from  Ann  Arbor,  Michigan,  and  the 
Hospital  Utilization  Project  from  Pittsburgh.  These  serv-  ¥ 
ices  provide  summaries  of  the  medical  activities  in  the 
subject  hospital.  Through  these  statistical  reports  it  is 
possible  to  determine,  for  example,  the  average  length 
of  stay  for  a  type  of  operation  or  medical  condition  and 
to  compare  it  to  other  similar  hospitals. 

These  services  also  can  take  data  abstracted  from 
the  medical  record  and  display  it  in  the  form  of  a  peri-  - 
odic  medical  audit  so  that  the  medical  staff  may  view  in 
total  how  it  is  handling  various  surgical  procedures  and 
medical  conditions. 

There  are  several  reasons  why  you  will  become  in¬ 
creasingly  aware  of  peer  review.  One  of  these  is  the 
fact  that  the  vast  majority  of  hospitals  in  Pennsylvania 
voluntarily  seek  accreditation  from  the  Joint  Commis¬ 
sion  on  the  Accreditation  of  Hospitals.  In  1970  the  Joint  „ 
Commission  revised  its  standards  to  require  that  hospi¬ 
tal  medical  staffs  be  able  to  document  that  they  are 
systematically  reviewing  the  performance  of  the  medi¬ 
cal  staff. 

A  second  reason  that  you  will  hear  more  about  peer 
review  is  the  fact  that  the  federal  government,  as  a 
purchaser  of  medical  services  for  millions  of  Ameri-  k 
cans,  is  in  a  position  to  dictate  the  terms  under  which  it 
will  purchase  these  services.  In  1972  one  of  a  large 
number  of  amendments  which  passed  Congress 
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amending  the  Social  Security  Act  was  Section  249F, 
known  within  the  profession  as  the  Bennett  Amend- 

.  ment.  This  amendment  requires  that  review  organiza¬ 
tions  be  set  up  across  the  state  (twelve  areas  in  Penn¬ 
sylvania)  composed  of  practicing  medical  doctors  and 
osteopaths  whose  responsibility  it  will  be  to  review  the 
quality  of  care  provided  to  government  beneficiaries  in 
the  hospitals  in  their  Professional  Standards  Review 
Organization  (PSRO)  area.  While  final  review  authority 
lies  outside  the  walls  of  the  hospital  in  the  PSRO  area, 
the  PSRO  is  empowered  to  authorize  the  hospital  medi¬ 
cal  staff  to  carry  out  its  own  peer  review,  provided  that 
review  meets  the  standards  of  the  PSRO. 

These  several  paragraphs  have  brought  us  down  to 
the  core  of  the  peer  review  which  must  take  place 
within  each  hospital.  If  such  peer  review  is  to  work,  the 
physicians  on  that  staff  must  be  free  to  review  peer  per¬ 
formance  objectively  and  to  make  the  necessary  rec¬ 
ommendations  on  education  programs  and  perhaps 
even  restriction  of  privileges  for  some  physicians.  To 
carry  out  this  peer  review,  they  must  not  labor  under 
the  fear  of  suit.  Immunity  from  suit  must  be  provided  for 

*  physicians  engaged  in  legitimate  peer  review  activity, 
and  peer  review  records  must  be  protected.  The  Penn¬ 
sylvania  Medical  Society  has  secured  passage  of  HB 

.  1729  which  provides  peer  review  immunity.  Passage  of 

this  bill  permits  not  only  proper  functioning  of  peer 
review  committees  in  hospitals,  but  also  aids  peer 
review  activities  of  county  medical  societies  and  the 
Pennsylvania  Medical  Society  with  regard  to  enforce¬ 
ment  of  medical  ethics  and  will  ultimately  aid  the  en¬ 
forcement  of  the  Medical  Practice  Act. 

Pennsylvania  Medical  Care  Foundation 

The  Pennsylvania  Medical  Care  Foundation  is  a 
nonprofit  corporation  organized  by  PMS  to  represent 

•  its  physicians  in  the  design  and  operation  of  cost  and 
quality  control  programs. 

On  June  10,  1973,  the  PMS  House  of  Delegates  as¬ 
signed  to  the  Foundation  the  responsibility  as  Society 
spokesmen  for  PSRO.  On  April  1,  1974,  the  Foundation 
entered  into  a  contract  with  HEW  to  establish  the  first 
statewide  Peer  Review  Advisory  Center.  The  nearly 
quarter  of  a  million  dollar,  year-long  contract  calls  for 
the  Foundation  to  help  the  twelve  PSRO  areas  in  Penn¬ 
sylvania  get  organized  and  to  provide,  upon  request, 
assistance  to  hospital  medical  staffs  in  the  design  and 
implementation  of  utilization  review  and  quality  ap¬ 
praisal  systems  which  will  synchronize  with  the 
requirements  for  the  PSROs. 

The  House  of  Delegates  also  authorized  the  Founda¬ 
tion  to  be  its  spokesman  on  the  subject  of  predischarge 
utilization  review  (PDUR)  with  the  Department  of  Wel¬ 
fare. 

Continuing  Education 

The  Pennsylvania  Medical  Society  is  a  leader  in  con¬ 
tinuing  medical  education.  By  amending  its  bylaws  in 
1971  to  require  that  physicians  continue  their  medical 
education  if  they  wish  to  remain  members  in  good 
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standing  of  the  Pennsylvania  Medical  Society,  PMS 
became  the  second  state  medical  society  in  the  country 
to  demand  continuing  education  of  its  members.  The  in¬ 
struments  adopted  by  the  Society  as  fulfilling  this 
requirement  are  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association  and  the  "Certification 
for  Re-election”  of  the  American  Academy  of  Family 
Physicians.  The  AMA  Physician’s  Recognition  Award 
calls  for  a  minimum  of  150  hours  of  continuing  education 
every  three  years,  of  which  sixty  hours  must  be  in  Cate¬ 
gory  One  credits  available  only  from  accredited  institu¬ 
tions. 

The  Pennsylvania  Medical  Society  notes  that  a  trend 
emerging  among  the  national  specialty  boards  in  their 
discussions  of  recertification  is  the  inclusion  of  a  con¬ 
tinuing  education  requirement.  The  Society  sees  con¬ 
tinuing  education  as  the  most  viable  instrument  cur¬ 
rently  available  to  promote  and  ensure  the  continued 
scientific  advancement  of  practicing  physicians.  The 
Society  pledges  to  maintain  its  leadership  in  this  area 
and  sees  a  role  for  government  only  if  private  voluntary 
programs  should  fail. 

f 

Medical  Assistance  Program 

While  the  Society’s  list  of  grievances  against  the 
Medical  Assistance  Program  is  long  in  both  number 
and  duration,  there  is  one  overriding  problem  which 
dwarfs  the  others.  It  is  the  insistence  of  the  Department 
of  Welfare  in  making  payments  to  physicians  for  serv¬ 
ices  rendered  in  their  offices  through  DPW’s  own  bu¬ 
reaucracy.  In  this  day  of  computers,  only  government 
could  pay  its  bills  six  to  nine  months  after  the  fact,  in  a 
lump  sum  check,  with  no  indication  as  to  which  specific 
services  are  being  paid.  There  are  enough  problems  in 
delivering  medical  care  to  the  poor  without  com¬ 
pounding  the  issue  through  administrative  ineptitude. 
This  is  all  the  more  ironic  when  there  exists  in  Pennsyl¬ 
vania  the  largest  Blue  Shield  company  in  the  world, 
capable  of  handling  payments  to  physicians  not  only 
for  Pennsylvanians,  but  for  national  companies 
operating  in  every  state  and  the  federal  government  it¬ 
self.  The  Pennsylvania  Medical  Society  reiterates  its 
recommendation  of  many  years  that  the  Department  of 
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Welfare  contract  with  Blue  Shield  to  administer  the 
system  of  payments  due  physicians  for  services  ren¬ 
dered  out  of  the  hospital  to  MA  patients. 

It  should  come  as  no  surprise  that  some  physicians 
choose  not  to  treat  welfare  patients  simply  because  of 
the  bureaucratic  “never,  never  land’’  into  which  they 
must  enter. 

The  Society  recognizes  with  approval  the  increase 
from  $4  to  $6  made  by  the  Department  on  office  visits 
for  MA  patients  and  the  increase  from  $5  to  $7  for  an 
MA  home  visit,  but  notes  that  the  cost  of  rendering  the 
service  often  exceeds  the  DPW  allowance. 

The  Society  notes  the  activities  of  the  Department  of 
Welfare  with  regard  to  its  development  of  a 
predischarge  utilization  review  program  (PDUR).  The 
Society  recognizes  the  need  to  eliminate  or  at  least 
reduce  retroactive  denials  on  the  admissions  and  stays 
of  MA  patients  because  of  the  severe  financial  stress  it 
causes  hospitals.  PMS  advises  that  the  department 
must  also  perform  in  compliance  with  federal  law.  In 
this  regard,  we  believe  Congress  clearly  intended  to 
impose  professional  standards  review  organizations 
over  both  medicare  and  medicaid  patients.  The  utiliza¬ 
tion  review  and  quality  appraisal  systems,  developed 
for  and  compatible  with  the  Bennett  Amendment,  must 
therefore  take  precedence  over  PDUR.  Or  at  the  very 
least,  PDUR  must  be  modified  to  meet  the  minimum 
requirements  for  PSRO. 

Hospital  Costs 

While  the  Pennsylvania  Medical  Society  recognizes 
that  the  costs  of  hospital  services  are  a  legitimate  con¬ 
cern  of  all  citizens  of  the  Commonwealth,  the  Society 
urges  extreme  caution  in  the  development  of  legislative 
relief.  The  Society  notes  that  in  the  omnibus  amend¬ 
ments  to  Social  Security  (in  1972)  were  included  sec¬ 
tions  designed  to  offer  incentive  payments  to  hospitals 
for  services  to  medicare  patients  and  to  impose  finan¬ 
cial  penalties  on  hospitals  which  disregard  comprehen¬ 
sive  health  planning  recommendations.  The  Society  ad¬ 
vises  against  state  certificate  of  need  legislation  until 
the  ramifications  of  existing  federal  statutes  are  known. 

The  Society  is  on  record  (and  has  so  testified)  as 
being  in  favor  of  hospital  licensure  and  uniform  ac¬ 
counting  legislation.  However,  the  Society  is  also 
aware  that  surprising  initiatives  have  occurred  in  other 
states  where  hospital  control  legislation  has  already 


been  passed.  Sometimes  it  has  been  used  to  attempt  to 
control  the  construction  of  offices  of  private  physicians. 

In  others,  it  has  been  used  to  attempt  to  dictate  to  hos¬ 
pitals  the  closing  of  certain  departments  of  the  hospi¬ 
tal. 

Recent  federal  experience  at  price  control  has  been 
very  disappointing.  The  nation  has  become  disillu¬ 
sioned  with  government  price  control. 

The  Society  notes  that  1973  saw  the  passage  of  a 
federal  Health  Maintenance  Organization  Act  with  a 
$375  million  price  tag.  The  Act  will  affect  every  employ¬ 
er  of  twenty-five  persons  or  more.  Since  the  Health 
Maintenance  Organization  must  provide  comprehen¬ 
sive  services  on  a  prospective  rate  basis,  it  too  will 
have  an  effect  on  costs. 

These  are  some  of  the  reasons  why  the  Society  urges 
extreme  caution  with  regard  to  hospital  cost  legislation. 

Mental  Health 

The  Pennsylvania  Medical  Society  recommends  that 
a  separate  Department  of  Mental  Health/Mental  Retar¬ 
dation,  established  under  the  direction  of  a  qualified 
psychiatrist,  would  best  serve  the  needs  of  the  citizens  ! 
of  the  Commonwealth.  An  acceptable  alternative  to  this 
would  be  an  umbrella  department  concept  of  human 
services  with  separate  and  equal  offices  for  Health, 
Welfare,  and  Mental  Health. 

While  recognizing  the  need  to  safeguard  the  consti¬ 
tutional  rights  of  all  persons,  the  Pennsylvania  Medical 
Society  is  also  acutely  aware  of  those  instances  in 
which  the  civil  rights  of  a  patient  are  in  conflict  with  his 
and  society’s  health  needs.  The  Pennsylvania  Medical 
Society  recommends  that  Section  404  of  the  Mental 
Health  and  Mental  Retardation  Act  of  1966  again  be  lit¬ 
erally  interpreted  in  accordance  with  its  original  intent 
to  permit  a  protesting  patient  to  be  committed  on  the 
signatures  of  two  physicians  so  that  the  patient’s  right 
to  immediate  treatment  may  be  honored. 

Professional  Corporation  Tax 

During  1973  many  Society  members  who  formed  pro¬ 
fessional  corporations  under  the  1971  Professional 
Corporation  Act  found  that  the  Department  of  Revenue  j 
refused  to  accept  the  value  they  had  assigned  to  their  N 
corporate  stock.  In  each  case,  the  department  arbi¬ 
trarily  reassessed  the  stock  at  a  higher  value.  The  Soci-  j 
ety  does  not  find  within  the  law  any  justification  for  this 
action  and  has  challenged  the  department.  The  Society 
believes  its  members  are  being  discriminated  against 
and  is  pursuing  this  matter  in  Commonwealth  Court. 

Emergency  Medical  Services 

Major  progress  has  been  made  in  developing  emer¬ 
gency  health  service  councils  as  recommended  in  the 
Society’s  1971  white  paper  on  emergency  medical  care. 
These  councils  should  be  the  instruments  at  the  local  r 
level  to  improve  emergency  services. 

Some  aspects  of  the  emergency  medical  system  for 
Pennsylvania  would  benefit  by  the  passage  of  legisla-  I 
tion.  A  good  case  in  point  are  the  areas  of  minimum 
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standards  for  ambulance  services,  vehicle  design, 
training  for  attendants,  and  equipment  standards.  The 
Society  supports  legislation  in  these  areas  which 
brings  Pennsylvania  into  conformance  with  national 
standards  and  which  provides  for  input  from  the  ex¬ 
isting  volunteer  emergency  medical  resources  of  the 
Commonwealth,  but  rests  ultimate  medical  decisions 
with  the  Secretary  of  Health. 

The  Society  sees  the  need  for  a  statewide  Emer¬ 
gency  Medical  Service  (EMS)  council  composed  of  rep¬ 
resentatives  of  the  major  agencies  interested  in 
improving  emergency  medical  care.  Such  a  council,  the 
Society  believes,  should  be  a  creature  of  the  state  gov¬ 
ernment  and  speak  with  its  authority.  Among  its  re¬ 
sponsibilities  would  be  (1)  the  setting  of  standards 
where  necessary;  (2)  coordination  between  agencies  of 
state  government  and  EMS  councils;  (3)  provision  of 
recommendations  to  the  legislature  and  the  governor 
regarding  EMS  needs  in  Pennsylvania. 

The  Society  notes  that  the  Office  of  Emergency 
Health  Services  in  the  Department  of  Health  has 
received  no  increase  in  its  budget  or  personnel 
recently,  despite  increased  responsibility  for  the 


growing  number  of  EMS  councils.  The  Society  urges 
the  proper  funding  and  additional  staffing  of  the  Office 
of  EMS  Health  Services. 


Disaster  Planning 

Coordination,  communication,  and  control  are  neces¬ 
sary  for  adequate  response  to  disaster.  The  Pennsyl¬ 
vania  Medical  Society  believes  that  the  present  state 
disaster  system  has  not  responded  adequately  to  the 
medical  aspects  of  recent  emergencies,  such  as 
tropical  storm  Agnes  and  the  1974  gas  strike.  The 
emergency  medical  service  councils  recommended  by 
PMS  should  also  be  the  vehicles  for  responding  to  di¬ 
sasters,  because  disaster  preparation  is  essentially  the 
same  as  that  for  delivering  emergency  medical  care. 


The  Pennsylvania  Medical  Society  has  joined  the  Hos¬ 
pital  Association  of  Pennsylvania  (HAP)  in  urging  that  a 
medical  annex  to  the  present  state  disaster  plan  be  de¬ 
veloped  in  consultation  with  PMS  and  HAP. 

The  Pennsylvania  Medical  Society  also  recommends 
a  thorough  re-examination  of  the  staffing  and  organiza¬ 
tion  of  the  State  Civil  Defense  Council.  There  is  a  need 
for  a  physician  to  have  official  membership  and  voice  so 
that  the  emergency  and  disaster  health  needs  of  patients 
may  be  adequately  represented. 

HMOs 

While  the  Pennsylvania  Medical  Society  has  not  es¬ 
tablished  specific  policies  on  Health  Maintenance  Or¬ 
ganizations  (HMOs)  as  defined  by  legislation,  the  Soci¬ 
ety  has  approved  guidelines  from  Pennsylvania  Blue 
Shield  on  per  capitation  group  practice.  The  1970 
House  of  Delegates  elaborated  by  approving  the 
guidelines,  but  cautioned  that  such  approval  should  not 
be  construed  as  an  action  to  exclusively  support  or 
approve  prepaid  group  practice. 

The  Society  prefers  a  multiplicity  of  delivery  systems, 
encourages  experimentation,  and  views  the  HMO  as  a 
modality  which  needs  further  development. 

Malpractice  Insurance 

According  to  the  report  issued  by  the  HEW  National 
Commission  on  Malpractice,  Pennsylvania  is  ex¬ 
periencing  about  a  thousand  new  incident  files  per 
year.  At  the  time  of  the  study  this  was  about  an  eight 
percent  increase  per  year  (below  the  national  average 
of  ten  percent). 

As  early  as  1968,  the  Pennsylvania  Medical  Society 
officially  recognized  a  growing  malpractice  problem  in 
the  Commonwealth  and  began  to  systematically  study  it 
through  a  mail  survey  of  every  member.  The  Society 
then  determined  the  parameters  of  an  ideal  mal¬ 
practice  insurance  program  and  sought  to  interest  com¬ 
panies  in  offering  such  a  program.  The  fruit  of  this 
research  was  harvested  on  June  1,  1971,  when  the  So¬ 
ciety’s  presently  endorsed  program  was  begun  with  the 
Argonaut  Insurance  Company  of  California  adminis¬ 
tered  through  Parker  and  Company  of  Pennsylvania 
(now  Frank  B.  Hall  &  Co.  of  Pennsylvania,  Inc.)  The 
agreement  called  for  a  Society  commission  on  profes¬ 
sional  liability  insurance  to  be  responsible  for  the  ad¬ 
ministration  of  the  program.  It  also  called  for  the  concur- 
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rence  of  the  commission  before  any  member  could  be 
turned  down  or  canceled.  The  commission  also  receives 
the  opportunity  to  review  financial  data  from  Argonaut  to 
determine  the  performance  of  the  program. 

As  of  July  1974,  Argonaut  had  written  about 
3,500  members  of  the  Society — or  about  one-third  of 
the  membership.  The  PMS-Argonaut  format  has 
become  a  model  used  by  Argonaut  to  write  malpractice 
insurance  in  cooperation  with  other  state  medical 
societies.  In  1974  the  Argonaut  Insurance  Company 
began  its  Medical  Alert  Communications  (MAC),  a  con¬ 
tinuing  education  home  study  course  written  by  na¬ 
tionally  known  experts  as  part  of  a  nationwide  loss 
prevention  program,  the  first  of  its  kind  in  the  industry. 

The  Society  has  for  the  past  several  years  supported 
experimental  efforts  with  the  Bar  Association  and  the 
Hospital  Association  and  other  interested  parties  to 
reduce  the  number  of  cases  and  to  find  new  ways  of  ex¬ 
pediting  existing  cases. 


cessful  performance  of  Pennsylvania  Blue  Shield  as  an 
administrator  of  the  in  hospital  portion  of  the  medicaid 
program  and  urges  the  Department  of  Welfare  to  desig¬ 
nate  Pennsylvania  Blue  Shield  as  the  administrator  of 
the  in  office  aspects  of  the  medicaid  program. 

The  Pennsylvania  Medical  Society  notes  that  con¬ 
sumers  play  an  important  role  on  the  Blue  Shield  Board 
and  Blue  Shield  committees.  The  Society  cites  the  de¬ 
velopment  by  Blue  Shield  of  HMO  participation, 
payment  by  diagnosis,  and  primary  care  program  and 
its  expanding  dental  care  program  as  evidence  of  a 
growing,  innovative  insurance  company  providing  serv¬ 
ices  in  the  interests  of  both  patients  and  physicians. 

The  Society  does  not  believe  that  new  legislation  is 
necessary  at  this  time  for  Blue  Shield  to  successfully 
carry  out  its  mission. 


1 


Abortion 


Pennsylvania  Blue  Shield 

Pennsylvania  Blue  Shield  is  acknowledged  to  be  the 
largest  insurance  plan  of  its  kind  in  the  world.  In  much 
of  the  Blue  Shield  literature  will  be  found  references  to 
Blue  Shield  as  the  “doctor’s  plan.”  This  term  is  largely 
historical  and  refers  to  the  founding  forces  of  Blue 
Shield  in  1939.  At  that  time  the  Pennsylvania  Medical 
Society  took  the  initiative  to  organize  Blue  Shield, 
sponsoring  the  enabling  legislation  and  providing  the 
original  start-up  money.  Blue  Shield  grew  dramatically 
for  many  reasons,  including  two  which  the  Pennsyl¬ 
vania  Medical  Society  views  as  overridingly  important. 
From  the  beginning,  Blue  Shield  enjoyed  perceptive 
leadership,  both  at  the  administrative  level  and  the 
board  level.  As  is  well  known,  that  board  for  many 
years  was  composed  totally  of  physicians.  To  this  day  it 
is  dominated  by  physicians. 

Because  of  Medical  Society  involvement  in  the  or¬ 
ganization  of  Blue  Shield,  Pennsylvania  physicians  de¬ 
veloped  trust  and  confidence  in  Blue  Shield.  This  con¬ 
fidence  is  still  manifest  in  the  high  number  of 
physicians  who  are  participating  members  of  Blue 
Shield  and  who  at  the  time  the  prevailing  fee  program 
was  launched  were  willing  to  accept  as  payment  in  full 
a  fee  determined  by  Blue  Shield. 

The  Pennsylvania  Medical  Society  believes  that  it  is 
in  the  long  term  interest  of  patients  to  have  a  nonprofit 
medical  insurance  program  which  enjoys  wide  accept¬ 
ance  by  the  medical  profession.  The  Society  favors  the 
retention  of  a  physician  majority  on  the  Blue  Shield 
Board. 

The  Pennsylvania  Medical  Society  finds  no  evidence 
to  indicate  that  any  other  Blue  Shield  plan  in  the 
country  is  more  efficiently  operated  or  more  widely  ac¬ 
cepted  by  employers,  employees,  and  physicians  than 
Pennsylvania  Blue  Shield.  It  notes  with  pride  the  desig¬ 
nation  of  Pennsylvania  Blue  Shield  to  administer  the 
federal  employees  program.  It  notes  with  pride  the 
above  average  performance  of  Pennsylvania  Blue 
Shield  as  an  intermediary  for  the  Social  Security  Ad¬ 
ministration  in  the  medicare  program.  It  notes  the  suc¬ 


The  policy  of  the  Society  with  regard  to  abortion  is: 
Abortions  should  be  performed  only  under  the  follow¬ 
ing  circumstances  (1)  when  there  is  documented  medi¬ 
cal  evidence  that  continuance  of  the  pregnancy  may 
threaten  the  health  or  life  of  the  mother;  (2)  when  there 
is  documented  medical  evidence  that  the  infant  may  be 
born  with  incapacitating  physical  deformities  or  mental 
deficiencies;  or  (3)  when  there  is  documented  medical 
evidence  that  continuance  of  the  pregnancy  resulting 
from  legally  established  statutory  or  forcible  rape  or  in¬ 
cest  may  constitute  a  threat  to  the  mental  or  physical 
health  of  a  patient;  (4)  when  two  other  physicians 
chosen  because  of  their  recognized  professional  com¬ 
petence  have  examined  the  patient  and  have  concurred 
in  writing;  and  (5)  when  the  procedure  is  performed  in 
a  hospital  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals. 


Health  Fraud 

The  Pennsylvania  Medical  Society  is  committed  to 
fighting  health  quackery  in  whatever  form  it  may  take.  To 
this  end  it  has  formed  a  committee  to  investigate 
quackery  problems,  to  inform  physicians  about  the 
problem,  and  finally  to  alert  consumers  to  the  hazards  of 
health  quackery.  This  committee  cooperates  closely 
with  the  Pennsylvania  Health  Council  and  with  the  Penn¬ 
sylvania  Department  of  Health.  In  1973  the  PMS  House  of 
Delegates  authorized  a  Quackery  Defense  Fund  be 
made  up  of  voluntary  five-dollar  contributions  from  PMS 
members.  By  the  spring  of  1974  nearly  $20,000  had  been 
contributed  by  physicians  in  Pennsylvania  voluntarily  to 
fight  quackery. 

The  Pennsylvania  Medical  Society  notes  that  chiro¬ 
practors  are  permitted  to  advertise.  Frequently  these  ad¬ 
vertisements  mislead  the  public  into  believing  that  chi¬ 
ropractors  can  treat  diseases  and  health  problems  far 
beyond  the  scope  of  the  chiropractic  licensing  act. 
Some  of  these  advertisements  have  crossed  the  thresh¬ 
old  of  legality  and  have  been  pursued  by  the  Department 
of  Justice  through  its  Bureau  of  Consumer  Affairs.  The 
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Pennsylvania  Medical  Society  is  opposed  to  chiroprac¬ 
tic  advertising. 

The  Society  has  received  reports  that  some  chiroprac¬ 
tors  are  practicing  needle  acupuncture.  It  has  been  de¬ 
termined  by  the  State  Board  of  Medical  Education  and 
Licensure  that  needle  acupuncture,  in  which  the  skin  is 
pierced,  is  the  practice  of  medicine.  Chiropractors 
therefore  practice  needle  acupuncture  illegally.  The  So¬ 
ciety  is  determined  to  make  the  law  explicit  so  that  it  will 
stop  chiropractors  from  doing  needle  acupuncture. 

The  Society  is  aware  of  chiropractors  who  have 
requested  that  hospital  laboratories  accept  referrals 
from  them  for  blood  work  and  that  the  results  of  the  tests 
be  returned  to  the  chiropractors. 

The  Society  states  unequivocally  that  the  purpose  of 
blood  tests  submitted  to  hospital  clinical  laboratories  is 
to  aid  a  medical  doctor  or  an  osteopathic  physician  in 
making  a  medical  diagnosis  on  which  to  base  a  regimen 
of  treatment  for  the  patient.  There  is  no  evidence  that  the 
treatment  legally  permitted  to  a  chiropractor  is  in  any 
way  related  or  dependent  on  laboratory  tests.  There  is 
presently  nothing  in  the  training,  testing,  or  accredita¬ 
tion  of  a  chiropractor  to  indicate  the  slightest  qualifica¬ 
tion  to  interpret  medical  laboratory  studies.  To  permit 
unqualified  personnel  to  interpret  medical  data  is  for  the 
Commonwealth  to  abrogate  one  of  its  basic  responsi¬ 
bilities  of  protecting  members  of  the  public  in  an  area  in 
which  the  consumer  himself  does  not  have  the  training 
or  education  to  protect  himself. 

The  Pennsylvania  Medical  Society  notes  successful 
efforts  at  the  national  level  in  blocking  chiropractors 
from  providing  physical  examinations  for  truck  drivers 
involved  in  interstate  commerce.  The  Society  is  also 
aware  of  proposals  made  by  chiropractors  to  offer  free 
chiropractic  exams  to  school  children  in  certain  school 
districts.  The  Society  believes  that  were  a  school  board 
to  agree  to  such  a  program,  it  would  violate  the  spirit  and 
intent  of  the  Commonwealth’s  regulations  regarding 
school  health  examinations.  The  Society  further  points 
out  that  unless  chiropractors  are  prepared  to  treat  free 
of  charge  indefinitely  any  youngster  discovered  to  have 
a  problem  amenable  to  chiropractic  treatment,  that  such 
free  chiropractic  examination  is  nothing  more  than  a 
new  twist  on  the  “loss  leader  game’’  and  is,  in  fact,  a  very 
blatant  patient  solicitation  scheme. 


The  Pennsylvania  Medical  Society  serves  notice  that 
there  will  be  no  abatement  in  its  fight  to  guarantee  that 
chiropractors  remain  within  the  purview  of  their 
licensing  act. 


In  Summary  We  Urge: 

1.  The  establishment  and  maintenance  of  a  strong 
Department  of  Health  directed  by  a  skilled,  highly  qual¬ 
ified  Doctor  of  Medicine. 

2.  The  training  of  more  primary  care  physicians 
from  Pennsylvania  aided  by  the  redistribution  of 
residency  programs  across  the  state  in  areas  of  need. 

3.  Legal  provision  for  physicians’  assistants,  prefer¬ 
ably  under  the  Medical  Practice  Act. 

4.  The  adequate  staffing  and  funding  of  the  state 
Board  of  Medical  Education  and  Licensure. 

5.  The  use  of  Pennsylvania  Blue  Shield  to  ad¬ 
minister  the  in  office  portion  of  the  Medical  Assistance 
Program. 

6.  The  postponement  of  state  Certificate  of  Need 
legislation  until  the  effects  of  existing  federal  legisla¬ 
tion  become  apparent. 

7.  The  adoption  of  reasonable  hospital  licensure 
and  uniform  accounting  legislation. 

8.  The  establishment  of  a  separate  Department  of 
Mental  Health  and  Mental  Retardation  under  the  direc¬ 
tion  of  a  qualified  psychiatrist  or  the  establishment  of 
an  umbrella  department  concept  of  human  services 
with  separate  and  equal  offices  for  health,  welfare,  and 
mental  health. 

9.  The  adoption  of  legislation  calling  for  minimum 
standards  for  ambulance  services,  vehicle  design, 
training  for  attendants,  and  equipment  standards. 

10.  The  establishment  of  a  statewide  Emergency 
Medical  Service  Council. 

11.  A  re-evaluation  of  the  state  Civil  Defense  Council 
structure. 

12.  The  maintenance  of  a  strong  independent  Blue 
Shield  operation. 

13.  A  concerted  effort  on  the  part  of  state  govern¬ 
ment  to  protect  the  citizens  from  health  fraud. 

Approved  by  the  Board  of  Trustees 

May  15,  1974 
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For  higher  gross  income  increase  your  overhead! 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


This  month’s  article  will  present  what  some  readers 
may  at  first  think  is  a  surprising  position  for  an  advisor  to 
medical  practices.  It  will  suggest  areas  in  which  medical 
practices  might  properly  increase  their  overhead! 

One  must  be  careful,  of  course,  to  differentiate  be¬ 
tween  overhead  in  terms  of  total  dollars  expended  and 
overhead  as  a  percentage  of  a  practice’s  gross  income. 
The  latter,  the  overhead  percentage,  should  constantly 
be  analyzed  to  determine  whether  it  can  be  reduced,  but 
often  the  best  way  to  decrease  it  is  to  increase  the  prac¬ 
tice’s  output.  This  output  could  be  measured  in  patients 
effectively  treated,  which  in  turn  should  increase  gross 
income. 

What  an  appropriate  overhead  ratio  for  any  single 
practice  is  must  depend  on  the  many  variable  factors 
unique  to  that  practice’s  physicians  and  their  philosoph¬ 
ies,  talents,  and  ambitions;  but  some  averages  may  be 
useful  as  guidelines.  The  Society  of  Professional  Busi¬ 
ness  Consultants,  to  which  I  belong,  annually  collects 
the  income  and  expense  figures  for  all  its  members’  reg¬ 
ular  clients  (whose  identities  are  obviously  not  revealed) 
and  then  publishes  the  results  for  its  members’  informa¬ 
tion  and  application.  The, results  are  broken  down  by 
specialties  and  geographical  area  sizes.  In  the  last 
measured  years,  family  practices’  overheads  averaged 
42  to  44  percent  of  gross  income.  Internal  medicine 
practices  averaged  around  35  percent  while  general  sur¬ 
geons’  overheads  typically  ran  32  to  34  percent. 

Practices  whose  overheads  are  far  above  the 
averages  must,  of  course,  question  whether  they  are 
truly  expending  their  moneys  judiciously.  In  some  such 
cases,  while  my  survey  assignment  was  to  determine 
how  overhead  should  be  reduced,  the  problem  quickly 
changed  into  increasing  the  gross  income  in  relation  to 
the  expense  already  established.  Such  situations 
typically  involve  practices  which  have  upgraded  their 
expense  levels  to  accommodate  higher  patient  volumes, 
a  goal  which  would  not  normally  be  criticized. 

On  the  other  hand,  practices  with  inordinately  low 
overhead  ratios  may  be  subject  to  far  more  criticism.  A 
low  overhead  might  not  indicate  effective  medical  prac¬ 
tice  management  at  all,  for  it  might  instead  show  un¬ 
derutilization  of  space,  personnel,  or  equipment.  Such 
sub-par  use  of  expenses  tends  to  reveal  one  or  more  of 
these  basic  complaints:  (1)  a  doctor  being  too  busy 
doing  routine  work  to  render  really  good  medical  care 


Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 


where  his  talents  really  matter;  and  (2)  a  practice 
shortchanging  the  community  by  not  effectively  treating 
as  many  patients  as  the  physicians’  efforts  should 
permit. 

My  thesis,  therefore,  is  that  increasing  the  overhead  in 
terms  of  absolute  dollars  will  be  an  extremely  advan¬ 
tageous  step  for  some  practices.  The  additional  expen¬ 
ditures  might  lead  to  increased  efficiency  so  the 
physicians  involved  may  see  more  patients  in  the  same 
amount  of  time  and  effort  with  equal  or  better  clinical  at¬ 
tention.  The  result  of  this  increased  efficiency  should  be 
a  corresponding  increase  in  gross  income,  a  decrease  in 
overhead  ratio,  and  greater  “take-home  pay.” 

I  fall  far  short  of  contending  that  a  physician’s  office 
should  be  a  “factory”  running  the  maximum  number  of 
patients  through  its  examining  rooms.  I  feel  just  as 
strongly,  however,  that  a  physician  should  conscien¬ 
tiously  treat  and  help  as  many  patients  as  he  can  within 
the  patterns  of  his  entire  life,  which  include  his  family, 
his  civic,  religious,  and  professional  activities,  his 
hobbies,  and  the  like.  As  a  result,  the  following  descrip¬ 
tion  will  hopefully  show  how  increasing  the  number  of 
dollars  expended  will  improve  some  practices  and  will 
consequently  decrease  the  overhead  percentages. 

Personnel 

It  is  highly  important  to  offer  high  enough  salaries  to 
attract  the  best  possible  employees.  Lower  salary  levels 
are  likely  to  attract  less  valuable  assistance,  for  the  old 
adage  that  “you  get  what  you  pay  for”  tends  to  be  accu¬ 
rate.  The  underpaid  aide  is  likely  to  have  the  least  incen¬ 
tive  in  performing  her  job  well  and  is  most  likely  to  shop 


around  for  a  better  paying  job  opportunity.  How  much 
better  it  might  be  to  increase  a  good  aide’s  pay  to  solidi¬ 
fy  an  office’s  employee  base  than  to  endure  poor  morale 
and  high  employee  turnover. 
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Probably  nothing  is  more  costly  (nor  more  disruptive) 
than  employee  turnover.  Employees  in  typical  secretar¬ 
ial,  nursing,  and  even  clerical  jobs  tend  not  to  contribute 
effectively  for  three  months  after  hire,  and  hence  a  good 
employee's  departure  is  likely  to  cause  difficulties  for  a 
period  extending  far  beyond  the  date  she  is  replaced.  As 
a  result,  the  economic  "cost”  of  replacing  an  aide  may 
far  exceed  the  difference  in  pay  necessary  to  retain  her. 

It  has  been  said  that  five  characteristics  of  a  good  em¬ 
ployee  can  be  listed  in  order  of  importance:  (1)  Loyalty, 
(2)  Stability,  (3)  Enthusiasm,  (4)  Mental  attitude,  and  (5) 
Technical  ability.  Technical  ability,  the  aspect  upon 
which  salaries  are  so  often  based,  is  lowest  on  this  list  of 
characteristics  much  because  it  is  the  easiest  for  an  em¬ 
ployee  to  develop.  All  the  other  factors,  said  to  be  more 
important,  are  matters  of  psychology  depending  much 
upon  the  employee’s  respect  for  the  job.  Good  pay  cer¬ 
tainly  helps  develop  and  retain  that  feeling. 

Another  very  common  failing  in  the  area  of  personnel 
is  a  practice’s  having  an  insufficient  number  of  aides. 
The  result  is  simply  not  worth  the  money  saved.  I 
recently  surveyed  an  office  which  was  several  months 
late  in  sending  out  patient  bills  and  third  party  insurance 
forms.  One  person  was  filling  the  roles  of  receptionist, 
bookkeeper,  and  secretary;  and  while  she  was  an  ex¬ 
cellent  employee,  the  demands  were  simply  too  much 
for  her.  The  practice’s  collections  were  badly  suffering 
and  the  doctors’  incomes  were  considerably  below  what 
the  doctors  themselves  felt  they  were  generating.  In  this 
case,  hiring  another  aide  at,  perhaps  $6,000  annual  sala¬ 
ry  will  probably  return  $20,000  of  annual  income. 

Another  recent  survey  involved  an  excellent  specialty 
practice  which  was  quite  dependent  upon  physician 
referrals.  The  one  typist  in  the  office,  however,  was  sev¬ 
eral  months  behind  in  typing  reports  to  referring 
physicians.  This  fault  was  threatening  the  referral  pat¬ 
terns  and  possibly  the  high  quality  of  the  practice  itself. 
Hiring  additional  typing  help  was  certainly  an  important 
investment  in  that  practice. 

Physicians  also  seem  reluctant  to  hire  adequate 
nursing  assistance  for  the  scheduled  office  hours.  A 
practice  can  operate  most  effectively  if  patients  are 
completely  prepared  for  examination  before  the  doctor 
enters  the  examining  room.  Initial  histories,  follow-up 
questioning,  weighing,  taking  of  blood  samples,  and  un¬ 
told  additional  tasks  can  quickly  and  easily  be  ac¬ 
complished  by  an  aide  before  the  doctor  actually 
touches  the  patient.  Maximum  time  would  then  be  made 
available  for  a  doctor  to  deal  directly  with  the  patient’s 
problems  and  to  consult  with  the  patient  as  needed. 
While  this  discussion  may  seem  elementary  to  most 
readers,  contrary  situations  arise  so  often  that  I  believe 
the  proposition  must  be  emphasized. 

Physicians'  Assistants 

Paramedical  assistance  is  in  its  infancy,  and  yet  it  is 
one  of  the  most  important  medical  developments  in 
many  years.  I  am  hopeful  that  many  of  my  clients  will 
use  the  opportunity  effectively. 

There  are  two  levels  of  paramedical  assistance.  The 
first  is  simply  the  upgrading  and  improvement  of 


normal  office  aides’  duties.  Taking  blood  samples, 
giving  routine  injections,  and  instructing  patients  as  to 
diet,  well  baby  care  and  pre-  and  post-operative 
requirements  are  routinely  handled  even  by  aides 
lacking  nursing  degrees.  These  and  further  expanded 
duties  can  vastly  improve  the  physician’s  productivity 
so  long  as  he  carefully  trains  his  aides  in  those  activi¬ 
ties  and  maintains  continuing  "quality  controls.”  An 
aide  performing  these  expanded  duties  deserves 
higher  pay  than  routine  employees,  recognizing  the 
greater  responsibilities  involved,  which  expenditure 
should  be  well  worth  the  added  cost. 

Secondly,  there  is  the  true  “physician’s  assistant.” 
Although  Pennsylvania  law  is  presently  unresolved  as 
to  a  physician’s  liability  for  his  assistant’s  acts,  with  fa¬ 
vorable  legislation  anticipated  soon,  many  doctors  in 
the  state  are  proceeding  to  employ  graduates  of 
special  training  programs.  These  assistants  are  being 
assigned  extensive  duties  in  office  practice;  and  many 
surgical  assistants  are  making  hospital  rounds  with  and 
without  the  physician.  The  typical  complaint  that  "my 
patients  wouldn’t  accept  being  seen  by  an  assistant”  is 
not  convincing,  for  physicians  in  various  types  of  com¬ 
munities  have  "sold”  it  to  the  point  of  excellent  recep¬ 
tion. 

In  most  cases,  I  would  estimate  that  an  absolute 
minimum  of  30  percent  of  a  doctor’s  time  spent  in  diag¬ 
nosis  and  treatment  can  actually  be  performed  as  well 
by  a  properly  trained,  properly  supervised  nonphysi¬ 
cian  assistant.  To  accomplish  this  time  saving,  howev¬ 
er,  the  doctor  must  pay  out  a  salary  necessary  to  hire 
such  a  well-qualified  assistant — an  amount  consider¬ 
ably  higher  than  normal  aides’  salaries.  The  increased 
overhead  is  in  such  a  case  a  real  investment  in  higher 
output. 

Any  doctor  developing  paramedical  assistance  must 
also  budget  his  own  time  to  provide  extensive  educa¬ 
tion,  supervision,  and  review.  The  assistant’s  effec¬ 
tiveness,  and  therefore  the  practice’s  own  quality, 
depends  so  much  upon  this  time  expenditure  that  delib¬ 
erately  scheduling  it  is  very  important.  It  is  a  means  of 
increasing  the  patient  volume  even  though  a  doctor 
fails  to  see  some  patients  while  involved  in  training 
and/or  supervising  his  assistant. 

Office  Facilities 

Inadequate  office  space  is  another  false  economy. 
Reviewing  a  survey  client’s  financial  statement  and 
finding  office  rent  totalling  only  2  percent  of  the  prac¬ 
tice’s  gross  income,  for  instance,  suggests  the  possibil- 
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ity  of  bad  space  utilization.  The  average  ratio  of  rental 
expense  to  gross  income  ranges  instead  from  5  to  8 
percent. 


The  most  obvious  example  of  false  economy  is  an  of¬ 
fice  with  an  inadequate  number  of  examining  rooms. 
The  result  is  terrible  loss  of  physician  time  which  costs 
far  more  than  additional  office  space.  In  other  cases  in¬ 
sufficient  space  for  the  business  office  tends  to  result 
in  ineffective  billing,  third  party  insurance  form  and 
collection  activities.  These  activities  translate  the 
physicians’  work  into  income  and  do  not  deserve  to  be 
so  subordinated  to  the  apparent  savings  on  rental  ex¬ 
pense. 

I  have  urged  clients  to  move  their  offices  to  better 
locations  even  if  they  must  break  existing  leases  at 
substantial  penalties.  Typically  such  moves  are  to 
buildings  immediate  to  hospitals,  thus  dramatically 
reducing  the  doctors’  travel  and  increasing  their  work 
time.  In  one  case,  three  surgeons  gave  up  nearly  $10,000 
in  rental  penalties  to  move  adjacent  to  their  hospital. 
They  believe  the  move  was  the  best  investment  they 
could  have  made. 

Similarly,  I  typically  encourage  practices  to  enter 
shorter  term  leases  despite  the  likelihood  that 
landlords  will  increase  the  rent  when  the  lease  terms 
end.  In  my  view,  flexibility  to  move  or  expand  an  office 
is  more  important  than  the  rental  economy.  Practices 


tend  too  often  to  take  on  additional  doctors  and/or 
more  aides,  thus  outgrowing  offices  that  had  originally 
been  considered  adequate.  Similarly,  practices’  cir¬ 
cumstances  change  as  the  doctors  might  change  hos¬ 
pital  affiliations,  neighborhoods  might  shift,  etc.  The 
ability  to  change  one’s  office  location  and/or  size  is 
thus  an  important  economy  not  reflected  in  the  rental 
rate. 

Medical  Equipment 

If  a  piece  of  equipment  will  help  a  doctor  accomplish 
certain  results,  he  should  obtain  it  if  at  all  possible.  Yet 
sometimes  physicians  hesitate  to  make  moderate 
purchases  as  a  matter  of  economics.  The  saving  may, 
however,  be  inappropriate. 

A  two-man  OB-GYN  practice  I  visited  this  past  winter 
might  present  a  good  example.  No  one  in  the  town  in¬ 
volved  had  yet  embarked  upon  performing  laparos¬ 
copies,  although  some  patients  were  having  them  per¬ 
formed  in  a  neighboring  city.  My  two  clients  were  able 
and  willing  to  perform  them  but  were  waiting  for  their 
hospital  to  spend  about  $4,000  on  the  necessary  equip¬ 
ment.  I  encouraged  my  clients  to  go  ahead  and  buy  the 
equipment  themselves,  thus  enabling  them  to  serve 
their  own  patients  and  to  establish  their  credentials  in 
the  new  work  ahead  of  others  in  the  community.  In  my 
view,  the  “competitive  edge”  justified  the  expenditure. 

Conclusion 

These  isolated  stories  are  intended  merely  as  ex¬ 
amples  of  why  spending  more  money  may  improve  a 
practice  and  its  finances.  One  must  obviously  be 
careful  not  to  overspend,  but  the  absolute  dollars  spent 
is  not  as  significant  as  is  the  spending  level  in  relation 
to  the  production  level — the  overhead  percentage. 


Here  it  is! 

Your  personal  copy  of  the  handbook 
used  at  the  Practice  Management  Semi¬ 


nars  sponsored  by  the  State  Society. 
This  problem  solving  manual  is  avail¬ 


able  to  Society  members  for  $10.00. 
Order  your  copy  now . . .  the  supply  is 
extremely  limited.  Make  check  payable 
to  Pennsylvania  Medical  Society.  Use 
the  coupon  below  and  mail  to  Council 
on  Education  and  Science,  Pennsyl¬ 
vania  Medical  Society,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


—  —  - - 

Please  send 

the  Syllabus  for  Medical 

Practice  Management  to: 

NAME 

ADDRESS 

CITY,  STATE, 

ZIP  CODE  _ 

40 
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Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg  .  0.3  mg  ,  0.5  mg„  scored  and 

color-coded  in  bottles  of  100,  500.  and  1000. 
Injection:  500  meg.  lyophjlized  active  ingredient 
and  10  mg.  of  Mannitol,  U.5.P.,  itt  10ml.  single-dose 

vial,  with  5  ml.  vial  of  Sodium  Chloride  Injection, 
U.S.R.as  a  diluent. 


Who  suffers  more 

when  mother's  child  suffers  from  colic,  diarrhea  or  similar  malady? 


Soyalac  and  new 
I  Soyalac  can  be  an 
effective  answer. 


I-Soyalac  from  isolated 
protein  without  corn. 


I-Soyalac  and  regular  Soyalac  is  palatable, 
readily  digestible  and  assimilated.  It  simulates 
human  milk  in  appearance,  taste  and  texture. 

It  is  complete  with  vitamins  and  minerals.  It 
is  suitable  for  infants  and  children 
who  are  sensitive  to  or  cannot  ___ 
tolerate  cow’s  milk. 

For  nearly  a  quarter  of  a 
century,  Soyalac  has  proven 
its  value— in  promoting  growth 
and  development— as  proven  by 
extensive  clinical  data. 

Available  in  four  forms:  •  I-Soyalac  Concen¬ 
trated  •  Soyalac  Concentrated  •  Soyalac  Ready- 
to-Serve  •  Soyalac  Powder. 


send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 

Name _ 

Address _ 

City _ 


State . 


Zip 


Or  a  simple  note  on  your  prescription  form  will  do. 


In  congestive  heart  failure... 

secondary  aldosteronism 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure1 


Decreased  renal 
blood  flow  i 
with  decreased  1 
glomerular 
filtration 


Increased 

venous 

pressure 


Transudation 
from  capillaries 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


♦aoapted  from  coodley,  e.1 


s  a  primary  factor 


To  "switch  off"  the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone 

I  brand  of 

I  spironolactone  25-mg.  tablets 

the  only  specific 
j  aldosterone  antagonist... 

|  basic  in  all  diuretic  therapy 

Three  ways  to  use  Aldactone  in 
congestive  heart  failure 

1.  As  the  only  diuretic 

■  Often  sufficient  alone. 

■  Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule. 

■  ■  Avoids  potassium  loss. 

2.  As  the  basic  daily  diuretic  with  an  "add-on" 
alternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

■  Aldactone  plus  "A.D.D."  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  "add-on"  diuretic.2 

■  Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

3.  As  a  daily  diuretic  in  combination  with 
a  daily  dose  of  a  thiazide 

■  Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications— -Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail¬ 
ure,  cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema.  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a  thiazide  diuretic. 

Contraindications — Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in¬ 
dicated  unless  a  glucocorticoid  is  also  given.  Discontinue  potassium  supplemen¬ 
tation  if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  aae 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry¬ 
ness  of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a  low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper¬ 
azotemia  exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper¬ 
tensive  drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions — Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro¬ 
intestinal  symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti¬ 
caria,  mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice.  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adjust  subsequent  dosage  according 
to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg.  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a  thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred.  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A  daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A  glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a  conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1  liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a  history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize"  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  patholoqic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight. 

References:  1.  Coodley,  E.:  Consultant  1.2:106-107,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W„  and  Lauler,  D.  P  :  Am.  J.  Med.  53:673-684  (Nov.)  1972. 
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The  gastric  polyp — a  controversial  issue 


1“  HE  term  polyp,  derived  from  the 
Greek  polypus,  was  coined  by 
Galen  and  Celsus  in  the  first  centu¬ 
ry  and  may  be  defined  as  a  growth 
arising  from  a  mucous  membrane. 
Thus,  polyps  may  originate  from  the 
upper  respiratory  passages,  gas¬ 
trointestinal  tract,  or  genitourinary 
tract  and  may  originate  from  any  of 
the  mucosal  structures.  Most  polyps 
are  adenomas,  arising  from  glan¬ 
dular  tissue. 

Gastric  polyps  have  been  of  par¬ 
ticular  interest,  primarily  because 
of  the  controversy  concerning  their 
relationship  to  malignancy  and  the 
consequent  differences  of  opinion 
concerning  their  management. 

A  representative  case  of  gastric 
polyps  is  presented,  followed  by  a 
review  of  the  topic. 

Case  Report 

A  77-year-old  woman  was  ad¬ 
mitted  to  the  hospital  with  severe 
right-sided  pleuritic  pain  due  to 
fractured  ribs  secondary  to  a  fall. 
Her  past  medical  history  included 
diabetes  mellitus,  congestive  heart 
failure,  and  tuberculosis.  While  in 
the  hospital,  the  patient  complained 
of  epigastric  burning,  and  physical 
examination  revealed  mid-epigas¬ 
tric  tenderness.  No  abdominal 
masses  were  noted.  An  upper  gas¬ 
trointestinal  barium  study  revealed 
lucent  defects  in  the  antral  portion 
of  the  stomach  suggestive  of 
polyps.  Because  of  these  findings, 
gastroscopy  was  performed  with  a 
fiberoptic  gastroscope.  Four  gastric 
polyps  were  seen,  and  one  was 
freely  movable  on  a  long  pedicle. 
The  remaining  three  were  sessile. 

Biopsies  of  the  polyps  were  con¬ 
sistent  with  adenomas  of  the  stom¬ 
ach.  A  gastric  analysis  revealed 
hypochlorhydria.  Gastric  cytology 
showed  no  evidence  of  malignancy. 
Because  of  the  patient’s  poor  gen¬ 
eral  medical  condition,  she  was 
discharged  to  be  followed  by  the 
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department  of  gastroenterology 
with  follow-up  studies  to  include 
upper  gastrointestinal  barium 
studies  and  gastroscopy  at  a  later 
date. 


History 

Lusitanus1  in  1570  provided  the 
first  description  of  a  gastric  polyp. 
Morgagni2  wrote  of  the  postmortem 
findings  in  a  case  of  gastric  polyps 
in  1761.  In  1857  Qua'in3  made  the 
first  clinical  diagnosis  in  a  young 
female  who  vomited  a  piece  of 
adenomatous  tissue.  Menetrier4-5  in 
1888  divided  gastric  polyps  into  two 
types:  “polyadenome  polypeux” 
(sessile  or  pedunculated  polyps  in 
atrophic  gastritis)  and  “polya¬ 
denome  en  nappe”  (well  defined 
plaques  with  hypertrophic  mucosa). 
Heinz6  in  1912  was  first  to  note  gas¬ 
tric  polyps  fluoroscopically,  and  in 
1922  Schindler,7  using  the  rigid  gas¬ 
troscope,  was  the  first  individual  to 
visualize  a  gastric  polyp. 

Discussion 

Incidence — Gastric  polyps  are 
found  equally  in  both  sexes  and  are 
uncommon  under  the  age  of.  thirty. 
The  incidence  increases  with  age. 
In  a  total  of  74,823  autopsy  cases, 
gastric  polyps  were  found  in  0.43 
percent.8  In  a  series  of  50,000  upper 
gastrointestinal  barium  studies,  the 
diagnosis  of  gastric  polyps  was 
made  in  138,  an  incidence  of  0.28 
percent.9 

Etiology — The  etiology  of  gastric 
polyps  is  unknown.  Inflammation 
has  been  incriminated,  and  some 
investigators  believe  that  gastric 
polyps  are  the  result  of  chronic  gas¬ 
tritis.  Gastric  polyps  are  closely 
related  to  pernicious  anemia,  ach¬ 
lorhydria,  and  atrophic  gastritis.10 
They  are  present  in  approximately  5 
percent  of  all  patients  with  per¬ 
nicious  anemia.  In  one  study  of  gas¬ 
tric  polyps,  25  percent  of  the  pa¬ 


tients  had  a  deficiency  in  intrinsic 
factor. 

Clinical  picture — Most  patients 
with  gastric  polyps  have  no  signs  or 
symptoms.  Epigastric  pain  is  the 
most  common  complaint,11  but  a 
definite  relationship  of  pain  to  gas¬ 
tric  polyps  is  difficult  to  establish. 
Ulceration  and  hemorrhage  is  un¬ 
usual.  Torsion  of  a  polyp  pedicle 
and  pyloric  obstruction  by  a  large 
polyp  are  other  mechanisms  by 
which  polyps  produce  symptoms. 
Anemia  is  seen  in  approximately  25 
percent  of  patients  and  is  of  the  iron 
deficiency  type.  This  may  be  related 
to  occult  bleeding,  iron  malabsorp¬ 
tion,  or  decreased  utilization  of 
iron.  Occasionally  the  anemia  is 
megaloblastic.  Achlorhydria  is 
found  in  approximately  95  percent 
of  cases.11-12 

Roentgenographic  findings — 

Upper  gastrointestinal  studies  with 
barium  are  extremely  important. 
Marschack  has  divided  gastric 
polyps  into  three  types.9  Type  1  are 
sharply  defined,  smooth  lesions, 
single  or  multiple,  which  are  round 
or  elliptical  and  with  no  contour 
defect.  The  polyps  vary  in  size,  are 
continuous  with  rugal  folds,  and  a 
pedicle  is  difficult  to  demonstrate. 
These  polyps  bre  benign.  Type  2 
polyps  are  solitary,  sessile,  1.5  cm 
to  2.5  cm  in  size,  and  demonstrate 
no  contour  defect  or  rigidity,  but  are 
trabeculated  and  irregular.  Malig¬ 
nancy  in  these  polyps  is  frequent. 
Type  3  polyps  have  contour  defects 
with  rigidity  of  the  gastric  wall  and 
may  be  sessile,  polypoid,  and  irreg¬ 
ular.  These  represent  carcinomas. 
The  large  majority  of  polyps  appear 
as  smooth  defects  on  barium 
studies.  Stalks  may  be  seen  with  x- 
ray  studies  and  Ekloff 13  and  others 
feel  that  a  pedicle  helps  to  differen¬ 
tiate  a  benign  from  a  malignant  gas¬ 
tric  polyp.  Greater  curvature  polyps 
are  more  difficult  to  visualize  with 
barium  studies  due  to  the  larger 
rugal  folds  in  this  area,  and  a  polyp 
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less  than  0.5  cm  will  not  be 
visualized. 

Solitary  polyps  are  more  common 
than  multiple  polyps,  but  the  ratio 
varies  from  series  to  series. 
Marschak9  reported  that  most 
polyps  are  located  in  the  pyloric 
channel,  with  the  body  of  the  stom¬ 
ach  the  second  most  common  site. 

Endoscopic  findings — Gastros- 
copic  findings  are  fairly  character¬ 
istic.  Usually,  the  gastric  polyps  are 
discrete,  round,  smooth,  and  either 
pedunculated  or  sessile.  They  may 
be  pitted  and  appear  strawberry¬ 
like.  They  may  be  orange  in  color  or 
cherry  red.  Benign  polyps  are 
usually  the  same  color  as  the 
mucosa  and  have  well  defined 
margins.  Atrophic  gastritis,  with  its 
glossy  mucosal  appearance  and 
visible  subcutaneous  vasculature,  is 
usually  present.  Malignancy  is  sug¬ 
gested  with  a  polyp  that  is  paler 
than  the  tissue  about  it,  or  if  the 
polyp  has  a  broad  base  and  merges 
with  adjacent  tissue,  or  if  the  polyp 
is  ulcerated.  A  gray  tip  or  streaked 
surface  markings  on  the  polyp  may 
indicate  malignancy.14  Ming15  has 
divided  polyps  into  those  that  are 
“regenerative”  and  those  that  are 
“adenomatous.”  The  “regenera¬ 
tive”  polyp  is  usually  smaller  than  2 
cm,  smooth  or  lobulated,  may  have 
a  pedicle  (29  percent),  and  may  be 
multiple  (31  percent).  Carcinoma 
was  seen  in  8  percent  of  this  type  of 


polyp  in  his  study.  Microscopically, 
the  “regenerative”  polyp  shows  no 
malignant  changes  or  anaplasia, 
mild  to  moderate  hyperplasia, 
prominent  inflammation,  frequent 
cystic  glands,  marked  pyloric  me¬ 
taplasia,  absent  or  mild  intestinal 
metaplasia,  and  the  presence  of 
muscular  tissue.  In  contrast  to  this, 
the  “adenomatous”  polyp  is  larger 
than  2  cm,  papillary  in  configura¬ 
tion,  usually  solitary  with  pedicles 
present  (40  percent),  and  is  as¬ 
sociated  with  an  increase  in  coex¬ 
isting  carcinoma  (30  percent).  Mi¬ 
croscopically,  malignant  transfor¬ 
mation  occurs  in  40  percent  of 
cases,  characterized  by  marked 
anaplasia,  hyperplasia,  and  intesti¬ 
nal  metaplasia.  There  is  absence  of 
muscular  tissue.  Pyloric  metaplasia 
and  inflammation  was  not  promi¬ 
nent. 

Differential  diagnosis — The  dif¬ 
ferential  diagnosis  of  gastric  polyps 
includes  benign  nonepithelial 
tumors,  aberrant  pancreatic  tissue, 
polypoid  postoperative  defects, 
Menetrier’s  disease,  tuberculosis, 
sarcoidosis,  syphilis,  amyloidosis, 
carcinoid  tumors,  lymphomas,  me¬ 
tastatic  neoplasms,  and  carcinomas 
invading  the  stomach  from  adjacent 
organs,  particularly  the  pancreas. 
Occasionally  food  or  blood  trapped 
within  the  stomach  will  mimic  gas¬ 
tric  polyps.  Most  of  the  above  en¬ 
tities  are  readily  differentiated.  Be¬ 
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nign  nonepithelial  tumors  present 
the  greatest  problems. 

Relationship  to  Malignancy 

As  is  the  case  with  other  gas¬ 
trointestinal  polyps,  controversy 
exists  regarding  the  relationship  of 
gastric  polyps  to  gastric  malig¬ 
nancy.  Although  a  relationship  has 
been  claimed  by  some  inves¬ 
tigators,16  this  has  been  disputed  by 
others.  Carey  and  Hay  17'18  feel  that 
there  is  no  relationship  and  that 
malignant  degeneration  of  gastric 
polyps  does  not  occur.  Other  large 
studies  have  supported  Carey  and 
Hay’s  work.^  Hay19-20*21  has  sug¬ 
gested  that  a  size  of  2.0  cm  is  criti¬ 
cal  in  the  determination  of  malig¬ 
nancy.  Certainly,  as  studies  have 
shown,  size  is  significant,  but  con¬ 
tour  defects  and  smoothness  are 
also  important.  Berg  contends  that 
gastric  polyps  are  precancerous 
and  show  neoplastic  tendencies, 
while  Monaco11  states  that  unless 
the  lesions  are  frank  carcinomas, 
they  are  biologically  benign,  and 
that  although  atypia  may  be  found, 
metastasis  does  not  occur.  Monaco 
feels  that  in  a  gastric  polyp  with  a 
focus  of  atypical  cells  there  is  no 
submucosal  or  lymph  node  involve¬ 
ment.  He  also  states  that  there  must 
be  a  difference  between  the  biologi¬ 
cal  behavior  and  the  histological 
appearance.  If  Castleman’s  work 
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with  colonic  polyps  is  applied  to 
gastric  polyps,  then  the  prognosis  is 
better  in  the  presence  of  a  stalk.22  It 
becomes  obvious  from  the  con¬ 
trasting  points  of  view  that  much 
controversy  still  remains  in  the 
diagnosis  of  gastric  polyps  and  the 
possible  progression  to  malignancy. 
Possibly,  some  of  this  controversy 
arises  from  confusing  terminology, 
statistics,  and  pathologic  criteria. 

Treatment — The  controversy  con¬ 
cerning  the  relationship  of  gastric 
polyps  to  malignancy  necessitates 
an  individualized  approach  to  each 
patient.  Certainly  in  the  presence  of 
clinical,  radiologic,  or  endoscopic 
evidence  suggestive  of  malignancy, 
surgery  should  be  advocated.  On 
the  other  hand,  well-defined  polyps 
less  than  2  cm  in  size  in  an  asymp¬ 
tomatic  elderly  patient  with  nega¬ 
tive  cytology  should  be  handled 
conservatively.  Polyps  greater  than 
2  cm  in  size,  particularly  in  younger 
patients,  should  be  considered  for 
surgical  therapy. 

Summary 

Gastric  polyps  have  been  a  con¬ 
troversial  subject  for  many  years. 


This  article  has  illustrated  a  repre¬ 
sentative  case,  outlined  the  pos¬ 
sible  etiologies,  diagnostic  proce¬ 
dures,  controversies,  and  manage¬ 
ment.  Hopefully,  with  larger  studies, 
consistent  terminology  and  patho¬ 
logical  criteria,  and  improved  diag¬ 
nostic  procedures,  more  informa¬ 
tion  can  be  gained  into  the 
histology  and  biological  behavior  of 
gastric  polyps.  □ 
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The  neck  is  a  compact  area  of  vital  structures  vulnera¬ 
ble  to  both  blunt  and  penetrating  injuries.  Compromise 
of  the  airway  or  major  cervical  arteries  will  produce  ce¬ 
rebral  damage  or  death  within  minutes.  Thus,  the  initial 
management  of  such  injuries  must  be  well-planned  and 
executed. 

The  first  priority  for  evaluation  and  treatment  must  be 
given  to  the  airway.  The  diagnosis  of  airway  obstruction 
may  be  obvious  as  in  the  patient  who  has  stertorous 
breathing,  or  it  may  be  more  subtle  and  manifest  only  by 
restlessness  or  disorientation  secondary  to  hypoxia. 
These  effects  of  hypoxia  may  be  erroneously  attributed 
to  the  patient’s  pain  or  prior  ingestion  of  alcohol.  On  oc¬ 
casion  airway  obstruction  may  be  relieved  by  such 
simple  maneuvers  as  suction  aspiration  of  the  pharynx, 
removal  of  dentures  or  loose  teeth,  or  insertion  of  an 
oropharyngeal  airway.  If  these  measures  prove  inade¬ 
quate  then  endotracheal  intubation  should  be  undertak¬ 


en.  When  intubation  is  not  possible,  emergency 
cricothyroidotomy  should  be  performed.  This  is  ac¬ 
complished  by  transversely  incising  the  cricothyroid 
membrane  to  gain  entry  to  the  trachea.  In  a  hypoxic 
hemorrhaging  patient,  cricothyroidotomy  is  technically 
much  easier  than  the  more  standard  tracheotomy. 

Major  vessel  injury  in  the  neck  is  unique  in  several  re¬ 
spects.  Interruption  of  one  of  the  major  cervical  arteries 
is  likely  to  result  in  cerebral  hypoxia  or  infarction.  An  ex¬ 
panding  hematoma  in  the  neck,  either  in  association 
with  a  closed  injury  or  due  to  external  compression  to 
control  hemorrhage  may  produce  tracheal  compression 
and  compromise  the  airway.  When  exsanguinating  hem¬ 
orrhage  is  occuring  through  a  neck  wound,  external 
pressure  must  be  utilized;  but  close  observation  for 
maintenance  of  a  satisfactory  airway  is  essential.  If 
major  vessel  injury  is  associated  with  disruption  of  the 
trachea,  aspiration  of  blood  may  present  a  major 


Pennsylvania  Medicine,  August  1974 


47 


utilizing  water  soluble  radiopaque  contrast  material. 

Spinal  cord  injury  is  occasionally  associated  with 
penetrating  neck  injuries,  and  any  evidence  of 
neurologic  deficit  in  the  extremities  should  alert  the 
physician  to  this  possibility.  Other  neurologic  injuries 
occurring  in  association  with  neck  trauma  are  generally 
not  life-threatening.  However,  their  recognition  and  doc¬ 
umentation  are  important  to  the  subsequent  care  of  the 
patient.  Direct  brachial  plexus  injuries  may  occur 
including  complete  avulsion  of  the  roots  of  the  brachial 
plexus.  External  pressure  from  a  hematoma  may  also 
result  in  impaired  nerve  function.  Injury  to  the 
hypoglossal  nerve  may  be  noted  by  deviation  of  the 
tongue  toward  the  side  of  the  injury  and  trauma  to  the  ac¬ 
cessory  nerve  may  be  recognized  by  a  decrease  in 
strength  of  the  trapezius  muscle  on  the  involved  side. 
Trauma  to  the  vagus  nerve  is  evidenced  by  a  change  in 
the  voice,  and  on  indirect  or  direct  laryngoscopy,  the 
vocal  cord  on  the  involved  side  may  be  paralyzed.  Injury 
to  the  phrenic  nerve  may  be  diagnosed  by  noting  a  high 
diaphragm  which  is  immobile  on  physical  examination. 
This  can  be  further  documented  by  fluoroscopy  of  the  in¬ 
volved  diaphragm. 

In  summary,  the  initial  management  of  neck  trauma 
should  consist  primarily  of  establishment  of  an  adequate 
airway  and  the  control  of  hemorrhage  along  with  re¬ 
placement  of  blood  volume.  A  minimum  mortality  for  this 
type  of  injury  can  best  be  obtained  by  surgical  explora¬ 
tion  of  all  penetrating  neck  injuries  and  any  blunt  injury 
in  which  clinical  examination  indicates  disruption  of  any 
of  the  major  structures  lying  deep  to  the  platysma 
muscle.  □ 


You  are  cordially  invited  to  attend 
THE  27TH  ANNUAL  STATE  DINNER 
Friday  Evening ,  October  11 ,  1974 
The  William  Penn  Hotel 
RECEPTION  (7:00  p.m.) 

(Compliments  of  Frank  B.  Hall  &  Co.  of  Pennsylvania 
and  Argonant  Insurance  Co.) 

Dinner,  Dancing, 
and  Entertainment  (8:00  p.m.) 


Please  reserve  _  tickets  at  $12.00  per 

person  for  the  Annual  State  Dinner  Banquet. 

Name  _ 

(please  print) 

Address  _ _ _ 


(Please  make  checks  payable  to  Pennsylvania 
Medical  Society.) 


The  authors  are  from  the  department  of  surgery,  the 
Milton  S.  Hershey  Medical  Center,  Pennsylvania 
State  University.  The  Pennsylvania  Division  of  the 
American  Trauma  Society  and  the  State  Society’s 
Commission  on  Emergency  Medical  Services  assist 
in  the  dissemination  of  information  on  trauma. 


problem.  In  patients  with  this  type  of  combined  injury, 
immediate  endotracheal  intubation  or  cricothyroido- 
tomy  is  indicated.  In  a  patient  who  has  sustained  a 
closed  injury  of  the  neck  resulting  in  hemorrhage, 
tracheal  compression  may  quickly  develop  and  once 
again  intubation  or  cricothyroidotomy  is  indicated.  In 
addition  to  these  unique  problems  related  to  hemor¬ 
rhage  in  the  neck,  the  likelihood  of  hypovolemic  shock 
must  not  be  overlooked. 

In  most  instances,  hemorrhage  from  a  neck  wound 
can  be  temporarily  controlled  by  the  judicious  applica¬ 
tion  of  direct  pressure.  Exploration  of  neck  wounds  in 
the  emergency  room  is  contraindicated  since  this  may 
exacerbate  hemorrhage  and  blind  placement  of  clamps 
may  cause  serious  neural  damage.  If  the  wounding 
agent  is  in  place,  generally  it  should  not  be  removed 
until  the  patient  has  reached  the  operating  room. 

Following  establishment  of  an  adequate  airway  and 
temporary  control  of  hemorrhage,  at  least  two  large- 
caliber  intravenous  lines  should  be  placed,  blood  typed 
and  crossmatched,  and  the  patient  should  be 
transported  to  the  operating  room  for  definitive  explora¬ 
tion  of  the  neck. 

When  one  of  the  larger  veins  in  the  neck  is  injured,  air 
embolism  is  a  hazard  that  must  be  considered.  Placing 
the  patient  in  an  upright  position  may  decrease  the 
amount  of  venous  hemorrhage,  but  it  will  also  increase 
the  risk  of  air  embolism.  For  this  reason  it  is  recommend¬ 
ed  that  these  patients  be  transported  in  the  supine  posi¬ 
tion  and  hemorrhage  controlled  by  direct  external  pres¬ 
sure. 

Esophageal  injuries  do  not  generally  pose  any  imme¬ 
diate  threat  to  life.  However,  the  onset  of  mediastinitis 
may  lead  to  a  rapid  downhill  course  due  to  sepsis.  When 
infection  occurs,  soft  tissue  swelling  and  fluid  collec¬ 
tions  in  the  deep  fascial  compartment  of  the  neck  may 
cause  airway  compression.  If  airway  obstruction  and 
hemorrhage  are  not  immediate  problems,  the  diagnosis 
of  esophageal  injury  is  best  made  by  PA  and  lateral  films 
of  the  neck  and  chest  combined  with  an  esophagogram 
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Significance  of  visual  problems  in  Pennsylvania  drivers 


Q  RASH  analysis  by  the  Pennsyl¬ 
vania  Department  of  Transporta¬ 
tion  for  the  calendar  year  1971  indi¬ 
cates  81,696  crashes  causing  667 
deaths,  1,604  bodily  injuries,  and 
59,  984  cases  of  property  damage  in 
this  state.  Alcohol  was  the  largest 
identifiable  causative  factor  among 
the  fatalities  (318  out  of  667),  and  it 
related  to  5,915  crashes  which 
caused  bodily  injury  or  property 
damage.  Visual  factors  had  prime 
causative  identification  in  72 
deaths,  1,604  bodily  injuries,  and 
3,639  cases  of  property  damage. 
Such  efforts  to  identify  causative 
data  underline  revised  visibility 
(FMVSS  111)  and  illuminating 
(FMVSS  108)  standards  which  the 
National  Highway  Traffic  Safety  Ad¬ 
ministration  was  seeking  to  put  into 
effect  in  1973. 

Physical  Examination  Program 

Required  physical  and  visual  ex¬ 
amination  of  Pennsylvania  drivers 
was  instituted  in  June  1960,  with 
random  re-examination  beginning 
in  November  1960.  There  now  are 
approximately  eight  million  li¬ 
censed  Pennsylvania  operators,  and 
initial  efforts  at  hand-recording  of 
data  became  so  overwhelming  that 


ARTHUR  H.  KEENEY,  M.D. 

Louisville,  Kentucky 

the  project  was  temporarily  discon¬ 
tinued  from  March  1964  until  elec¬ 
tronic  data  processing  was  insti¬ 
tuted  in  August  1965.  By  the  end  of 
1971,  approximately  three  million 
prelicensing  physical  examinations 
were  administered.  Of  that  number 
4,143,  (0.137  percent)  were  denied 
Pennsylvania  licenses  for  medical 
reasons. 

Under  the  first  re-examination 
program  (November  1960 — March 
1964)  for  persons  holding  Pennsyl¬ 
vania  licenses,  there  were  806,918 
drivers  examined,  and  of  this 
number  30,131  (3.7  percent)  had 
their  licenses  suspended  for  medi¬ 
cal  reasons.  With  the  reinstitution  of 
the  physical  examination  program 
in  August  1965  (which  continued 
through  July  1972)  1,508,610  more 
drivers  were  examined;  and  from 
this  collective  2,375,528,  an  addi¬ 
tional  33,522  or  a  total  of  63,653 
(nearly  2.7  percent)  have  been  sus¬ 
pended  for  medical  reasons.  This 
percentage  of  pathology  detection 
is  about  twenty  times  greater  than 
the  abnomal  findings  on  prelicense 
examination.  During  these  two 
periods,  16,207  operators  voluntari¬ 
ly  surrendered  their  licenses;  nearly 
5,000  were  found  to  be  deceased; 


and  nearly  10,000  examination  no¬ 
tices  were  returned  “unclaimed.” 

The  physical  examination  for  vi¬ 
sual  acuity  has  resulted  in  Bureau 
notifications  to  slightly  over  a  half 
million  operators  (579,597)  or  about 
10  percent  of  all  examinees.  Re¬ 
strictions  to  daylight  driving  only 
were  placed  on  3,004  drivers  on  the 
basis  of  (1)  ophthalmic  reports  in¬ 
dicating  poor  night  vision,  or  (2) 
limitation  of  optimally  corrected 
vision  at  the  leyel  of  20/50  to  20/60 
using  both  eyes  together.  An  addi¬ 
tional  50,333  drivers  have  been 
required  to  add  outside  mirrors 
because  of  (1)  vision  correctable  to 
no  better  than  20/100  in  one  eye,  or 
(2)  gross  hearing  deficiency  (inabili¬ 
ty  to  distinguish  normal  conversa¬ 
tion  ten  feet  to  the  rear  of  the  can¬ 
didate).  The  eleven-member  Medi¬ 
cal  Advisory  Board,  including  one 
ophthalmologist  and  one  optome¬ 
trist,  recommended  horizontal  form 
field  requirements  of  140°  in  1970. 
This  can  be  met  by  the  one-eyed 
driver,  but  because  of  man  hour  and 
cost  requirements,  it  has  not  yet 
been  implemented. 

Most  of  the  actions  taken  thus  far 
have  been  the  specific  result  of  the 
driver  re-examination  program,  pri- 
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‘Pennsylvania  has 
made  major  and 
pioneer  efforts 
in  visual  and 
physical  screening 
of  its  8 
million  drivers. 
Re-examination 
programs 
apparently  detect 
pathology  which 
may  constitute 
driver  limitation 
about  twenty  times 
more  frequently 
than  do 
pre-examination 
programs.’ 


marily  since  its  initial  computeriza¬ 
tion  in  August  1965.  Without  this 
program,  most  such  deficiency 
would  have  continued  to  pass  unno¬ 
ticed.  Of  the  33,522  (or  2.22  percent 
of  1,508,630)  who  have  had  driving 
privileges  cancelled  for  medical 
reasons  since  August  of  1965,  there 
were  1,269  rejected  for  visual 
defects.  Neuropsychiatric  disorders 
were  the  most  common  medical 
cause  for  suspension,  accounting 
for  approximately  seven  times  more 
rejections  than  poor  vision.  The  role 
of  aging  as  it  affects  this  group  of 
Pennsylvania  drivers  (including  vi¬ 
sual  problems)  was  evaluated 
recently  by  Freeman1  using  strong 
support  for  performance  ability 
rather  than  age  per  se  as  the  basis 
for  identifying  driver  limitation. 

Because  of  the  examination  pro¬ 
gram,  about  50,000  operators  a  year 
are  advised  of  visual  deficiency,  so 
that  a  public  health  measure  is  an 
incidental  component  of  the  pro¬ 
gram.  Drivers  failing  the  visual  ex¬ 
amination,  as  well  as  those  passing 
the  minimal  standard  of  the  20/40 
but  showing  less  than  20/20  with 
correction,  are  advised  to  have 
ophthalmic  follow-up  care  and  may 
be  required  to  submit  periodic  med¬ 
ical  reports  from  their  eye  physician 
to  indicate  that  vision  is  not 
progressively  failing.2-3 

The  20/40  level  of  minimal  acuity 
is  selected  because  the  lettering  on 
freeway  contol  signs  is  sized  to  be 
read  by  a  driver  with  acuity  of  at 
least  20/40.  Additionally,  the  engi¬ 
neering  of  these  signs  takes  into  ac¬ 
count  the  need  to  read  them  at 
usual  traffic  speeds  on  clear  days — 
and  sufficiently  early  to  make  ap¬ 
propriate  vehicular  maneu¬ 
vers.3-4 

Although  Pennsylvania  has  main¬ 
tained  only  one  classification  of 
driver  licensure  rather  than  the 
three  proposed  by  the  American 
Medical  Association,2  the  Royal 
Board  of  Health  in  Great  Britain,  the 
U.S.  Department  of  Transportation, 
and  the  U.S.  Public  Health  Serv¬ 
ice,5  new  standards  were  placed 
into  effect  at  the  end  of  1970  for  the 
11,000  to  12,000  school  bus  drivers 
of  the  Commonwealth.  The  Medical 
Advisory  Board  to  the  Department 
of  Transportation  is  currently  work¬ 


ing  on  the  third  revision  of  these 
standards  which  should  be  consid¬ 
ered  as  “Class  1.”  At  present,  how¬ 
ever,  the  maximum  central  acuity 
requirement  is  only  correctable 
vision  to  20/40  in  the  better  eye  and 
no  worse  than  20/50  in  the  fellow 
eye.  A  school  bus  driver  also  must 
have  a  form  field  or  horizontal  rec¬ 
ognition  field  of  not  less  than  160° 
with  both  eyes  open.  Further,  he 
must  be  able  to  distinguish  traffic 
control  colors  of  red,  green,  and 
amber  and  be  able  to  “exercise  dis¬ 
tance  judgment  in  the  driving  task.” 
This  more  liberal  interpretation  has 
replaced  earlier  plans  specifying 
Keystone  telebinocular  types  of 
stereopsis  measure,  or  tests  of 
“space  perception.” 

Data  currently  computerized  for 
Pennsylvania  licensed  drivers  afford 
some  correlation  between  visual 
acuity,  monocularity,  and  crash  or 
violation  records.  Among  Pennsyl¬ 
vania  drivers  operating  with  visual 
restrictions,  15  percent  have  crash 
records  at  this  time.  This  figure 
seems  higher  than  had  been  antici¬ 
pated  in  the  licensed  driving  popula¬ 
tion  of  the  Commonwealth. 

Other  Validation  Approaches 

Paired  studies  matching  control 
groups  against  drivers  having  sys¬ 
temic  disease  associated  with  eye 
defects. — Campbell  and  Ellis6  in  a 
five  and  a  half  year  study  of  346 
diabetic  drivers  within  Prince  Ed¬ 
ward  Island  Province  (Canada) 
matched  them  by  age  with  non¬ 
diabetic  drivers  and  found  nearly 
twice  as  many  crashes  and  more 
than  twice  as  many  major  convic¬ 
tions  among  the  diabetics.  Though 
vision  was  not  reported  in  this 
study,  which  included  licensed 
drivers  throughout  the  entire  driving 
age,  their  sampling  showed  a 
greater  than  linear  increase  in 
numbers  of  subjects  throughout 
successive  pentades  of  life.  In¬ 
herently,  both  impairments  of  acuity 
and  mesopic  visual  function  must 
be  overrepresented  among  their 
diabetics. 

Autopsy  study  of  eyes  and  visual 
pathways  following  crash  deaths — 

These  can  correlate  the  side  of  vi¬ 
sual  loss  with  the  direction  of  lethal 
impact.  This  “after  the  fact”  tech- 
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nique  has  been  reported  by  Freytag 
and  Sachs7  of  the  Medical  Ex¬ 
aminer’s  Office  in  Baltimore  who 
studied  ocular  and  visual  pathway 
defects  in  five  pedestrians  and  two 
drivers  killed  in  Maryland.  Necropsy 
findings  of  lesions,  which  would 
have  been  manifested  by  poor 
vision  to  one  side,  showed  specific 
correlation  with  carefully  recon¬ 
structed  directions  of  injury.  Such 
autopsy  findings,  though  not  re¬ 
flecting  rate  or  incidence  data,  sup¬ 
port  the  limitation  created  by  visual 
field  impairment  or  monocularity. 
Case  records  of  surviving  drivers 
referred  to  medical  advisory 
boards. — Significant  numbers  of 
such  drivers  ultimately  coming  to 
the  Medical  Advisory  Board  of 
Pennsylvania  recurrently  illustrate 
successions  of  injuries,  property 
damages,  and  fatalities  in  crash  ex¬ 
perience  associated  with  monocu¬ 
larity  or  visual  field  impairment.8 
Studies  of  monocularity  versus 
binocularity  in  paired  groups. — My 
report  of  19689  identified  monocu¬ 
larity  in  8  percent  of  991  drivers 
called  in  for  a  medical  review  fol¬ 
lowing  multiple  crash  histories.  In  a 
“control  group”  of  21,000  private 
patients  seen  in  my  office  for  eye 
care,  423  or  only  2  percent  had 
monocular  blindness.  Thus  mono¬ 
cularity  seemed  to  be  over¬ 
represented  by  a  factor  of  four  in 
this  sample  of  crashing  drivers. 
Studies  of  driver  performance  on 
the  road  with  subsequent  identifica¬ 
tion  of  the  visually  normal  and 
visually  limited  drivers. — Liesmaa 
reported  in  197310  road  observation 
of  1,021  drivers  for  three  types  of 
driving  errors  and  then  performed 
roadside  examination  of  visual 
function  with  Rodenstock  equip¬ 
ment  on  each  one.  Driving  errors 
studied  were  (1)  overtaking  when 
another  vehicle  is  approaching,  (2) 
crossing  the  lane  divider  or  overtak¬ 
ing  on  a  curve,  and  (3)  carelessly 
entering  major  roads.  One  hundred 
sixty-seven  drivers  were  identified 
as  involved  in  these  three  classes  of 
errors,  and  854  other  drivers  consti¬ 
tuted  control  material.  Among  those 
overtaking  when  another  vehicle  is 
approaching,  there  were  20  percent 
who  showed  significantly  impaired 
acuity  and  only  6.4  percent  with  im¬ 


paired  acuity  in  the  control  group. 
No  visual  difference  could  be  iden¬ 
tified  among  sixty-four  drivers  in¬ 
volved  in  carelessly  crossing  the 
lane  divider.  However,  among 
twenty-five  drivers  showing  danger¬ 
ous  entrance  to  major  roads,  12  to 
48  percent  (depending  on  criteria) 
had  visual  limitation — two  were 
blind  in  one  eye,  one  had  major  vi¬ 
sual  loss,  and  nine  had  slightly 
decreased  visual  acuity  (below  the 
level  of  20/30).  In  general,  slightly 
decreased  visual  acuity  did  not  cor¬ 
relate  with  the  three  identified  types 
of  inappropriate  driving. 

Summary 

Pennsylvania  has  made  major 
and  pioneer  efforts  in  visual  and 
physical  screening  of  its  8  million 
drivers.  Re-examination  programs 
apparently  detect  pathology  which 
may  constitute  driver  limitation 
about  twenty  times  more  frequently 
than  do  pre-examination  programs. 
Screening  in  Pennsylvania  pro¬ 
duces  an  incidental  public  health 
service  in  noting  apparent  visual 
deficiencies  in  approximately 
50,000  drivers  a  year.  The  program 
also  creates  an  atmosphere  in 
which  the  driver,  recognizing  his 
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own  inability  to  perform,  may  sur¬ 
render  his  license.  The  activity  also 
serves  to  update  the  roles  of  those 
licensed  in  Pennsylvania.  Compu¬ 
terized  information  concerning 
medical  factors  and  crash  records 
is  beginning  to  produce  correla¬ 
tions  between  driver  limitations  and 
road  behaviour.  Approximately  15 
percent  of  all  drivers  operating  with 
visual  restrictions  now  have  crash 
records.  It  also  appears  that  one- 
eyed  or  monocular  drivers  also  en¬ 
gender  greater  risks  of  driving  fail¬ 
ure  from  the  impaired  side. 

Special  classifications  of  drivers 
are  recommended  medically  with 
identification  of  school  bus,  emer¬ 
gency  vehicle,  and  commercial  pas¬ 
senger  drivers  meriting  the  best  in 
physical  performance  and  the  most 
intensive  level  of  medical 
screening.  Limited  data  derived 
from  analysis  of  computer  output 
can  be  augmented  by  paired  medi¬ 
cal  studies,  matching  controlled 
group  drivers  against  others  with 
systemic  diseases  which  produce 
associated  eye  defects.  Autopsy  of 
deceased  drivers  and  vehicles,  as 
well  as  individual  case  studies  of 
drivers  and  driver  performance, 
augment  these  conclusions.  □ 
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Case  report 


Thyroid  crisis  following  abdominal  surgery 


RARE  case  of  thyroid  crisis 
which  followed  intestinal  resec¬ 
tion  is  presented.  Hyperthroidism 
was  not  recognized  prior  to  surgery, 
and  the  crisis  was  diagnosed  sever¬ 
al  hours  after  the  operation.  The 
main  manifestations  were  fever, 
tachycardia,  and  restlessness.  The 
condition  was  successfully  treated 
with  propanolol  and  antithyroid 
drugs.  The  possible  mechanisms  for 
the  development  of  the  crisis  and 
the  role  of  antithyroid  drugs,  cat¬ 
echolamine  depleting,  and  beta 
adrenergic  blocking  agents  are  dis¬ 
cussed. 

Thyroid  crisis  is  an  exaggeration 
of  the  manifestations  of  hyperthy¬ 
roidism.1  This  serious  condition 
requires  prompt  recognition  and  ef¬ 
fective  treatment  if  the  patient’s  life 
is  to  be  saved.  Previously  it  was  an 
infrequent  complication  of  thy¬ 
roidectomy  for  hyperthyroidism. 
Presently,  because  of  the  better 
preoperative  control  of  the  hyper¬ 
thyroid  state,  it  is  rarely  seen  after 
thyroidectomy.  However,  it  may  be 
encountered  in  nonsurgical  ill¬ 
nesses  or  may  complicate  ex¬ 
trathyroid  surgery.  The  occurrence 
in  patients  with  undiagnosed  hy¬ 
perthyroidism  is  extremely  rare.2 

Case  Report 

A  35-year-old  housewife  was  ad¬ 
mitted  to  the  hospital  with  a  history 
of  sudden  severe  abdominal  pain. 
The  pain  was  continuous,  as¬ 
sociated  with  frequent  vomiting, 
and  localized  in  the  area  of  the 
umbilicus.  The  patient  stated  that 
she  had  lost  eighteen  pounds  over 
the  last  year  in  spite  of  having  had  a 
good  apetite.  She  had  a  past  history 
of  appendectomy  and  fibromyomec- 
tomy,  and  had  been  treated  for 
primary  sterility.  Her  menstrual 
periods  had  been  regular,  but  her 
last  period  was  ten  days  late. 

Physical  examination  at  the  time 
of  admission  revealed  a  well- 
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nourished  female  in  severe  pain. 
Her  pulse  rate  was  120  per  minute, 
temperature  36.5°  C.,  and  blood 
pressure  160/90  mm.Hg.  Examina¬ 
tion  of  the  head,  neck,  heart,  and 
chest  did  not  reveal  any  ab¬ 
normality.  Examination  of  the  ab¬ 
domen  showed  a  lax  abdominal  wall 
and  suprapubic  tenderness.  Radio- 
logic  examination  of  the  abdomen 
was  equivocal.  The  patient  was 
treated  with  intravenous  fluids  and 
nasogastric  suction  and  observed 
carefully.  When  re-examined  later, 
an  ill-defined  irregular  mass  was 
felt  in  the  lower  abdomen.  This  was 
extremely  tender,  and  there  was 
rebound  tenderness.  Vaginal  exami¬ 
nation  revealed  pelvic  tenderness, 
and  some  blood  was  seen  on  the 
examining  finger. 

The  clinical  differential  diagnosis 
was  between  complicated  ectopic 
pregnancy  and  intestinal  strangu¬ 
lation.  Exploratory  laparotomy  was 
performed.  At  operation,  a  loop  of 
ilium  was  found  to  be  strangulated 
by  an  adhesive  band,  and  nearly 
one  foot  of  intestine  was  nonviable. 
Resection  with  end-to-end  anas¬ 
tomosis  of  the  small  bowel  was  per¬ 
formed. 

In  the  immediate  postoperative 
period,  the  pulse  rose  to  170  per 
minute  and  the  temperature  to 
40.1°C.  At  the  same  time  she 
became  restless  and  delerious. 
Sparine®  (Wyeth  Labs.)  50  mgm  was 
given  intramuscularly,  and  ice 
packs  were  applied  on  her  limbs. 
Her  pulse  continued  to  rise,  and  the 
patient  did  not  respond  to  treatment 
of  symptoms.  The  possibility  of 


thyrotoxic  crisis  was  considered. 
The  history  of  weight  loss  despite 
good  apetite  supported  the  diag¬ 
nosis.  Re-examination  of  her  neck 
showed  a  slightly  enlarged  thyroid 
gland,  and  a  bruit  could  be  auscul¬ 
tated. 

Propanolol  hydrochloride,  20 
mgm,  was  given  three  times  daily 
together  with  Valium®  (Roche 
Labs.),  5  mgm,  three  times  a  day.  A 
blood  sample  was  taken  for  thyroid 
function  studies.  The  patient 
showed  improvement  and  methimo- 
zole  15  mgm  three  times  a  day  was 
begun.  On  the  second  postoperative 
day  her  pulse  rate  was  110  per 
minute,  and  her  temperature  was 
37°  C.  She  was  calm  and  quiet.  Her 
bowels  moved  forty-eight  hours 
after  surgery,  and  her  abdomen  was 
soft.  On  the  third  day  her  pulse 
dropped  to  80  per  minute  and  con¬ 
tinued  to  be  stable  to  the  time  of  her 
discharge  from  the  hospital.  The 
results  of  thyroid  hormones  estima¬ 
tion  was  protein-bound  iodine  20 
ug/100  cc,  T3  uptake  ration  1.88,  and 
free  thyroxin  index  37.6. 

The  patient  was  advised  to  con¬ 
tinue  on  reducing  doses  of  methim- 
azole  and  was  discharged  on  the 
fourteenth  postoperative  day  in 
good  condition.  On  an  outpatient 
visit,  she  was  well  controlled,  free 
of  symptoms,  and  taking  methim- 
azole  only. 

Discussion 

Ransom  in  19343  reported  thirty- 
seven  fatal  cases  of  thyroid  crisis 
occurring  within  a  six-year  period. 
The  incidence  of  this  condition  has 
dropped  markedly  to  the  extent  that 
single  cases  are  now  reported  in 
the  literature.  In  addition,  more 
cases  of  spontaneous  thyroid  storm 
without  surgical  trauma  are  now 
being  seen.4 

Thyroid  crisis  appears  almost 
exclusively  in  patients  who  had 
been  thyrotoxic  before  the  onset  of 
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the  storm.5  In  these  cases  thyroid 
crisis  may  be  precipitated  by  ad¬ 
ministration  of  therapeutic  doses  of 
radioactive  iodine.6  It  also  has  been 
reported  after  excessive  ingestion 
of  thyroid  hormone.7  Other  precipi¬ 
tating  factors  may  include:  thyroid 
or  extrathyroid  surgery,  infection, 
pre-eclampsia,  delivery,  fear,  anxi¬ 
ety,  and  palpation  of  the  thyroid 
gland.  Insulin  reaction,  pulmonary 
embolism,  other  stressful  condi¬ 
tions,  and  withdrawal  of  antithyroid 
drugs  have  also  been  blamed.8 

The  mechanism  of  thyroid  storm 
is  not  completely  understood.  How¬ 
ever,  two  possible  mechanisms  to 
explain  the  pathogenesis  have  been 
advocated.  The  first  hypothesis  is 
based  on  the  possibility  of  exces¬ 
sive  release  of  thyroid  hormone  by 
the  gland.  This  is  applicable  to  pa¬ 
tients  who  develop  thyroid  storms 
after  radioactive  iodine  therapy.6  It 
is  assumed  that  l131  causes  necrosis 
of  the  thyroid  follicles  resulting  in 
an  acute  release  of  the  stored  hor¬ 
mone  into  the  circulation  and  in 
quantities  large  enough  to  cause 
thyroid  crisis.  If  one  assumes  an  un¬ 
usual  sensitivity  of  the  peripheral 
tissues  to  the  action  of  the 
circulating  hormone,  then  the  above 
explanation  is  likely.  Corroborating 
evidence  includes  the  effective 
reduction  in  the  incidence  of  crisis 
among  patients  who  have  been 
treated  with  antithyroid  drugs.  In 
these  patients,  the  follicular  con¬ 
tents  of  the  thyroglobulin  is 
markedly  reduced,  and  therefore 
the  chance  of  sudden  release  into 
the  circulation  of  excessive  hor¬ 
mone  is  unlikely.6 

The  short  time  interval  between 
surgery  and  the  onset  of  the  crisis 
leads  us  to  speculate  on  the  possi¬ 
bility  that  anesthesia  might  have 
played  a  role  in  precipitating  the 
condition.  It  is  known  that  some  an¬ 
esthetic  agents  such  as  halothane 
and  ether  may  considerably  in¬ 
crease  the  total  thyroxin  level  in  the 
blood.2  On  the  other  hand  docu¬ 
mentation  of  elevated  protein 
bound  iodine  or  T3  or  thyroxin 
during  the  crisis  has  not  been  com¬ 
monly  shown.  Moderately  raised 
blood  hormone  levels  have  always 
been  noticed.9 

The  second  possible  mechanism 


considers  thyroid  storm  as  an  acute 
adrenergic  outburst,  greatly  sensi¬ 
tized  by  the  thyroid  hormone.10  The 
similarities  between  the  hyper¬ 
dynamic  state  of  the  cardiovascular 
system  in  hyperthyoidism  and  that 
seen  after  excessive  dosage  of 
epinephrine  has  contributed  to  the 
idea  that  many  circulatory  and 
other  manifestations  of  thyroid 
storm  represent  augmented  re¬ 
sponse  to  adrenergic  stimuli,  to 
which  the  hyperthyroid  patient  is 
particularly  sensitive.  The  ameliora¬ 
tion  of  symptoms  that  occur  after 
the  administration  of  drugs  which 
deplete  catecholamine  stores,  im¬ 
pair  release  of  adrenergic  neuro¬ 
transmitter,  and  of  propanolol 
(which  blocks  the  beta  adrenergic 
receptors)  support  the  hypothesis 
that  none  of  these  drugs  affect  the 
thyroid  function.11  On  the  other 
hand,  it  would  appear  that  epin¬ 
ephrine  or  norepinephrine  are  not 
totally  responsible  for  the  clinical 
manifestations  of  thyrotoxicosis. 
There  is  no  convincing  evidence 
showing  that  catecholamines  are 
elevated  or  that  their  destruction  is 
delayed.  This  may  lead  to  the 
conclusion  that  this  condition  is  in 
reality  the  result  of  both  adrenergic 
stimulation  and  end  organ  sensi¬ 
tization  mediated  through  thyroid 
hormone.  Interruption  of  these 
pathways  either  by  antithyroid 
drugs  or  by  antiadrenergic  agents 
will  definitely  ameliorate  the  mani¬ 
festations.  Consequently,  in  manag¬ 
ing  a  patient  who  is  in  a  crisis, 
treatment  should  be  directed  to¬ 
ward  the  following  objectives: 
Prevent  further  formation  and 
release  of  thyroid  hormones,  pre¬ 
vent  release  of  catecholamines 
and/or  block  their  sites  of  action, 
then  give  symptomatic  treatment. 

Suppression  of  thyroid  function 
can  be  achieved  by  antithyroid 
drugs.  Iodine  in  pharmacological 
doses  will  result  in  large  uptake  by 
the  thyroid  gland  and  inhibition  of 
the  organic  binding  of  iodine  and 
tyrosine,  so  that  thyroxine  synthesis 
cannot  proceed.  At  the  same  time, 
iodine  inhibits  the  release  of  thyroid 
hormones.  The  exact  mechanism  of 
this  action  is  unknown,  but  it  is 
believed  to  be  due  to  inhibition  of 
release  of  thyrotropic  hormone.12 
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These  effects  are  temporary  and 
last  for  two  to  four  weeks.  Only  then 
will  the  escape  phenomena  be  no¬ 
ticed. 

Other  antithyroid  drugs  are 
known  to  function  either  by 
preventing  the  trapping  mechanism 
of  iodine  or  by  inhibiting  hormone 
synthesis  in  the  gland  through 
inhibition  of  the  necessary  en¬ 
zymes.  These  drugs  may  be  given  at 
the  same  time  as  iodine. 

The  drugs  which  stop  the  effect 
of  epinephrine  and  norepinephrine 
include  reserpine.  This  is  known  to 
have  a  central  and  peripheral 
depleting  effect  on  catecholamine 
stores.13  Furthermore,  guanethidine 
depletes  not  only  the  peripheral 
stores,  but  it  also  inhibits  the 
discharge  of  postganglionic  adren¬ 
ergic  transmitters.14  These  two  cat¬ 
echolamine  depleting  agents  have 
recently  been  used  in  the  treatment 
of  thyrotoxic  crisis.15  Reserpine  in 
addition  readjusts  the  ther¬ 
moregulatory  mechanism  which  is 
usually  overcome  by  excessive 
heat  production  during  the  crisis. 
Dillon  et  al15  showed  that  the  pa¬ 
tient’s  hyperthermia  in  these  cases 
responded  rapidly  to  reserpine.  The 
high  level  of  free  fatty  acids 
reported  by  Buckle16  suggests  ex¬ 
cessive  lipolytic  activity  in  these  pa¬ 
tients;  and  damping  of  the  acceler¬ 
ated  metabolic  activity,  in  response 
to  reduction  of  the  tissue  cat¬ 
echolamine  level,  also  results  in 
rapid  reduction  in  the  elevated  free 
fatty  acids.  However,  side-effects  of 
reserpine  should  be  considered. 
These  may  include  diarrhea,  parkin¬ 
sonian  tremors,  conjunctival  injec¬ 
tion,  weakness,  dizziness,  and  ner¬ 
vousness.  Carcinoid-like  syndrome 
was  also  described  following  reser¬ 
pine  administration.17 

The  beta  adrenergic  blocking 
compound  (propanolol),  has  been 
used  with  increasing  frequency  and 
success  in  the  treatment  of  thyroid 
storm.18’19  Weiner  and  his  col¬ 
leagues20  used  propanolol  and 
concluded  that  it  attenuated  the  ef¬ 
fect  of  thyroid  hormone  on  the  heart 
and  probably  depressed  the  exag¬ 
gerated  myocardial  requirements  of 
oxygen.  Levy  and  Epsein21  further 
indicated  the  presence  of  two  sepa¬ 
rate  adenyl  catalase  systems  in  the 


heart,  and  these  are  influenced  by 
beta  adrenergic  blocking  agents 
and  are  activated  by  epinephrine, 
while  the  other  is  not  affected  by 
these  agents  and  is  activated  by 
thyroxine.  Propanolol  was  also 
found  to  be  of  value  in  the  treatment 
of  hyperthyroid  patients  during  their 
preparation  for  surgery22  or  after  l131 
therapy  to  achieve  rapid  control  of 
the  manifestations  until  the  effect  of 
the  radioactive  iodine  is  clinically 
apparent. 

Hedge8  believes  that  there  is  a 
relative  deficiency  of  circulating 
cortisone  during  thyroid  crisis.  One 
study  has  demonstrated  a  slightly 
lowered  level  of  cortisone.11 
Steroids  were  also  found  to  inhibit 
thyroid  hormone  release,  produce 
antipyretic  effect,  and  suppress  the 
long-acting  thyroid  stimulator  which 
is  responsible  for  hyperthyroidism 
in  Grave’s  disease.  Its  use  for  the 
later  purpose  is  rational. 

Other  treatment  should  include 
bed  rest  and  maintenance  of  hydra¬ 
tion  and  electrolyte  balance.  Cen¬ 
tral  venous  pressure  monitoring  is 
advisable  to  prevent  heart  failure. 
Also  required  are  adequate  nourish¬ 
ment,  treatment  of  infections  with 
antibiotics,  symptomatic  control  of 
fever  with  salicylates,  and  treatment 
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sity,  Egypt.  He  served  a  second 
year  surgical  residency  at  the  Al¬ 
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the  Royal  College  of  Surgeons  of 
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of  heart  failure  with  digitalis  and 
diuretics.  Appropriate  management 
of  hypoxia,  diarrhea,  or  acute  renal 
failure  is  also  indicated. 

After  prompt  control  of  thyroid 
crisis,  attention  should  be  directed 
to  producing  an  euthyroid  state  by 
definitive  treatment  of  the  hyperthy¬ 
roidism.  □ 
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In  western  Pennsylvania 


Students  approach  the  medical  manpower  problem 

STEPHEN  R.  SKINNER,  M.D.  MARC  G.  NEVIN  CHARLES  J.  CARLINI 

Pittsburgh 

The  Western  Pennsylvania  Health  Preceptorship  Program  is  a  student- 
directed  educational  experience  in  primary  care  and  community  health  which 
appears  to  have  succeeded  in  meeting  certain  educational  objectives.  It  is  as 
yet  unknown  whether  the  program  will  have  an  impact  on  physician  specialty 
and  geographic  areas  of  practice  in  Pennsylvania.  There  are  some  indications 
that  it  may.  The  program  represents  an  approach ,  designed  by  medical 
students,  to  the  problem  of  physician  maldistribution  by  specialty  and  loca¬ 
tion.  Sixty  students  are  involved  in  this  learning  experience  in  the  1974  pro¬ 


gram  under  the  sponsorship  of  thirty- 
and  two  county  medical  societies. 

P  OR  THE  last  four  years,  the  Western  Pennsylvania 
Health  Preceptorship  has  provided  an  experience  in 
primary  care  medicine  and  community  health  for 
freshman  and  sophomore  medical  students.  During  that 
time,  191  students  have  spent  their  summer  vacations 
studying  under  the  direction  of  practicing  physicians  in 
many  communities  of  western  Pennsylvania.  The  pro¬ 
gram  in  1973  was  the  largest,  placing  seventy-three 
students  at  thirty-nine  community  hospitals  and  clinics. 

The  planners  of  the  program  recognized  the  need  for 
more  primary  care  physicians  in  many  communities  of 
Pennsylvania,  and  one  of  the  long-range  objectives  has 
been  to  influence  medical  students  towards  a  career 
choice  of  primary  care  medicine. 

Program  Description 

The  Western  Pennsylvania  Health  Preceptorship  is  an 
extracurricular  program  organized  and  directed  by  a 
planning  committee  of  students  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine,  faculty  of  the  department  of 
community  medicine,  and  physicians  in  private  practice 
in  western  Pennsylvania.  Program  administrative  costs 
are  met  through  grants  from  the  Allegheny  County  Medi¬ 
cal  Society  Foundation,  the  Cambria  County  Medical  So¬ 
ciety,  and  the  department  of  community  medicine.  The 
planning  committee  sets  the  objectives  of  the  program 
as  an  educational  experience.  The  objectives  for  1973 
were  to: 

1.  Observe,  experience,  and  better  understand:  (a) 


Dr.  Skinner,  former  chairman  of  the  Planning  Com¬ 
mittee  of  the  Western  Pennsylvania  Health  Precep¬ 
torship  Program,  received  his  medical  degree  in  May 
from  the  University  of  Pittsburgh  School  of  Medicine. 
Mr.  Nevin  served  as  project  director  for  the  1973  pro¬ 
gram  and  is  now  chairman  of  the  Planning  Com¬ 
mittee.  He  will  be  a  fourth  year  student  at  the  School 
of  Medicine.  Mr.  Carlini,  who  will  be  a  third  year 
student,  served  as  evaluations  chairman  for  1973. 


two  community  hospitals  and  clinics 


health  care  delivery  in  the  community  in  comparison 
with  the  University  Medical  Center;  (b)  the  concept  of 
comprehensive  health  care;  (c)  the  economic,  cultural, 
political,  and  environmental  determinants  of  health  in  a 
community;  (d)  the  role  of  the  primary  care  physician  in 
the  present  health  care  system;  (e)  the  expectations  and 
viewpoints  of  patients  and  communities  regarding 
health  care. 

2.  Correlate  basic  science  and  clinical  problems 
through  patient  contact. 

3.  Enable  students  to  better  plan  their  medical  educa¬ 
tion  and  career  goals. 

Any  medical  student  who  had  completed  at  least  one 
year  of  training  at  any  medical  school  was  eligible  to 
apply  for  a  position.  Applicants  submitted  written  state¬ 
ments  which  indicated  their  educational  expectations 
and  special  interests  for  the  summer.  Preceptors  were 
practicing  physicians,  usually  primary  care  physicians 
(family  physicians,  internists,  or  pediatricians),  who 
volunteered  to  instruct  a  student  for  eight  weeks  in  the 
summer.  The  preceptors  were  all  affiliated  with  com¬ 
munity  hospitals  or  group  practice  clinics  which  served 
as  sponsoring  institutions.  Each  participating  student 
was  provided  with  room,  board,  and  a  stipend  of  $600 
by  the  sponsoring  institution  or  its  medical  staff. 

Program  Operation — 1973 

As  in  previous  years,  preceptors,  sponsors,  and 
students  were  recruited  by  the  planning  committee 
during  the  fall  and  winter  months.  In  the  spring  the 
student  applicants  were  matched  with  preceptors  and 
communities  in  an  attempt  to  provide  maximum  educa¬ 
tional  value  for  each  student. 

Students  were  oriented  to  the  goals  of  the  program 
through  a  series  of  meetings  directed  by  planning  com¬ 
mittee  members.  During  these  meetings  the  students 
were  given  information  about  the  hospitals,  communi¬ 
ties,  and  areas  in  which  they  were  placed  and  were  given 
survey  forms  to  help  them  systematically  study  health 
care  in  their  community.  Students  who  had  had  no  prior 
clinical  exposure  were  introduced  to  the  fundamentals 
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of  office  diagnostic  procedures  (e.g.  determination  of 
vital  signs,  auscultation  of  the  chest,  venipuncture, 
ophthalmoscopy,  urinalysis,  throat  culture)  at  a  meeting 
held  at  St.  Margaret’s  Memorial  Hospital.  The  tech¬ 
niques  were  demonstrated  by  the  family  practice  staff  of 
St.  Margaret’s,  and  the  students  practiced  on  one  anoth¬ 
er.  The  final  orientation  took  place  at  the  school  of  medi¬ 
cine  on  the  first  day  of  the  program. 

Each  preceptor  was  sent  a  copy  of  the  program  goals 
and  a  suggested  list  of  guidelines  for  the  summer. 
Physicians  who  had  participated  in  the  past  received 
specific  suggestions  for  improvement  of  their  programs. 
Each  preceptor  was  given  some  background  information 
about  his  student(s).  The  students  and  their  preceptors 
constructed  individual  programs  to  best  achieve  the  pro¬ 
gram  goals  based  upon  the  special  interests  of  the  par¬ 
ticipants  and  the  characteristics  of  the  community  in 
which  the  experience  took  place. 

The  program  lasted  from  June  25  to  August  17.  A 
student  member  of  the  planning  committee  served  as 
project  director  and  was  assisted  by  six  area  coor¬ 
dinators  who  were  student  participants  in  the  program. 
Students  kept  in  touch  with  the  project  director  through 
written  reports,  and  each  program  was  visited  by  the 
project  director  and  area  coordinators. 

The  experiences  of  the  students  varied  according  to 
the  interests  of  the  student,  the  interests  of  the 
preceptors,  and  the  resources  and  problems  of  the  com¬ 
munity.  All  of  the  students  were  exposed  to  the  health 
care  delivery  system  as  it  functioned  in  the  community. 
They  observed  office  practice  and  the  management  of 
the  physicians  office,  learned  about  methods  of  payment 
for  health  services,  observed  the  organization  and  man¬ 
agement  of  the  community  hospital,  attended  staff  meet¬ 
ings,  and  visited  health  care  agencies  and  facilities 
within  the  community.  The  clinical  experience  of  the 
student  depended  in  part  on  his  prior  level  of  education 
(i.e.  post  freshman  or  post  sophomore).  Most  students 
went  on  house  calls,  took  night  and  weekend  call,  went 
on  hospital  rounds,  and  scrubbed  in  the  operating  and 
delivery  rooms.  The  community  exposure  was  depend¬ 
ent  on  the  nature  of  the  community.  Most  students 
visited  community  mental  health  facilities,  public  health 
departments,  ambulance  services,  and  the  health  facili¬ 
ties  of  industrial  plants.  When  possible,  students  made 
home  visits  with  visiting  nurses.  The  area  coordinators 
arranged  visits  for  students  in  their  areas  to  institutions 
such  as  the  Western  State  School  and  Hospital,  Warren 
State  Hospital,  Harmarville  Rehabilitation  Center,  the 
Visiting  Nurses  Association,  and  Westinghouse  Electric 
Company. 

Each  participating  student  completed  an  evaluation 
questionnaire  both  before  and  after  the  summer  experi¬ 
ence.  The  questionnaire  was  designed  to  rate  the 
student’s  achievement  of  program  goals,  assess  his  ca¬ 
reer  plans,  and  elicit  comments  about  his  particular 
preceptorship  experience.  The  preceptors,  hospital  ad¬ 
ministrators,  area  coordinators,  and  project  director 
likewise  evaluated  each  student.  Each  observer  rated 
the  achievement  of  each  program  goal  on  a  numerical 
scale.  For  each  student  and  each  goal,  the  total  score 


of  all  raters  was  reported  as  a  percentage  of  the  max¬ 
imum  score  which  could  have  been  obtained.  An 
average  of  the  scores  of  all  students  for  each  goal  was 
calculated.  Mean  goal  achievement  for  the  whole  pro¬ 
gram  ranged  from  76  to  88  percent  of  maximum.  In  ad¬ 
dition  each  student  was  placed  in  a  goal  achievement 
category  according  to  his  score;  0-59  percent  =  poor, 
60-79  percent  =  adequate,  80-89  percent  =  good,  and 
90-100  percent  =  excellent  (Table  I). 

Opinions  of  participants  about  the  program  also  were 
elicited  as  part  of  the  evaluation.  All  but  one  student 
considered  the  program  to  be  a  valuable  educational 
experience.  A  total  of  97  percent  of  the  preceptors 
thought  that  the  program  had  a  high  educational  value, 
and  all  agreed  that  the  program  should  be  continued.  A 
total  of  94  percent  of  the  hospital  administrators 
reported  that  the  program  was  effective  in  teaching 
students  about  the  workings  of  the  community  hospital, 
and  over  80  percent  believed  that  it  aided  in  attracting 
physicians  to  their  communities. 

An  Approach  to  Physician  Distribution 

A  major  objective  of  the  planners  of  the  Western 
Pennsylvania  Health  Preceptorship  Program  was  to 
favorably  affect  the  problem  of  physician  distribution 
with  respect  to  specialty  and  geographic  area  of  prac¬ 
tice.  Many  communities  are  underserved  by  primary 
care  physicians,  and  some  communities  have  no 
physicians  at  all.  Many  approaches  to  this  problem 
have  been  proposed.  Many  involve  loan  forgiveness  in 
return  for  guarantee  to  practice  in  underserved  areas. 
Some  communities  have  guaranteed  income  and  pro¬ 
fessional  facilities  to  physicians  willing  to  practice  in 
their  community.  Financial  coercion  has  been  proposed 
in  the  form  of  obligation  of  graduated  medical  students 
to  pay  back  the  amount  of  state  subsidy  of  their  educa¬ 
tion  if  they  do  not  practice  a  required  number  of  years 
in  designated  underserved  areas. 

The  planners  of  the  Health  Preceptorship  Program 
believed  that  educational  exposure  to  the  realities  of 
primary  care  practice  would  be  more  effective  than  fi¬ 
nancial  incentive  or  coercion. 

The  Western  Pennsylvania  Health  Preceptorship  Pro-  • 
gram  enables  a  medical  student  early  in  his  career  to 
experience  first-hand  the  opportunities,  advantages, 
and  problems  of  primary  care  practice  outside  the  Uni¬ 
versity  Health  Center.  The  preceptorship  is,  above  all, 
an  educational  experience.  It  provides  the  student  with 
an  exposure  to  primary  care,  just  as  the  curricular  rota¬ 
tions  in  pediatrics,  psychiatry,  surgery,  etc.  provide  the 
student  with  exposure  to  those  fields.  It  is  very  difficult 
for  a  young  physician  to  choose  a  career  in  a  field  to 
which  he  has  had  no  educational  exposure.  The  student 
is  provided  with  a  role  model  of  a  practicing  physician 
of  a  type  that  he  does  not  see  in  a  university  center. 
Participation  in  the  program  gives  the  student  some  - 
concrete  experience  on  which  to  base  his  ultimate  ca¬ 
reer  goals.  It  is  thought  that  after  this  experience,  some 
students  will  elect  a  primary  care  career  rather  than 
one  in  other  specialties.  Some  students  also  will  find 
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Mean  Goal  Achievement  for  all  Students 

P  =  Poor  A  =  Adequate  G  =  Good  E  =  Excellent 
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Distribution  of  Students  In  1973  Program  Evaluated  for  Goal  Achievement 


TABLE  II 

Internship  Choices 

University  of  Pittsburgh  School  of  Medicine  Graduates  1972-1974 

Family  Practice 

No.  % 

Pediatrics 

No.  % 

Medicine 

No.  % 

Surgery 

No.  % 

Other 

No.  % 

Participants  in 
Preceptorship 
Program  N  =  63 

9  14 

8  13 

27  42 

8  13 

11 

18 

Non-Participants 
in  Preceptorship 
Program  N  =  265 

2  1 

29  11 

99  37 

43  16 

92 

35 

the  quality  of  life  and  style  of  practice  outside  the 
specialty-oriented  health  center  attractive.  It  also  is  ex¬ 
pected  that  some  students  who  plan  a  career  in  primary 
care  will  be  disappointed  by  what  they  experience  in 
the  preceptorship  program.  This,  too,  is  beneficial 
since  a  student  has  something  more  than  fantasy  to 
guide  him  in  his  career  choice  and  perhaps  can  avoid  a 
regrettable  decision.  Whatever  his  ultimate  career 
choice,  any  student  who  participates  in  the  program 
will  have  a  more  complete  appreciation  for  the  role  of 
the  primary  care  physician  as  a  result  of  his  partici¬ 
pation. 

Over  the  last  three  years,  sixty-three  former  partici¬ 
pants  in  the  Western  Pennsylvania  Health  Precep¬ 
torship  Program  have  graduated  from  the  University  of 
Pittsburgh  School  of  Medicine.  Of  these,  eight  have 
completed  internship,  twenty  will  finish  internship  this 
year,  and  thirty-five  will  begin  internship  in  July.  Al¬ 
though  it  is  too  early  to  know  where  and  in  what 
specialty  these  physicians  will  practice,  choices  of  in¬ 
ternships  may  be  regarded  as  an  indicator  of  future  ca¬ 
reer  plans.  The  internship  choices  of  participants,  as 
well  as  those  of  their  nonparticipating  classmates,  are 
presented  in  Table  II.  Analysis  of  the  internship  choices 
of  the  two  groups  reveals  only  one  difference.  More  of 
the  former  participants  have  gone  from  medical  school 


into  residencies  in  family  practice  than  would  be  ex¬ 
pected  if  there  were  no  difference  between  them  and 
their  classmates  (X2,  1  df,  p  <  .001).  For  all  other 
types  of  internship,  there  is  no  statistically  significant 
difference  between  participants  in  the  program  and 
their  nonparticipating  classmates. 

There  are  several  circumstances  which  may  account 
for  these  observations.  First,  the  number  of  physicians 
entering  family  practice  residencies  nationwide  has 
increased  dramatically  in  the  last  three  years.  Second, 
students  who  elected  the  preceptorship  program  likely 
differed  in  interests,  values,  and  goals  fom  other 
students  even  before  they  entered  the  program. 

It  is  not  possible,  therefore,  to  identify  the  influence, 
if  any,  which  the  Western  Pennsylvania  Health  Precep¬ 
torship  Program  has  had  in  causing  the  increase  in  the 
number  of  University  of  Pittsburgh  graduates  electing 
careers  in  family  practice  or  primary  care  medicine.  It 
is  too  early  to  determine  whether  the  communities  of 
Pennsylvania  will  benefit  from  the  availability  of 
more  primary  care  physicians  as  a  result  of  the  program. 
It  is  the  opinion  of  the  planners  of  the  program  that  par¬ 
ticipating  students  have  had  a  meaningful  educational 
experience  which  has  led  to  a  more  complete  under¬ 
standing  of  primary  care  and  has  been  of  value  to  them 
in  choosing  specific  careers  in  medicine.  □ 


Supplemental  Call  to  the  1974  Annual  Session 
Pennsylvania  Medical  Society  House  of  Delegates 


Proposed  Amendments  to  the 
Constitution  and  Bylaws 

Material  underlined  is  being  added.  Material  in 
brackets  is  being  deleted. 

Subject  Eight 

The  Election  of  District  Councilors  by  District 
Constitution 

These  amendments  were  considered  by  the  House  of 
Delegates  at  its  1973  meeting.  The  Reference  Com¬ 
mittee  on  Constitution  and  Bylaws  recommended  that 
this  amendment  not  be  adopted.  The  House  re-referred 
consideration  of  this  subject  to  the  Committee  on  Con¬ 
stitution  and  Bylaws  for  reconsideration  and  resub¬ 
mittal  to  the  House.  At  its  1974  meeting,  the  Committee 
on  Constitution  and  Bylaws  reviewed  these  amend¬ 


ments  and  recommends  that  no  change  be  made  in  the 
method  of  electing  District  Trustees.  This  amendment  is 
reintroduced  because  the  charge  to  the  Committee  on 
Constitution  and  Bylaws  was  to  review  and  resubmit. 

Article  VIII  -  Board  of  Trustees  and  Councilors 
Section  3.  Election 

The  Trustee  and  Councilor  from  each  Councilor 
District  shall  be  nominated  by  the  voting  members  in 
the  House  of  Delegates  from  the  Councilor  District 
which  the  Trustee  and  Councilor  is  to  represent,  and 
shall  be  elected  by  all  the  voting  members  in  the  House 
of  Delegates  from  the  Councilor  District  which  the  Trus- 
tee  and  Councilor  is  to  represent  present  at  the  Annual 
Session  of  the  House  of  Delegates  at  the  expiration  of 
the  term  of  the  T rustee  and  Councilor  from  that  Council¬ 
or  District. .  . 

(Secretary’s  Note:  Two-thirds  vote  required.) 
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Alternate  amendment  for  the  election  of  District  Coun¬ 
cilors  by  district  including  ratification  by  the  House  of 
Delegates  as  offered  by  the  Committee  on  Constitution 
and  Bylaws. 

Section  3.  Election.  The  Trustee  and  Councilor  from 
each  Councilor  District  shall  be  nominated  by  the 
voting  members  in  the  House  of  Delegates  from  the 
Councilor  District  which  the  Trustee  and  Councilor  is  to 
represent,  and  shall  be  elected  by  all  the  voting 
members  in  the  House  of  Delegates  from  the  Councilor 
District  which  the  Trustee  and  Councilor  is  to  represent 
present  at  the  Annual  Session  of  the  House  of  Delegates 
at  the  expiration  of  the  term  of  the  Trustee  and  Councilor 
from  that  Councilor  District.  Such  election  by  Councilor 
District  shall  not  be  considered  final  until  ratified  by  a 
majority  vote  of  the  House  of  Delegates.  .  . 

(Secretary’s  Note:  Two-thirds  vote  required.) 

Subject  Nine 
Continuing  Education 

At  its  meeting  of  March  13,  1974,  the  Board  of  Trus¬ 
tees  and  Councilors  reviewed  a  request  from  the 
Council  on  Education  and  Science  that  the  Constitution 
and  Bylaws  be  reviewed  to  make  certain  that  no 
member  actively  providing  medical  care  could  avoid 
the  requirement  of  continuing  medical  education.  At  its 
1974  meeting,  the  Committee  on  Constitution  and 
Bylaws  made  such  a  review  and  prepared  the  following 
Constitutional  and  Bylaws  changes  so  that  any  member 
providing  medical  care  must  meet  the  continuing  edu¬ 
cation  requirement. 

Constitution 
Article  IV-Membership 

Section  12.  Continuing  Medical  Education  Re¬ 
quirement — In  order  for  an  Active  or  Senior  Active 
dues-paying  or  Associate  Member  of  this  Society  to 
remain  a  member  in  good  standing  of  the  Society  after 
December  31,  1975,  he  must  show  evidence  of  engag¬ 
ing  in  continuing  medical  education  as  prescribed  by 
the  Bylaws  of  this  Society. 

(Secretary’s  Note:  Two-thirds  vote  required.) 

Bylaws 

Chapter  1  -  Membership 

Section  5.  Continuing  Medical  Education  Requirement. 

In  order  for  an  Active  or  Senior  Active  dues-paying  or 
Associate  member  of  this  Society  to  remain  a  member 
in  good  standing  of  the  Society  after  December  31, 
1975,  he  must  have  qualified  for  the  American  Medical 
Association’s  Physician’s  Recognition  Award,  which 
award  is  currently  based  upon  a  three-year  continuing 
medical  education  program,  which  in  this  instance 
commences  on  July  1,  1972.  Each  Active  or  Senior  Ac¬ 
tive  dues-paying  or  Associate  member  once  he  has 
qualified  for  the  American  Medical  Association’s 


Physician’s  Recognition  Award,  must  continue  to  qualify 
for  such  award  in  order  to  remain  a  member  in  good 
standing  of  the  Pennsylvania  Medical  Society.  The 
Board  of  Trustees  and  Councilors  shall,  in  accordance 
with  procedures  established  by  such  Board,  have  the 
power  to  waive  such  requirements  in  those  cases  in¬ 
volving  Active  or  Senior  Active  or  Associate  members 
of  this  Society  serving  temporarily  in  the  Armed  Forces 
or  other  Government  service  of  the  United  States  or 
prevented  from  the  practice  of  medicine  by  reason  of 
illness  or  disability  or  in  such  other  cases  as  in  its  judg¬ 
ment  such  waiver  should  be  granted.  The  Board  shall 
waive  such  requirements  upon  application  from  any  As¬ 
sociate  Member  not  actively  engaged  in  the  practice  of 
medicine.  Special  student  members  are  exempt  from  the 
Continuing  Education  Requirement. 

Section  6.  Suspension  from  Membership.  The  mem¬ 
bership  of  a  member  in  this  Society  shall  be  suspended 
(a)  on  December  31  of  any  year  (beginning  in  1975)  if 
he  is  an  Active  or  Senior  Active  dues-paying  or  As¬ 
sociate  member  who  has  failed  to  qualify  for  the  Amer¬ 
ican  Medical  Association’s  Physician’s  Recognition 
Award  provided  the  Office  of  the  Executive  Vice  Presi¬ 
dent  has  given  such  member  sixty  days  notice  prior  to 
December  31  that  such  suspension  will  be  invoked 
against  him  unless  such  member  shall  submit  sufficient 
supplemental  records  to  fulfill  such  award  require¬ 
ments  by  December  31,  and  such  suspension  shall  be 
for  a  period  of  one  year,  (b)  upon  suspension  of  his 
membership  in  his  Component  Society,  and  (c)  upon 
the  effective  date,  as  provided  in  Section  7  of  Chapter 
XII  of  these  Bylaws,  of  an  order  to  that  effect  issued  by 
the  Judicial  Council  of  this  Society.  The  suspended 
member  shall  not  be  entitled  to  exercise  any  of  the 
rights  or  privileges  of  membership  during  the  period  of 
suspension,  shall  be  required  to  continue  the  payment 
of  annual  assessments  without  any  reduction  whatso¬ 
ever,  and  shall  be  restored  to  full  membership  upon  the 
expiration  of  the  period  of  supension  provided  he  has 
qualified  for  a  current  AMA  Physician’s  Award  Certifi¬ 
cate. 

Section  7.  Termination  of  Membership.The  membership 
of  a  member  of  this  Society  shall  terminate  (a)  in  the 
case  of  Active  or  Senior  Active  or  Associate  Members 
suspended  pursuant  to  subsection  (a)  of  Section  6  of 
this  Chapter  who  have  not  completed  the  continuing 
medical  education  requirement  for  the  AMA  Physi¬ 
cian’s  Recognition  Award  by  the  end  of  the  one  year 
period  of  suspension,  (b)  upon  (i)  termination  of  his 
membership  in  his  Component  Society  for  any  reason 
whatsoever,  or  (ii)  failure  to  pay  a  delinquent  assess¬ 
ment  within  thirty  days  after  notice  of  such  delinquency 
as  provided  in  Section  2  of  Chapter  IX  of  these  Bylaws, 
or  (iii)  three  months  after  ceasing  to  be  eligible  for 
membership  herein  in  the  class  of  membership  in 
which  he  is  a  member  as  specified  in  the  Constitution, 
unless  at  such  time  an  application  of  certification  for 
another  class  of  membership  for  which  the  member  will 
become  immediately  eligible  is  pending  in  the  office  of 


Pennsylvania  Medicine,  August  1974 


59 


the  Executive  Vice  President  of  this  Society,  and  (c) 
upon  the  effective  date,  as  provided  in  Section  7  of 
Chapter  XIII  of  these  Bylaws,  of  an  order  to  that  effect 
issued  by  the  Judicial  Council  of  this  Society.  Any 
person  whose  membership  has  been  terminated  for 
failure  to  pay  a  delinquent  assessment  shall  be  rein¬ 
stated  to  membership  without  any  break  in  continuity  of 
membership  upon  payment  of  the  delinquent  assess¬ 
ment  in  full  before  December  31  of  the  assessment 
year,  and  reinstatement  by  his  Component  Society,  but 
no  such  member  under  any  circumstances  shall  be 
considered  to  be  an  Active,  Senior  Active,  Intern  or 
Resident  member  in  good  standing  during  the  period 
between  January  1  of  the  year  for  which  assessment 
was  delinquent  and  the  date  of  reinstatement  for  the 
purposes  of  any  section  of  the  Constitution  or  these 
Bylaws.  Any  Active  or  Senior  Active  dues-paying  or  As¬ 
sociate  member  whose  membership  has  been  ter¬ 
minated  by  reason  of  failure  to  meet  the  requirements 
for  the  AMA  Physician’s  Recognition  Award  shall  be 
reinstated  to  membership  if,  after  meeting  all  the  other 
requirements  for  reinstatement,  he  submits  evidence 
that  he  has  met  all  the  requirements  for  such  award  for 
a  current  period  and  that  at  least  one-third  of  the  hours 
required  were  obtained  during  the  current  calendar 
year. 

(Secretary’s  Note:  Three-fourths  vote  required.) 

Subject  Ten 

Change  in  Membership  Categories 
Constitution  and  Bylaws 

Proposal  of  the  Allegheny  County  Medical  Society 

The  following  amendment  has  been  received  by  the 
Office  of  the  Secretary  pursuant  to  Article  XV  of  the 
Constitution.  The  effect  of  this  amendment,  if  adopted, 
would  be  to  give  members  reaching  the  age  of  65  a 
choice  between  Senior  Active  and  “Emeritus”  mem¬ 
bership  categories.  The  new  “Emeritus”  membership 
category  would  replace  the  current  Associate  Mem¬ 
bership  category.  The  “Emeritus”  members  would  re¬ 
tain  most  of  their  membership  benefits,  but  would  lose 
the  right  to  serve  on  any  but  temporary  committees 
subject  to  appointment  by  the  President.  If  the  House  of 
Delegates  adopts  the  following  amendment  creating  an 
Emeritus  category  of  membership,  technical  changes  in 
the  Society’s  Bylaws  will  be  required. 


Article  IV  -  Membership 

Section  4.  [Associate]  Emeritus  Member 

An  [Associate]  Emeritus  Member  of  this  Society  shall 
be  a  physician  who  (i)  is  [seventy]  sixty-five  years  of 
age  or  over  and  (ii)  has  been  an  Active  or  Senior  Active 
Member  of  this  Society,  a  service  member  of  the  Ameri¬ 
can  Medical  Association,  or  an  active  member  of  a  con¬ 
stituent  association  of  the  American  Medical  Associa¬ 


tion  for  a  continuous  term  of  thirty  years  and  (iii)  does 
not  wish  to  be  a  Senior  Active  Member  as  provided  in 
Article  IV,  Section  3. 

Such  [Associate]  Emeritus  member  shall  have  the 
right  to  this  class  of  membership  upon  certification  in 
due  form  by  the  component  society  to  the  Executive 
Vice  President  of  this  Society;  and  thereafter  such  [As¬ 
sociate]  Emeritus  member  shall  not  be  required  to  pay 
any  annual  assessment. 

(Secretary’s  Note:  Two-thirds  vote  required.) 


For  the  information  of  the  House  of  Delegates,  the 
following  is  the  exact  text  of  the  amendments  to 
the  Constitution  and  Bylaws  of  the  Allegheny 
County  Medical  Society 

Article  III — Membership 

Section  3.  [Associate]  Emeritus  Membership 

A.  Qualifications 

An  [Associate]  Emeritus  member  shall  be  an  Active 
member  who  has  been  a  member  of  this  Society,  or  of  a 
component  society  of  the  Pennsylvania  Medical  Soci¬ 
ety,  or  an  Active  member  of  a  constituent  association 
of  the  American  Medical  Association  for  a  continuous 
term  of  30  years  immediately  preceding  and  is  not  less 
than  [70]  65  years  of  age,  who  does  not  wish  to  be  a 
Senior  member  as  provided  in  Article  III,  Section  2  C 
(21 

B.  Rights  and  Privileges 

[Associate  members  have  the  right  to  Associate  I 
membership  in  the  Pennsylvania  Medical  Society.  I 
They]  Emeritus  members  shall  receive  the  Bulletin  to  * 
Allegheny  County  Medical  Society.  They  are  entitled  to  F 
the  benefits  of  the  Medical  Benevolence  Fund  and  Edu-  1 
cational  Fund.  They  may  serve  on  special  or  temporary  | 
committees  at  the  invitation  of  the  President.  They  may  |P! 
attend  any  Business  or  Scientific  meeting  and  have  the  v 
privilege  of  the  floor. 

They  may  not  vote  or  hold  office  or  serve  on  any  K 
standing  committees.  [They  are  not  entitled  to  the  M 
benefits  of  the  Medical  Defense  Fund.]  They  are  not  en-  | 
titled  to  Emeritus  status  in  the  Pennsylvania  Medical  f  | 
Society. 

C.  Election 

Application  for  [Associate]  Emeritus  membership  J 
shall  be  made  to  the  Membership  Committee  in  writing 
before  January  1  for  consideration  and  approval  at  the 
January  meeting  of  the  Board  of  Directors. 

Article  IV-Fees,  Dues  and  Assessments 

Section  3.  Schedule  of  Dues 
B.  Other  Members 

[Associate]  Emeritus,  Affiliate,  Visiting  and  Honorary  ! 
members  shall  be  exempt  from  the  payment  of  dues. 
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Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 
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new  members 


ALLEGHENY  COUNTY: 

Louis  H.  Brandstetter,  M.D.,  7053  Meade  Place,  Pittsburgh 
15208. 

Stephen  A.  Brown,  M.D.,  6391  Douglas  St.,  Pittsburgh  15217. 

Dante  A.  Cabatuando,  M.D.,  Mercy  Hospital,  Pittsburgh  15224. 

Robert  J.  Cak,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 

James  L.  Colombo,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

John  W.  Edwards,  M.D.,  1211  Florida  Ave.,  Natrona  Heights 
15065. 

Ted  K.  Encke,  M.D.,  810  Amity  St.,  Homestead  15120. 

Ghazi  Hulwani,  M.D.,  4800  Friendship  Ave.,  Pittsburgh  15224. 

Wendell  E.  Jones,  M.D.,  4  Bayard  Rd.,  Apt.  51,  Pittsburgh 
15213. 

Clive  W.  Morris,  M.D.,  Presbyterian-University  Hospital,  Pitts¬ 
burgh  15261. 

Vaughn  B.  Nixon,  M.D.,  500  Lewis  Run  Rd.,  Pittsburgh  15236. 

Jang  Kyun  Oh,  M.D.,  9011  Babcock  Blvd.,  Pittsburgh  15237. 

Bernabe  P.  Palomares,  M.D.,  883  Mirror  St.,  Pittsburgh  15217. 

Devyani  I.  Pandit,  M.D.,  625  Stanwix  St.,  Pittsburgh  15222. 

Lawrence  V.  Perlman,  M.D.,  3601  Fifth  Ave.,  Pittsburgh  15213. 

Dorothy  Shen,  M.D.,  265  46th  Ave.,  S.,  Pittsburgh  15201. 

Thorsten  Stephan,  M.D.,  Shadyside  Hospital,  5230  Centre  Ave., 
Pittsburgh  15232. 

Ming  Shyan  Tsai,  M.D.,  371  44th  St.,  Pittsburgh  17201. 

Edward  R.  Wheatley,  M.D.,  7  Oxford  Rd.,  Pittsburgh  15202. 

Alfonso  C.  Wong,  Jr.,  M.D.,  328  Camelot  Dr.,  Pittsburgh  15220. 

Jeffrey  M.  Yost,  M.D.,  St.  Francis  Hospital,  Pittsburgh  15201. 

BEAVER  COUNTY: 

Uh  Gwon  Kim,  M.D.,  Medical  Center,  Beaver  Falls  Unit,  Beaver 
Falls  15010. 

Romeo  S.  San  Pedro,  M.D.,  121  Colonial  Oaks,  Beaver  Falls 
15010. 

BERKS  COUNTY: 

Edward  C.  Fischer,  M.D.,  Reading  Hospital,  Reading  19602. 

Charles  R.  McCrae,  M.D.,  606  Museum  Rd.,  Reading  19602. 

Albert  P.  Schartel,  Jr.,  D.O.,  451  Douglass  St.,  Reading  19601. 

BLAIR  COUNTY: 

Leonard  A.  Haduck,  M.D.,  R.D.  4,  Box  245-A,  Altoona  16601. 

BUTLER  COUNTY: 

Helga  N.  Nallathambi,  M.D.,  506  Belmont  Rd.,  Butler  16001. 

CHESTER  COUNTY: 

William  H.  Beekley,  M.D.,  Paoli  Memorial  Medical  Bldg.,  Paoli 
19301. 

DAUPHIN  COUNTY: 

William  P.  Forti,  M.D.,  310  Erford  Rd.,  Camp  Hill  17011. 

Richard  R.  Lorber,  M.D.,  107  Old  Ford  Dr.,  Camp  Hill  17011. 

DELAWARE  COUNTY: 

John  F.  Coffey,  M.D.,  3  Canterbury  Lane,  St.  David's  19087. 

Julian  L.  Gladstone,  M.D.,  Oak  Hills  Estates,  11-C,  Narberth 
19072. 

Mary  E.  Jeffrey,  M.D.,  103  W.  Montgomery  Ave.,  Ardmore 
19003. 

Schue-Schie  Liao,  M.D.,  433  E.  Woodland  Ave.,  Springfield 
19064. 

John  N.  Negrey,  Jr.,  M.D.,  664  Paddock  Rd.,  Havertown  19083. 

Robert  D.  Smink,  Jr.,  M.D.,  111  Heatherwood  Rd.,  Havertown 
19083. 

Edward  W.  Whalen,  M.D.,  Drexel  and  Shadeland  Ave.,  Lans- 
downe  19050. 

Rekha  P.  Yagnik,  M.D.,  901  W.  Champlost  Ave.,  Philadelphia 
19141. 


INDIANA  COUNTY: 

William  A.  Barclay,  M.D.,  590  Indian  Springs  Rd.,  Indiana 
15701. 

JEFFERSON  COUNTY: 

Colson  E.  Blakeslee,  D.O.,  116  W.  Long  Ave.,  DuBois  15801. 

Dan  Daniels,  M.D.,  116  E.  Mahoning  St.,  Punxsutawney  15767. 

LACKAWANNA  COUNTY: 

Douglas  W.  Parrillo,  M.D.,  Bellefonte  Apts.,  Venezia  C-1, 
Scranton  18505. 

Arvind  K.  Singh,  M.D.,  Walnut  No.  6,  Laurelwood,  Clarks  Sum¬ 
mit  18411. 

John  J.  Witowski,  M.D.,  201-6  Medical  Arts  Bldg.,  Scranton 
18503. 

LANCASTER  COUNTY: 

John  W.  Gareis,  M.D.,  1253  Wheatland  Ave.,  Lancaster  17603. 

Hugh  Holman  Hoke,  Jr.,  M.D.,  555  N.  Duke  St.,  Lancaster 
17604. 

Barry  H.  Penchansky,  M.D.,  836  Olde  Hickory  Rd.,  Lancaster 
17601. 

LAWRENCE  COUNTY: 

Bienvenido  S.  Ong,  M.D.,  2541  Blossom  Lane,  New  Castle 
16105. 

LEHIGH  COUNTY: 

Hans  J.  Stein,  M.D.,  919  N.  32nd  St.,  Allentown  18104. 

LUZERNE  COUNTY: 

Alfred  F.  D’Anca,  M.D.,  1100  United  Penn  Bank  Bldg.,  Wilkes- 
Barre  18701 . 

Clinton  E.  Prescott,  M.D.,  VA  Bldg.,  19  N.  Main  St.,  Wilkes- 
Barre  18701. 

Norman  Schulman,  M.D.,  Wilkes-Barre  General  Hospital, 
Wilkes-Barre  18702. 

LYCOMING  COUNTY: 

Alexander  I.  Arsenovic,  M.D.,  28  S.  Washington  St.,  Muncy 
17756. 

Frederick  C.  Funk,  Jr.,  M.D.,  1060  Canterbury  Rd.,  Williamsport 
17701. 

MONTGOMERY  COUNTY: 

Irving  L.  Colcher,  M.D.,  Lansdale  Medical  Group,  Lansdale 
19446. 

Alexander  C.  Cruz,  M.D.,  141  Race  St.,  Ambler  19002. 

John  P.  Deviney,  M.D.,  1630  High  St.,  Pottstown  19464. 

Peter  D.  Ganime,  M.D.,  575  Avon  Rd.,  King  of  Prussia  19406. 

Daniel  W.  Horner,  Jr.,  M.D.,  1245  Highland  Ave.,  Abington 
19001. 

David  M.  Junkin,  M.D.,  1245  Highland  Ave.,  Abington  19001. 

Carleton  J.  Kavle,  M.D.,  109  Ringwood  Rd.,  Rosemont  19010. 

Frederick  J.  Keifner,  Jr.,  M.D.,  436  Welsh  Rd.,  Huntingdon 
Valley  19006. 

Lee  L.  Konecke,  M.D.,  5966  Culzean  Dr.,  Dayton,  Ohio  45426. 

Marvin  J.  Kromash,  M.D.,  1244  Crestwood  Dr.,  Pottstown 
19464. 

Paul  G.  Kushner,  D.O.,  1001  Valley  Forge  Rd.,  Fairview  Village 
19409. 

Richard  K.  Mallin,  M.D.,  1405  Joel  Dr.,  Ambler  19002. 

Martina  M.  Martin,  M.D.,  933  Haverford  Rd.,  Bryn  Mawr  19010. 

William  L.  Mulchin,  M.D.,  P.O.  Box  186,  Bryn  Mawr  19010. 

Moira  B.  Murphy,  M.D.,  734  Rugby  Rd.,  Bryn  Mawr  19010. 

Tong  Yal  Oh,  M.D.,  3614  Buck  Rd.,  Huntingdon  Valley  19006. 

Keykhosrow  Parsia,  M.D.,  7  Bala  Ave.,  Bala  Cynwyd  19004. 

Ziad  Ramadan,  M.D.,  Norristown  State  Hospital,  Norristown 
19401. 

Dean  C.  Rich,  M.D.,  1245  Highland  Ave.,  Abington  19001. 

Mark  M.  Rosenberg,  M.D.,  1335  Tabor  Rd.,  Philadelphia  19141. 

James  B.  Salva,  M.D.,  Bryn  Mawr  Hospital,  Bryn  Mawr  19010. 

Louis  W.  Schwartz,  M.D.,  601  E.  Main  St.,  Lansdale  19446. 

John  J.  Sascher,  Jr.,  M.D.,  235  Mill  Grove  Dr.,  Audubon  19407. 

Susan  J.  Syrek,  M.D.,  516  Weadley  Rd.,  Strafford  19007. 
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new  members 


MONROE  COUNTY: 

Moiz  Mohyuddin,  M.D.,  233  Park  Ave.,  Stroudsburg  18360. 

MONTOUR  COUNTY: 

Lawrence  S.  Greenfield,  M.D.,  Geisinger  Medical  Center,  Dan¬ 
ville  17821. 

Francis  K.  Moll,  M.D.,  130  W.  Market  St.,  Danville  17821. 

NORTHAMPTON  COUNTY: 

Raul  Abad,  800  Ostrum  St.,  Bethlehem  18015. 

Shyam  S.  Mahajan,  M.D.,  Easton  Hospital,  21st  and  Lehigh, 
Easton  18042. 

Nancy  R.  Matus,  M.D.,  21st  and  Fairview  Ave.,  Easton  18042. 

Edward  A.  Spoil,  D.O.,  229  S.  22nd  St.,  Easton  18042. 

Jay  B.  Berger,  M.D.,  1371  Armstrong  Rd.,  Bethlehem  18017. 

Robert  L.  McCoy,  M.D.,  800  Ostrum  St.,  Bethlehem  18015. 

Charles  D.  Saunders,  M.D.,  526  N.  Wynnewood  Rd.,  Wyn- 
newood  19096. 

NORTHUMBERLAND  COUNTY: 

Juan  O.  Peralta,  M.D.,  1614  W.  Arch  St.,  Shamokin,  Pa.  17872. 

PHILADELPHIA  COUNTY: 

Dorothy  M.  Barbo,  M.D.,  3300  Henry  Ave.,  Philadelphia  19129. 

Burton  L.  Belsky,  M.D.,  7901  Henry  Ave.,  Philadelphia,  19128. 

Carl  T.  Brighton,  M.D.,  14  Flinshire  Rd.,  Malvern  19355. 

Nancy  S.  Czarnecki,  M.D.,  9410  Academy  Rd.,  Philadelphia 
19114. 

George  L.  Danielewski,  M.D.,  3477  St.  Vincent  St.,  Philadelphia 
19149. 

Steven  L.  Edell,  D.O.,  Episcopal  Hospital,  Philadelphia  19125. 

Salvatore  P.  Girardo,  M.D.,  1619  Jackson  St.,  Philadelphia 
19145. 

Patricia  A.  Gureghian,  M.D.,  605  Thornhill  Dr.,  Lafayette  Hills 
19444. 

Gwen  J.  Kaplow,  M.D.,  271  Third  St.,  Philadelphia  19106. 

Louis  A.  Karp,  M.D.,  51  N.  39th  St.,  Philadelphia  19104. 

Abagael  N.  Lorico,  M.D.,  2991  Schoolhouse  Lane,  Philadelphia 
19144. 

SCHUYLKILL  COUNTY: 

Pandeswaram  C.  Chadaga,  M.D.,  86  Sherwood  Rd.,  Pottsville 
17901. 

Ching-Ho  Lin,  M.D.,  221  Mahantongo  St.,  Pottsville  17901. 

Lewis  D.  Shultz,  M.D.,  109  Jackson  St.,  Port  Carbon  17965. 

Thomas  J.  Harente,  M.D.,  105  W.  Main  St.,  Valley  View  1 7983. 

TIOGA  COUNTY: 

William  A.  Coolidge,  M.D.,  16  Meade  St.,  Wellsboro  16901. 

WASHINGTON  COUNTY: 

Mario  R.  Bacquero-Bueno,  M.D.,  160  W.  Pike  St.,  Canonsburg 
15317. 

WESTMORELAND  COUNTY: 

Arthur  L.  Balcita,  M.D.,  635  Third  Ave.,  New  Kensington  15068. 

Arthur  G.  Cannon,  M.D.,  Eastwood  Professional  Bldg.,  Greens- 
burg  15601 . 

Donald  L.  Kettering,  M.D.,  70  Lincoln  Way  East,  Jeannette 
15644. 

Mohammad  N.  Shaikh,  M.D.,  70  Lincoln  Way  East,  Jeannette 
15644. 

Harry  W.  Speedy,  M.D.,  315  Depot  St.,  Latrobe  15650. 

Dieter  Sauer,  M.D.,  Physicians  Bldg.,  Jefferson  Ave.,  Jeannette 
15644. 

YORK  COUNTY 

Leo  A.  Lindquist,  M.D.,  York  Hospital,  York  17405. 


The  tax  sheltered 
financial  plan  for 
professionals 
that  greatly  extends 
and  enlarges 
on  Keogh  is  called 
PRO  PLAN. 

It  is,  in  effect,  a  group  financial 
plan  offering  such  flexible  options  as: 
three  no-load  mutual  funds  for  growth, 
income  and  short  term  money  market; 
U.S.  Retirement  Bonds;  variable  an¬ 
nuities;  fixed  annuities;  guaranteed  non¬ 
medical  death  benefit;  individual  ac¬ 
count  management;  and  combinations 
of  the  above. 

The  PRO  PLAN  is  approved  by 
many  County  and  State  Medical  Soci¬ 
eties.  Janney  Montgomery  Scott  is  the 
exclusive  sales  and  service  organiza¬ 
tion  for  PRO  PLAN.  Your  inquiries  are 
welcome. 


□  Please  send  me  your  free,  descriptive  brochure 
and  prospectus  on  the  PRO  PLAN. 

□  I  presently  have  a  JMS  account. 

Name _ 

Address _ 

City _ 

State _ Zip _ 

% 

H  Janney  Montgomery  Scott 

INCORPORATED 

MEMBERS  NEW  YORK  STOCK  EXCHANGE.  INC. 

AMERICAN  STOCK  EXCHANGE.  INC.  PBW  STOCK  EXCHANGE.  INC. 

Five  Penn  Center  Plaza 
Philadelphia,  Pa.  19103 

16  North  Laurel  Street,  Hazleton,  Pa.  18201 

370  Market  Street,  Sunbury,  Pa.  17801 

49  East  Market  Street,  York,  Pa.  17401 
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1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent/ Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


Name _ 

Office  Address. 


City. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXKNDER 
KGENCY  NG 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


State - Zip - 

Telephone - — — 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


J 


classifieds 


PHYSICIANS  WANTED 

Pathologist — Wanted  for  busy  general  hospital.  Modern 
laboratory — Salaried  position.  Excellent  location  near 
beach  resorts.  Within  a  100  mile  radius  of  Philadelphia, 
Baltimore,  and  Washington,  D.C.  A  beautiful  area  in 
which  to  work  and  live.  Reply  to:  Mr.  Kenneth  W.  Kern, 
II,  Kent  General  Hospital,  Inc.,  640  South  State  St., 
Dover,  Delaware  19901. 

Physician  (General  Practitioner).  Vacancy  in  progres¬ 
sively  changing  Medical  Service  of  500-bed  hospital. 
During  past  year  medical  staff  greatly  expanded  and 
two  special  medical  programs  added.  Salary  range: 
$25,863-$31 ,519  plus  excellent  fringe  benefits.  Su¬ 
burban  living  and  yet  close  to  metropolitan  education¬ 
al,  social,  and  cultural  center.  Several  colleges  within 
fifty  mile  radius.  Nondiscriminatory  employment.  Licen¬ 
sure  any  state.  Contact:  Chief  of  Staff,  VA  Hospital, 
Butler,  Pa.  16001 . 

Student  Health  Care  Personnel  Wanted — Part-time 
college  physician  with  specialization  in  gynecological 
services.  Excellent  opportunity  for  a  qualified  physician 
interested  in  serving  the  gynecological  needs  of  a 
thriving  state  college  in  Northwestern  Pennsylvania. 
Exceptional  facilities  for  gyn.  care  are  immediately 
available  for  student  care.  Excellent  living,  working, 
and  recreational  facilities  are  available.  An  equal  op¬ 
portunity  employer.  For  further  information  send  curric¬ 
ulum  vitae  to  Thomas  R.  Miller  II,  M.D.,  Director  of 
Ghering  Health  Center.  Edinboro  State  College,  Edin- 
boro,  Pa.  16412. 

Director  of  College  Health  Service — Excellent  opportu¬ 
nity  for  qualified  physician  interested  in  continuing  de¬ 
velopment  of  a  comprehensive  program  in  the  health 
field  in  a  college  atmosphere.  Opportunity  to  actively 
participate  both  in  administration  as  well  as  patient 
care.  Ideal  location  for  family  living,  hunting,  and  fish¬ 
ing.  For  further  information  send  curriculum  vitae  to 
Thomas  R.  Miller  II,  M.D. — Director  Ghering  Health 
Center,  Edinboro  State  College,  Edinboro,  Pa.  16412.  An 
equal  opportunity  employer. 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital:  Affiliated  with  approved  general  hospital  for 
all  medical  and  surgical  treatment  as  required. 
$22,351  to  $29,869  and  liberal  fringes.  Limited  housing 
possible.  Pennsylvania  license  required.  Robert  L. 
Gatski,  M.D.,  Director,  State  Hospital,  Danville,  Pa. 
17821. 

Wanted:  Associate,  assistant,  or  partner.  Need  assist¬ 
ance  in  sharing  patient  load  in  general  internal  medi¬ 
cine.  Nothing  to  buy.  Nothing  to  sign.  Practice  grown 
too  large  to  handle  alone.  Write  Dept.  642,  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


Family  Practice  Physician — For  beautiful  community  in 
Western  Pennsylvania;  guaranteed  income;  new  hospi¬ 
tal  office  space  available.  Contact  R.  J.  Maurer,  Brook- 
ville  Hospital,  Brookville,  Pa.  15825. 

Primary  Care  Physicians  (M.D.  or  D.O.) — Glowing  op¬ 
portunity  for  Internal  Medicine,  Family  Practice,  Pediat¬ 
rics  in  beautiful  north  suburb  of  Pittsburgh.  Modern  250 
bed  hospital  in  immediate  area.  Suburban  country  liv¬ 
ing  with  downtown  Pittsburgh  15  minutes  away.  Con¬ 
tact:  Sanford  Edberg,  M.D.,  Chairman,  Physician 
Recruitment  Committee,  or  John  B.  Mallon,  Adminis¬ 
trator,  Suburban  General  Hospital,  Pittsburgh,  Pa. 
15202.  Telephone:  (412)  734-1800. 

Internist,  dermatologist,  psychiatrist — Board  Certified 
or  Board  eligible.  To  join  group  with  modern  offices  in 
beautiful,  rapidly  growing  university  community  with  i 
full  hospital  privileges  available.  Write:  Ralph  J.  Miller,  \ 
M.D.,  Heatherbrae  Square,  Indiana,  Pa.  15701. 

Orthopedic  Surgeon  Wanted — Associate  for  well-es¬ 
tablished  orthopedic  clinic.  Eastern  Pennsylvania. 
Under  37  years.  Partnership  after  IV2  years.  No  invest¬ 
ment  needed.  Board  eligibility  required.  Write  Depart¬ 
ment  612,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd.,  ‘ 
Lemoyne,  Pa.  17043. 

Chief,  Medical  Service — Vacancy  in  progressively 
changing  Medical  Service  of  500  bed  hospital.  During 
past  year  medical  staff  greatly  expanded  and  two 
special  medical  programs  added.  Opportunity  for  one 
interested  in  continuing  progressive  change  to  cope 
with  both  expanding  medical  inpatient  and  outpatient  j 
care  programs.  Likewise,  opportunity  for  one  to  coor¬ 
dinate  with  total  medical  community  on  various  training 
programs.  Salary  range  $28,263 — 34,857  plus  excellent 
fringe  benefits.  Suburban  living  and  yet  close  to  metro¬ 
politan  educational,  social,  and  cultural  center.  Several 
colleges  within  fifty  mile  radius.  Nondiscriminatory  4 
employment.  Licensure  any  state.  Contact:  Chief  of  1 
Staff,  VA  Hospital,  Butler,  Pa.  16001. 


CLASSIFIED  ADVERTISING  INFORMATION 

-v-..  I 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical 
Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding  month 
of  publication.  Send  to  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or  modify 
copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers,  j 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  "Write  Department.  .  .,  PENNSYLVANIA  MEDICINE" 
as  five. 


66 


Pennsylvania  Medicine,  August  1974 


Emergency  Room  Physician — for  340  bed  hospital.  St. 
Joseph  Hospital  is  located  in  Lancaster,  Pa.,  a  medium 
sized  city  in  the  heart  of  Pennsylvania  Dutch  Country. 
Lancaster  is  a  charming  community,  rich  in  history,  in 
close  proximity  to  Philadelphia,  Baltimore,  and  New 
York.  Excellent  school  systems  and  three  colleges — 
Franklin  and  Marshall,  Elizabethtown,  and  Millersville 
State  College.  Applicants  must  be  licensed  in  Pennsyl¬ 
vania.  Salary  negotiable.  42-hour  week,  excellent  fringe 
benefits.  Please  direct  reply  to  Kenneth  M.  Carroll, 
M.D.,  St.  Joseph  Hospital,  250  College  Ave.,  Lancaster, 
Pa.  17604.  Telephone  (717)  397-2821. 

Family  Practice,  Internist,  Ophthalmologist,  Ob/Gyn, 
Pediatrician — Needed  in  college  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western 
Pennsylvania.  All  foreign  graduates  must  have  a  per¬ 
manent  immigrant  visa.  Guarantee  negotiable.  Contact: 
Mr.  J.  A.  Colaizzi,  administrator,  Grove  City  Hospital, 
Grove  City,  Pa.  16127.  Telephone:  (412)  458-7132 

Wanted:  Medical  Director  for  community  mental  health 
center.  All  mandated  services  operational.  Federal 
staffing  grant  facility  with  excellent  multidiscipline 
staff.  Numerous  affiliations  as  training  facility  for 
nurses,  social  workers,  psychologists.  Three  colleges 
in  county.  Good  recreational  facilities  with  multipur¬ 
pose  lake;  two  hours  from  excellent  skiing;  one  hour 
from  metropolitan  center,  yet  rural  setting.  Possibility 


of  private  practice.  Salary  negotiable.  Contact  Robert 
Weimer,  Ph.D.,  Executive  Director,  112  Hillvue  Drive, 
Butler,  Pa.  Telephone:  (412)  287-0791. 

FOR  RENT 

X-ray  Office  available  for  rent — includes  taking  over  of¬ 
fice  and  equipment  leases.  Prestigious  Philadelphia 
suburb.  Telephone:  (215)  886-6600. 


RESIDENCY  TRAINING  PROGRAM 

If  you  are  interested  in  a  comprehensive  program 
for  the  general  practice  of  child  psychiatry,  you 
may  wish  to  explore  the  Albert  Einstein  Medical 
Center  of  Phila.,  which  is  affiliated  with  Temple 
University  School  of  Medicine  and  offers  such  a 
program.  The  conceptual  framework  is  primarily 
psychoanalytic,  but  all  prevalent  theories  of  per¬ 
sonality  development  are  examined  and  eva¬ 
luated,  as  are  the  broader  ramifications  into  fam¬ 
ily  and  community  constructs,  and  the  treatment 
modalities  currently  in  use.  The  surroundings  are 
pleasant,  the  salary  competetive,  and  the 
teaching  staff  highly  qualified.  For  more  details 
contact:  LEONARDO  MAGRAN,  M.D.,  Chairman, 
Dept,  of  Child  Psychiatry,  ALBERT  EINSTEIN 
MEDICAL  CENTER,  Northern  Division,  York  and 
Tabor  Roads,  Phila.,  Pa.  19141. 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 


Niciri 


CAPSULES 


A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN"  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  .  100  mg 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  .......  .50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  lor  literature  and  samples  .  .  . 

( thf  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


‘AVAILABLE  ON  RE0UEST:  Ronald  I.  Goldberg,  M.D.  &  Franklin  I.  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964 


•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


•  Walter  F.  Ciesielski,  Conshohocken;  Temple  Uni¬ 
versity  School  of  Medicine,  1926;  age  73;  died  June  5, 
1974.  He  is  survived  by  his  wife  and  four  daughters. 

•  Charles  K.  Fetterhoff,  Harrisburg;  University  of 
Pennsylvania  School  of  Medicine,  1934;  age  63;  died 
June  12,  1974.  He  was  chairman  of  the  department  of 
obstetrics  and  gynecology  at  Harrisburg  Hospital  and 
clinical  professor  of  obstetrics  and  gynecology  at  the 
Milton  S.  Hershey  Medical  Center,  Pennsylvania  State 
University.  Dr.  Fetterhoff  was  a  fellow  of  the  American 
College  of  Surgeons  and  of  the  American  Academy  of 
Obstetrics  and  Gynecology.  His  wife,  a  son,  and  a 
daughter  survive  him. 

•  William  C.  Hunsicker,  Jr.,  Northeast,  Md.;  Hah¬ 
nemann  Medical  College  and  Hospital,  1927;  age  71; 
died  March  18,  1974.  He  was  a  fellow  of  the  American 
College  of  Surgeons  and  the  International  College  of 
Surgeons.  He  was  certified  by  the  American  Board  of 
Urology.  He  is  survived  by  his  wife. 

•  Orlando  A.  Lazzaro,  Philadelphia;  Jefferson  Medi¬ 
cal  College,  1928;  age  70;  died  May  13,  1974.  He  was  a 
member  of  the  American  Association  of  Ophthalmolo¬ 
gists  and  the  International  College  of  Surgeons.  He  is 
survived  by  his  wife,  a  daughter,  and  a  sister. 

•  Herbert  Lipshutz,  Philadelphia;  Jefferson  Medical 
College,  1944;  age  54;  died  May  8,  1974.  He  was  head 
of  plastic  surgery  at  Pennsylvania  Hospital  and  clinical 
professor  at  the  University  of  Pennsylvania  School  of 
Medicine.  Dr.  Lipshutz  was  a  member  of  the  American 
Association  of  Plastic  Surgeons,  the  American  Society 
of  Plastic  and  Reconstructive  Surgery,  and  a  fellow  of 
the  American  College  of  Surgeons.  His  wife,  his 
mother,  three  daughters,  and  a  brother  survive  him. 

•  Smith  D.  Morton,  Pittsburgh;  Temple  University 
School  of  Medicine,  1934;  age  69;  died  June  14,  1974. 
He  is  survived  by  his  wife,  a  son,  and  a  daughter. 

•  Lewis  S.  Reese,  Kingston;  Jefferson  Medical 
College,  1921;  age  79;  died  May  7,  1974.  He  had  prac¬ 
ticed  in  Kingston  for  fifty  years.  His  wife  and  a  daughter 
survive  him. 

•  Leo  F.  Scanlan,  Philadelphia;  University  of  Penn¬ 
sylvania  School  of  Medicine,  1917;  age  80;  died  May  5, 
1974.  He  was  formerly  chief  of  surgery  at  St.  Agnes 
Hospital  and  was  appointed  surgeon  emeritus  in  1960. 
He  is  survived  by  a  daughter,  a  sister,  and  a  brother. 

•  Bertram  Shaffer,  Wyncote;  University  of  Pennsyl¬ 
vania  School  of  Medicine,  1931;  age  68;  died  June  17, 
1974.  He  was  chief  of  dermatology  at  Albert  Einstein 
Medical  Center  and  became  chief  emeritus  in  1971.  He 
was  associate  professor  of  dermatology  at  the  Universi¬ 
ty  of  Pennsylvania  School  of  Medicine  and  a  member  of 
the  graduate  school  teaching  staff.  He  was  a  fellow  of 
the  American  Academy  of  Dermatology,  the  Society  of 
Investigative  Dermatologists,  and  of  the  American  Der¬ 


matological  Association.  His  wife,  two  daughters,  two 
sisters,  and  a  brother  survive  him. 

•  John  W.  Shirer,  Pittsburgh;  University  of  Pitts- 
burgh  School  of  Medicine,  1925;  age  74;  died  July  6, 
1974.  Dr.  Shirer  was  president  of  the  Pennsylvania 
Medical  Society  in  1957-58  and  was  a  past  president  of 
the  Allegheny  County  Medical  Society.  He  had  been  as¬ 
sociate  professor  of  surgery  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine.  Dr.  Shirer  was  on  the  senior 
staff  of  Magee-Womens  Hospital  and  Children’s  Hospi-  j' 
tal  of  Pittsburgh  and  on  the  emeritus  staff  of  Presby¬ 
terian  University  Hospital.  He  was  certified  by  the 
American  Board  of  Surgery  and  was  a  member  of  the 
American  College  of  Surgeons,  the  Pittsburgh  Acade¬ 
my  of  Medicine,  the  Clinical  Pathology  Society,  and 
was  a  member  of  the  Board  of  Directors  of  the  Interna-  ~ 
tional  College  of  Surgeons.  His  wife,  two  sons,  four 
daughters,  and  two  brothers  survive  him. 

•  Henry  T.  Simmonds,  Jr.,  New  Cumberland;  Univer-  j 
sity  of  Pennsylvania  School  of  Medicine,  1942;  age  57; 
died  May  18,  1974.  He  was  former  chairman  of  the 
radiology  department  at  Harrisburg  Hospital.  He  was  a 
member  of  the  American  Roentgen  Ray  Society,  the  • 
American  College  of  Radiology,  and  the  Eas¬ 
tern  Radiological  Society.  He  is  survived  by  a  daugh¬ 
ter  and  a  son. 

•  William  W.  Unangst,  Col legevi I le ;  University  of 
Pennsylvania  School  of  Medicine,  1947;  age  52;  died 
May  3,  1974.  He  was  head  of  the  alcoholic  and  drug  unit 
at  the  Norristown  Hospital.  He  practiced  in  Philadelphia  . 
and  also  in  Collegeville.  His  wife,  Dorothy  C.  Unangst,  i 
M.D.;  a  daughter;  a  son;  a  brother,  Howard  Unangst, 
M.D.;  and  both  his  parents  survive  him. 

•  Walter  Weinberger,  Hollidaysburg;  University  of 
Vienna  Medical  School,  Vienna,  Austria,  1924;  age  74; 
died  May  8,  1974.  He  served  at  the  Hollidaysburg  State 
Hospital  for  fifteen  years.  He  was  a  member  of  the  > 
Academy  of  Dermatology  and  the  American  Psychiatric 
Association.  He  is  survived  by  his  wife,  a  son,  and  a 
sister. 

•  Ralph  C.  Wilde,  Pittsburgh;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1951;  age  51;  died  July  10, 
1974.  Dr.  Wilde  was  a  member  of  the  Board  of  Trustees 
and  the  current  president  of  the  Pennsylvania  Medical  \ 
Society  and  had  served  as  president  of  the  Allegheny 
County  Medical  Society.  He  had  been  clinical  assistant 
professor  of  surgery  at  the  University  of  Pittsburgh 
School  of  Medicine  since  1963.  Dr.  Wilde  was  head  of 
the  division  of  surgery  at  Allegheny  General  Hospital,  a 
member  of  the  staff  at  Presbyterian  University  Hospital,  U 
the  associate  staff  of  Children’s  Hospital  of  Pittsburgh,  j 
and  the  consulting  staff  at  Eye  and  Ear  Hospital  of 
Pittsburgh.  He  was  a  fellow  of  the  American  College  of 
Surgeons  and  the  Pittsburgh  Surgical  Society.  He  is  sur¬ 
vived  by  his  wife  and  two  daughters. 
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A  high  assurance  of  clinical  efficacy 


■  in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■  against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter,  Proteus  mirabilis ,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli ,  Klebsiella-Enterobacter , 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe¬ 
rience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a  significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he¬ 
molysis  may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona¬ 
mides  and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy¬ 
tosis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider¬ 
mal  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri¬ 
orbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan¬ 
creatitis.  CNS reactions:  Headache,  peripheral  neuritis, 
mental -depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  facetazolamide,  thiazides)  and  oral  hypogly¬ 
cemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro¬ 
duced  thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine, 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2  tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho¬ 
prim  and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Iqc. 

Nutley.  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


A  high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 

Before  prescribing,  please  consult  complete  product  information, 
a  summary  of  which  appears  on  preceding  page. 
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BOARD  VOTES  APPROVAL  OF  BLUE  SHIELD  PLAN  C  The  Board  of  Trustees  at  its 

August  14  meeting  voted  approval 

of  income  limits  of  $6,000  for  individuals  and  $12,000  for  families  for  Blue  Shield’s  new 
Plan  C  and  referred  the  action  to  the  members  of  the  House  of  Delegates  for  ratification. 
House  members  have  received  information  relative  to  the  balloting  by  mail  in  August, 
and  replies  are  being  returned  now . 

DR.  SCHLAGER,  SOCIETY  SECRETARY,  RESIGNS  The  Board  of  Trustees  received 

with  regret  the  resignation  of 
Charles  E.  Schlager,  M.D. ,  York,  from  the  post  of  Society  secretary  and  appointed 
'  G.  Winfield  Yarnell,  M.D. ,  of  Harrisburg,  to  fill  the  unexpired  term.  Dr.  Yarnell  is 
currently  a  member  of  the  Council  on  Public  Service. 


BOARD  PROTESTS  SECTION  OF  LAB  RULES  The  Society’s  Board  at  its  August  meeting 

voted  to  protest  a  section  of  the  rules 

implementing  the  Clinical  Laboratory  Act  which  calls  on  laboratories  to  notify  patients  of 
charges.  In  a  letter  to  Secretary  of  Health  J .  Finton  Speller,  M  .D  . ,  Chairman  of  the 
Board  Cyrus  B.  Slease,  M.D. ,  said  ”We  view  (the  section)  as  inimical  to  the  physician/ 
patient  relationship  and  an  over-extension  of  the  department’s  legal  authority.”  An 
article  on  the  new  rules  appears  on  page  11  of  this  issue. 


NEW  DEPARTURES  AT  HOUSE  SESSION  The  Reference  Committee  on  Rules  will  hold 

an  open  hearing  before  the  opening  session 

of  the  House  of  Delegates  October  10  to  consider  a  request  that  county  society  executives 
be  permitted  to  sit  with  their  county  delegations .  Because  of  a  resolution  adopted  at  the 
1973  House,  it  is  expected  there  will  be  at  least  two  candidates  for  the  office  of  vice 
speaker,  regardless  of  the  outcome  of  the  recommendation  of  the  Reference  Committee  on 
Constitution  and  Bylaws ,  which  will  consider  the  matter  at  this  session .  The  Annual 
Meeting  of  Administrative  Members  of  the  Pennsylvania  Medical  Care  Foundation  will 
take  place  at  Annual  Session  on  Friday  afternoon.  The  call  to  the  meeting  and  the 
Foundation’s  annual  report  will  be  sent  to  administrative  members  late  in  September. 

COOPERATIVE  IN  FINAL  PHASE  OF  MEMBERSHIP  DRIVE  The  Pennsylvania  Medical 

Cooperative  is  in  the  final 

phase  of  its  charter  membership  campaign.  September  30  is  the  deadline  established  by 
the  Council  on  Public  Service,  Robert  N.  Moyers,  M.D.,  chairman,  said.  The  council’s 
campaign  to  recruit  2,000  physician  members  at  a  one-time  membership  fee  of  $100  was 
mandated  by  the  1973  House  of  Delegates.  The  purpose  is  to  realize  savings  by  mass 
purchasing  of  medical  office  supplies .  Facing  the  Medigram  is  a  tear-out  card  for  the 
convenience  of  Society  members  who  have  not  yet  joined. 


PRESIDENT  SIGNS  PENSION  REFORM  BILL  President  Gerald  R.  Ford  has  signed  the 

Employee  Benefit  Security  Act,  placing 
pensions  under  federal  control  and  affecting  physicians  by  permitting  them  increased 
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savings  toward  retirement.  Those  using  the  Keogh  plan  now  can  contribute  15  percent 
of  annual  earnings  to  a  maximum  of  $7,500,  whichever  is  less,  (old  limits  were  10  percent 
and  $2,500.  Individuals  participating  in  professional  corporations  can  set  aside  an  amount 
which  will  result  in  a  pension  equal  to  $75,000  per  year  or  100  percent  of  the  participant’s 
average  compensation  for  his  high  three  years  of  income ,  whichever  is  lower . 

MEDICAL  DATA  RELEASE  CLARIFIED  A  joint  communique  from  the  Hospital  Association 

of  Pennsylvania  and  the  Pennsylvania  Medical 
Society  issued  July  19  calls  on  hospital  medical  staffs  to  play  an  active  role  in  the  drafting 
of  proposed  policies  on  the  use  and  disclosure  of  medical  records .  It  further  urges 
hospitals  to  be  guided  by  Hospital  Medical  Records:  Guidelines  for  Their  Use  and 
Release  of  Medical  Information,  American  Hospital  Association  Publication  No.  M80 
12M-5/72-2156 .  Growing  concern  regarding  the  release  of  data  and  information  to  third 
parties  led  to  the  joint  communique . 

PENNSYLVANIA  M.D.s  RECEIVE  MAIL  IN  ERROR  Some  2,000  Society  members  holding 

current  AMA  Physician’s  Recognition 

Awards  recently  received  a  PRA  application  in  error  when  a  general  mailing  was  made 
by  the  AMA  to  Pennsylvania  physicians.  If  you  have  a  1972  or  1973  PRA,  the  Council  on 
Education  and  Science  has  said  to  ignore  the  recent  mailing.  You  will  be  notified  appro¬ 
priately  when  your  next  application  is  due . 

NEW  IMMUNIZATION  RULES  NOW  IN  EFFECT  Effective  August  3,  rules  issued  by  the 

Department  of  Health  require  immunization 
against  diphtheria,  tetanus,  poliomyelitis,  measles,  and  rubella  for  all  children  entering 
school  for  the  first  time .  The  rules  call  on  school  officials  to  ensure  that  all  new  students 
are  immunized  or  to  arrange  an  immunization  program  shortly  after  the  opening  of  school . 
Physicians  may  find  themselves  deluged  with  calls  from  parents ,  but  school  openings  will 
not  be  delayed  and  students  will  not  be  barred  from  school  this  year . 

OCTOBER  IMMUNIZATION  ACTION  MONTH  The  Center  for  Disease  Control  of  the 

United  States  Public  Health  Service  has 

declared  October  ’’Immunization  Action  Month.’’  The  Pennsylvania  Department  of  Health 
is  the  state  agency  for  the  project.  At  the  national  level,  the  AMA  is  cooperating  in  the 
effort ,  as  is  the  State  Society  on  the  state  level .  Goal  of  the  program  is  to  increase  the 
number  of  children  immunized  against  poliomyelitis,  measles,  mumps,  rubella, 
diphtheria,  tetanus,  and  pertussis. 

RETROSPECTIVE  REVIEW  TO  END  OCTOBER  1  The  Department  of  Public  Welfare  has 

announced  that  retrospective  review  of 

hospitalizations  under  medical  assistance  will  end  October  1  when  a  concurrent  review 
system  will  be  initiated  throughout  the  state .  Hospitals  have  chosen  either  the  depart¬ 
ment’s  Pre-Discharge  Utilization  Review  (PDUR)  or  the  option  to  implement  a  concurrent 
utilization  review  system  approved  by  the  department .  The  Certified  Hospital  Admissions 
Monitoring  Program  (CHAMP)  developed  by  the  Pennsylvania  Medical  Care  Foundation 
has  been  cited  by  the  department’s  Medical  Assistance  Memorandum  N.  60,  Supplement 
No .  2  as  an  acceptable  alternate  to  PDUR . 
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A  30  to  50  per  cent  saving  on  the  cost  of 
expendable  office  supplies  is  a  mighty  appealing 
prospect  these  days.  And  that  is  exactly  what  you 
can  look  for  when  you  join  the  Pennsylvania 
Medical  Cooperative — the  mass-buying  organization 
being  formed  to  serve  physicians  exclusively. 

The  Cooperative,  which  will  effect  its  savings  by 
purchasing  in  large  volume  directly  from  the 
manufacturer  and  reselling  to  the  physician  at 
cost,  will  limit  itself  to  expendable  supplies  in 
the  initial  phase  of  its  operation  only.  Later 
when  it  expands  its  inventory  to 
include  more  costly  items  such  as 
surgical  supplies  and  office 
equipment,  the  potential  for  savings 
will  be  even  greater. 


Membership  in  the  Cooperative  will  be  open  to 
Pennsylvania  Medical  Society  members  only.  The 
only  cost  is  a  nominal  $100  once-and-done 
lifetime  membership  fee,  all  or  a  substantial  part 
of  which  will  be  returned  if  you  should  decide 
to  withdraw.  In  all  probability  you  will  save 
more  than  the  amount  of  the  membership  fee  in 
your  first-year  purchases  alone. 
However,  dollar  savings  are  not  the  only  benefit. 
The  Cooperative's  system  of  blanket  contracts 
and  automatic  shipments  will  do  much  to 
simplify  your  purchasing  procedures  and 
reduce  the  burden  of  inventory  control. 

You'll  like  the  Cooperative,  we're  sure. 

For  further  information,  1 
please  writeor  call. 


Pennsylvania  MEDICAL  Cooperative 

20  Erford  Road  •  Lemoyne,  Pennsylvania  17403  •  717/238-1635 
Another  New  Benefit  to  Members  of  Pennsylvania  Medical  Society 


Continuing  education. . . 

now  a  PMS  membership  requirement 


membership  requirement  made  easy 


Physicians  who  received  the  1972  AMA  Physician’s 
Recognition  Award  (PRA)  should  now  be  accumulating 
credits  toward  their  1975  application  (the  expiration 
date  of  their  present  award). 

Physicians  who  have  applied  for  the  1973  AMA 
Physician’s  Recognition  Award  may  now  begin  ac¬ 
cumulating  credits  toward  their  1976  application  (the 
expiration  date  of  the  1973  award). 

Physicians  who  have  not  yet  applied  for  an  AMA 
Physician’s  Recognition  Award  should  be  accumulating 
credits  so  that  as  soon  as  they  have  acquired  the  full 
150  hours  (with  a  minimum  of  60  hours  in  Category 
One)  they  will  be  ready  to  apply  for  either  the  1974  or 
1975  award. 

All  Physicians  must  fulfill  the  necessary  requirements 
by  the  end  of  1975  in  order  to  retain  PMS  membership 
(except  for  new  members  who  will  have  three  years  in 
which  to  meet  the  requirement). 


Each  Physician  thus  establishes  his  own  three-year 
cycle  with  his  application  covering  his  three  year  credits 
prior  to  his  application  date. 

It  is  not  nearly  as  complicated  as  it  sounds: 

(1)  Accumulate  and  record  the  necessary  credits; 

(2)  When  sufficient  credits  for  an  award  have  been 
accumulated,  transfer  the  information  from  your  file 
folder  to  your  PRA  application  form; 

(3)  Continue  to  acquire  and  record  credits  in  a  new 
file  folder  so  that  toward  the  expiration  of  your  own  in¬ 
dividual  three-year  cycle,  you  will  have  accumulated 
and  recorded  sufficient  credits  to  transfer  to  your  new 
application.  A  new  application  will  be  sent  to  you  auto¬ 
matically  at  the  proper  time  for  your  next  required 
application. 

The  Council  on  Education  and  Science,  Pennsylvania 
Medical  Society,  20  Erford  Rd.,  Lemoyne,  Pa. 
17043 — Telephone  (717)  238-1635 — will  be  glad  to 
answer  any  individual  questions  you  may  have. 


for  your  bulletin  board 


TO  MY  PATIENTS . 

\ 

Periodically  throughout  the  year  I  may  be  away  at¬ 
tending  scientific  continuing  education  programs.  This  is 
part  of  my  obligation  of  being  a  member  of  the  profes¬ 
sional  Pennsylvania  Medical  Society.  At  times  this  may  in¬ 
convenience  you  as  my  patients  because  of  my 
nonavailability.  For  that  I  am  truly  sorry,  but  for  your 
benefit  my  participation  in  continuing  medical  education 
keeps  me  up  to  date  on  new  techniques  and  procedures. 
It  sharpens  my  skills  as  a  physician  and  renews  my  capa¬ 
bilities  to  deliver  the  best  possible  medical  care  to  you. 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


FRANK  B.  HALL  &  CO. 
OF  PENNSYLVANIA  INC. 

(Formerly  Parker  &  Company) 

(Administrator) 


A  long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 

rate-making  developments...  f 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “ Ombudsman 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Frank  B.  Hall  &  Co.  of  Pennsylvania  Inc. 

1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice  President 

□  I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Date  your  professional  liability 

insurance  expires  _ _  Present  Carrier - 


Name  _ _ 

Office  Address  _ 

City  _ 

Telephone  _ 

Medical  Specialty 


Before  prescribing,  please  consult  com¬ 
plete  product  information,  a  summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi¬ 
tants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with¬ 
drawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn¬ 
drome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6  months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau¬ 
coma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa¬ 
tients.  Caution  against  hazardous  occupa¬ 
tions  requiring'complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis¬ 


orders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti¬ 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in¬ 
gestion  of  alcohol  and  other  CNS  depres¬ 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus¬ 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a  psychoneu¬ 
rotic  patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex¬ 
cessive  anxiety,  is  often  accom¬ 
panied  by  depressive  symptom¬ 
atology.  Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re¬ 
lieved,  the  depressive  symp¬ 
toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan¬ 
tages  in  using  Valium  for  the 
management  of  psychoneu¬ 
rotic  anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im¬ 
provement  is  usually  apparent 
in  the  patient  within  a  few 
days  rather  than  in  a  week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad¬ 
dition,  Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz¬ 
ardous  occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho¬ 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed¬ 
time,  Valium  can  offer  an  addi¬ 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso¬ 
ciated  depressive  symptoms 
and  thus  encourage  a  more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 .  Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:213-21%,  Mar  1971. 

3.  Claghorn  J :  Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi¬ 
tion  to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child¬ 
bearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy¬ 
chotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em¬ 
ployed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over¬ 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo¬ 
pia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re¬ 
actions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb¬ 
ances,  stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso¬ 
lated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


ff«  I  9  || 

Kids  Stuff 

W1_g _ • _ _ 

1  It  ACS  lift  MH1' C  Mr  jj  81  UJr 

me  grange  medicine  from  Dorsey 


Speakers 

Leif  C.  Beck,  LI.B. 

Management  Consulting 
for  Professionals, 

Bala  Cynwyd 

Roger  Harrison,  C.P.B.C. 

Roger  Harrison 
Associates,  Inc. 

Norman,  Oklahoma 

Thomas  E.  Zirkle,  C.P.B.C. 

Professional  Management 
Associates,  Inc., 

Chicago,  III.  and  Denver, 

Colorado 

Subjects 

Office  Facilities  and  Equip¬ 
ment 

Personnel  Administration 

Medical  Administration 

Fees  and  Fee  Control 

Billing  and  Collection 
Systems 

Office  Bookkeeping  and  Ac¬ 
counting  Requirements 

Employing  Physicians 

Management  of  Professional 
Corporations 

HMOs — Meaning  to  Practice 

Personal  Financial  and  Estate 
Planning 


How  to  get  your  moneysworth  out  of 


'O 


Principles  of 
MEDICAL  PRACTICE  MANAGEMENT 


November  15-16,  1974 


<S> 

O' 
c 
o 

S- 

o' 


A  Workshop — to  assist  the  practicing  physician 

improve  the  management  of  his  individual  or  group  practice 


For  more  information  or  to  register 
Contact:  Pennsylvania  Medical  Society 

20  Erford  Road  -  Lemoyne,  PA  17043 
Phone  (717)  238-1635 


12  hours  Category  One  credit 

PMS  Members  $125 


The  Pennsylvania  Medical  Society 
20  Erford  Rd. 

Lemoyne,  Pa.  17043 

Name  _ 

Address  _ 

City _ 


□  This  confirms 
phone  registration 


Preregistration  Required 

Nonmembers  $175 


Telephone  (717)  238-1635 


Telephone  No. 


State 


JZip 


Full  fee  is  payable  in  advance 
Check  enclosed  □ 
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newsfronts 


Society  presents  position  to  party  platform  committees 


The  Society’s  position  on 
health  care  in  the  Commonwealth 
approved  by  the  Board  of  Trus¬ 
tees  May  15  was  presented  to  the 
platform  committees  of  the  Re¬ 
publican  and  Democratic  Parties 
at  their  hearings  in  Harrisburg 
during  the  past  month.  The  full 
text  appeared  in  the  August  issue 
of  PENNSYLVANIA  MEDICINE 
beginning  on  page  30. 


DR.  CRANE  DR.  MASLAND 


David  S.  Masland,  M.D.,  Soci¬ 
ety  vice  president,  appeared 
before  the  Republican  Platform 
Committee  at  the  first  presenta¬ 
tion  July  30.  A.  Reynolds  Crane, 
M.D.,  president,  presented  testi¬ 
mony  and  answered  questions 
when  the  Democratic  committee 
met  August  6. 


DEMOCRATIC  PLATFORM  COMMITTEE 


Burn  data  sought 

The  Pennsylvania  Division  of 
the  American  Trauma  Society  is 
requesting  representatives  of 
Pennsylvania  hospitals  to  report 
their  capabilities  in  the  treatment 
of  severe  burn  victims. 

The  trauma  society  is  in  the 
process  of  gathering  listings  of 


such  facilities  for  publication  in 
PENNSYLVANIA  MEDICINE  for 
the  benefit  of  primary  care 
physicians.  Of  special  interest  is 
each  hospital’s  capability  in  the 
areas  of  acute  care,  plastic  and 
reconstructive  surgery,  and  com¬ 
prehensive  rehabilitation. 

Chairmen  of  departments  of 
surgery  in  all  medical  schools  in 


the  Commonwealth  have  coo¬ 
perated  in  supplying  this  infor¬ 
mation.  Any  non-university  hospi¬ 
tal  to  which  severe  burns  may  be 
referred  is  asked  to  help  in  the 
compilation  of  a  comprehensive 
listing  by  contacting  William  E. 
DeMuth,  Jr.,  M.D.,  Department  of 
Surgery,  The  Milton  S.  Hershey 
Medical  Center,  Hershey,  Pa. 


STEPHEN  J.  BARRETT,  M.D.,  pre¬ 
sented  the  Society’s  testimony  when 
the  Pennsylvania  Chiropractic  Society 
petitioned  the  Department  of  Trans¬ 
portation  for  the  right  to  perform  phys¬ 
ical  examinations  required  to  be 
issued  a  driver's  license.  A  member  of 
the  Society’s  Committee  on  Quackery, 
Dr.  Barrett,  centered  at  the  conference 
table  (right) ,  told  the  committee  that 
the  proposal  “is  extremely  dangerous 
to  public  health  and  safety.’’ 
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M.D.  office  labs  excluded 


Final  clinical  laboratory  regulations  published 


Private  physicians’  office  lab¬ 
oratories  were  excluded  from 
the  final  regulations  of  the  new 
Clinical  Laboratory  Act  pub¬ 
lished  on  June  15,  1974.  This 
was  a  victory  for  the  Society 
which  had  objected  to  the 
inclusion  of  office  laboratories  in 
the  draft  regulations. 

The  Department  of  Health, 
however,  noting  receipt  of  four¬ 
teen  objections  to  the  deletion, 
promised  a  separate  set  of  rules 
and  regulations  for  physicians’ 
office  laboratories  later. 

According  to  Robert  H.  Craig, 
Jr.,  director  of  governmental  af¬ 
fairs,  the  Society  will  resist  the 
inclusion  of  office  labs  based  on 
the  statutory  definition  worked 
out  during  passage  of  Public 
Law  279.  It  defined  a  “clinical 
laboratory”  as: 

“Any  place,  establishment 
or  institution  organized  and 
operated  *  primarily  for  the 
performance  of  all  or  any 
bacteriological,  bioche¬ 
mical,  hematological,  mi¬ 
croscopical,  serological  or 
parasitological  or  other 
tests  .  . .  This  definition  in¬ 
cludes,  but  is  not  limited  to, 
all  independent,  hospital, 
industrial,  state,  county,  and 
municipal  laboratories.” 

The  only  laboratories  ex¬ 
empted  under  the  act  are  federal 
laboratories  and  research  la¬ 
boratories  in  which  results  are 
not  applied  to  patient  care. 

The  question  of  who  may 
submit  specimens  to  a  clinical 
laboratory  is  open  to  interpreta¬ 
tion.  The  Society  had  hoped  to 
pin  it  down  to  medical  doctors 
and  doctors  of  osteopathy.  In 
this  regard  it  received  the  sup¬ 
port  of  the  Hospital  Association 
of  Pennsylvania  which  in  circular 


letter  number  642  on  May  24, 
said; 

“A  question  was  recently 
raised  concerning  the  use 
of  hospital  facili- 
ties — principally  laboratory 
and  x-ray  services — by  chi¬ 
ropractors  in  the  Common¬ 
wealth.  With  the  advice  of 
the  HAP  Committee  on  Pa¬ 
tient  Care  Services,  the 
Board  of  Trustees  has  ap¬ 
proved  a  statement  urging 
member  institutions  to 
honor  requests  for  diag¬ 
nostic  and  treatment  serv¬ 
ices  of  only  those  profes¬ 
sional  individuals  whose 
qualifications  meet  the 
requirement  for  admission 
to  the  hospital  staff  as 
provided  by  the  hospital’s 
bylaws.” 

The  Department  of  Health 
Regulation  is  not  as  precise. 
Section  5.41  states: 

“Specimens  shall  be  ac¬ 
cepted  or  collected  from 
patients  by  a  clinical  labo¬ 
ratory  only  when  tests  are 
requested  on  such  speci¬ 
mens  *by  a  member  of  the 
healing  arts  licensed  to 
practice  in  Pennsylvania,  or 
other  persons  authorized  by 
law,  or  authorized  agents  of 
the  foregoing.” 

There  is  also  a  reporting 
requirement  which  says: 

“Reports  of  clinical  labora¬ 
tory  findings  shall  be  made 
only  to  the  persons  submit¬ 
ting  the  specimen  or 
requesting  the  analysis,  or 
his  authorized  agent.” 

None  of  this  requires  that  any 
laboratory  or  physician  must  ac¬ 
cept  a  specimen  from  these 


*  emphasis  added 


persons  such  as  chiropractors 
who  in  the  broadest  definition 
fall  under  the  blanket  of  the 
“healing  arts”  but  who  are  not 
qualified  to  properly  apply  labo¬ 
ratory  data.  Once  a  specimen  or 
referral  is  accepted,  however, 
the  information  must  be  released 
to  the  referring  source  and  the 
question  then  comes  forth  as  to 
whether  the  physician  or  labora¬ 
tory  would  be  aiding  and  abet¬ 
ting  someone  to  break  the  law  in 
practicing  medicine  without  a 
license. 

Ethical  standards  of  the  new 
act  specifically  prohibit  “re¬ 
bates”  or  other  types  of  “fee 
splitting  inducements.”  Blanket 
fee  contracts  are  out.  Volume 
discounts  may  be  given  but  the 
fee  schedule  must  clearly  in¬ 
dicate  them  and  they  must  be  of¬ 
fered  to  all  clients.  Except  for 
volume  discounts  “only  a  single 
fee  schedule  shall  be  maintained 
and  applied  by  a  licensed  labo¬ 
ratory.” 

Notifying  patients  of  charges 
for  tests  is  called  for  under  Sec¬ 
tion  5.48  entitled,  “Disclosure  of 
Charges:” 

“The  notification  of  all 
charges  for  laboratory  tests 
performed  for  the  patient 
must  be  sent  to  the  patient 
by  the  clinical  laboratory 
unless  the  patient  has  been 
billed  directly  or  otherwise 
notified  of  such  charges  by 
said  laboratory.’’ 

This  disclosure  provision 
came  under  fire  at  the  Board  of 
Trustees  meeting  on  August  14. 
The  Council  on  Governmental 
relations  said  that  the  law  itself 
does  not  provide  any  base  for 
such  a  regulation.  The  Board 
acted  on  the  advice  of  the 

(Continued  on  page  36) 
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Pennsylvania 

PSRO  Chairmen  and  Staff  Members 


Area 

Chairman 

Project  Director 

1 

Robert  B.  Stuart,  M.D. 

Northwestern  Pennsylvania  PSRO 

1565  West  38th  Street 

Erie  16508 

Telephone  (814)  864-1765 

II 

C.  Jack  Rodgers,  M.D. 

Central  Pennsylvania  Area  II  PSRO 

511  West  Fourth  Street 

Williamsport  1 7701 

Telephone  (717)  322-9843 

Paul  P.  John 

Central  Pennsylvania  Area  II  PSRO 

Box  26,  699  Rural  Avenue 

Williamsport  1 7701 

Telephone  (717)  323-3786 

III 

Edwin  C.  Neville,  M.D. 

Northeastern  Pennsylvania  PSRO 

Medical  Arts  Building 

Scranton  18503 

Telephone  (717)  344-1231 

IV 

David  A.  Tilly,  M.D. 

Eastern  Pennsylvania  Health  Care 

Foundation,  Inc. 

1 746  Allen  Street 

Allentown  18104 

Telephone  (215)  433-3143 

William  Prettyman 

Eastern  Pennsylvania  Health  Care 

Foundation,  Inc. 

65  East  Elizabeth  Avenue,  Suite  203 
Bethlehem  18018 

Telephone  (215)  865-1481 

V 

Raymond  J.  Saloom,  D.O. 

Midwestern  Pennsylvania  PSRO  Area  V 

301  Prairie  Street 

Harrisville  16038 

Telephone  (412)  735-2100 

VI 

James  R.  Dornenburg,  M.D. 

Allegheny  PSRO 

121  North  Highland  Avenue 

Pittsburgh  15206 

Telephone  (412)  441-9300 

John  Kuhn 

Allegheny  PSRO 

Suite  450,  One  Allegheny  Square 

Pittsburgh,  Pennsylvania  15212 

Telephone  (412)  231-1706  or  231-1707 

VII 

Donald  C.  Brown,  M.D. 

Southwestern  Pennsylvania  PSRO 

Greengate  Professional  Building 

U.S.  Route  30  West 

Greensburg  15601 

Telephone  (412)  837-5757 

Sandra  Levine 

Southwestern  Pennsylvania  PSRO 

825  N.  Main  Street 

Greensburg  15601 

Telephone  (412)  836-5858 

VIII 

Thomas  Skrentny,  M.D. 

Highlands  PSRO  Corporation 

1214  Thirteenth  Avenue,  Rear 

Altoona  1 6601 

Telephone  (814)  942-8420 

Michael  Kohler 

Highlands  PSRO  Corporation 

Room  325  -  Swank  Building 

Johnstown  15901 

Telephone  (814)  535-5493 

IX 

Robert  B.  Edmiston,  M.D. 

Southcentral  Pennsylvania  PSRO 

3301  Schoolhouse  Lane 

Harrisburg  17109 

Telephone  (717)  652-5380 

Harold  Diehl,  Jr. 

Southcentral  Pennsylvania  PSRO 

2401  N.  Fourth  Street 

Harrisburg  17110 

Telephone  (717)  233-0273  or  233-8650 

XI 

John  L.  Steigerwalt,  M.D. 

Montgomery/Bucks  PSRO 

1509  Montgomery  Avenue 

Rosemont  19010 

Telephone  (215)  525-3335 

Ralph  M.  Rolan,  III 

Montgomery/Bucks  PSRO 

Merion-Towle  Building,  Suite  103 

Blue  Bell  Office  Campus 

Township  Line  and  Walton  Road 

Blue  Bell  19422 

Telephone  (215)  542-9118 

XII 

Sidney  O.  Krasnoff,  M.D. 

Philadelphia  PSRO 

1351  West  Tabor  Road 

Philadelphia  19141 

Telephone  (215)  549-4929 

Richard  M.  Nelson 

Philadelphia  PSRO 

2100  Spring  Garden  Street 

Philadelphia  19130 

Telephone  (215)  563-5343 
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PSROs  in  Pennsylvania  move  into  planning  phase 


Professional  Standards  Review  Organizations 
(PSROs)  in  eight  of  the  twelve  areas  established  by 
HEW  have  been  funded  for  the  planning  phase  of 
their  activity  and  three  additional  organizations  are 
preparing  to  submit  planning  contract  applications 
as  soon  as  new  Department  of  Health,  Education, 
and  Welfare  funding  regulations  are  published. 

The  Pennsylvania  Medical  Care  Foundation  in  its 
capacity  as  PSRO  Support  Center  is  continuing  to 
assist  the  officers  and  staff  members  of  the  eleven 
areas  in  the  planning  phase  and  in  preparation  of 
grant  applications. 

Area  X  (Delaware  and  Chester  Counties)  has  not 
yet  formally  organized. 

Listed  below  are  the  counties  included  in  each  of 
the  established  areas.  On  the  facing  page  is  a  chart 
listing  the  chairmen  and  staff  personnel  of  the  or¬ 
ganizations  now  functioning. 


Area  1:  Erie,  Potter,  Elk,  Warren,  Crawford,  Cameron, 
McKean,  Forest. 

Area  2:  Tioga,  Centre,  Columbia,  Bradford,  Union, 
Snyder,  Clinton,  Northumberland,  Mifflin,  Lycoming, 
Montour,  Juniata,  Sullivan. 


Area  3:  Susquehanna,  Lackawanna,  Luzerne, 
Wyoming. 


Area  4:  Wayne,  Monroe,  Northampton,  Pike,  Carbon, 
Lehigh. 


Area  5:  Mercer,  Jefferson,  Butler,  Venango,  Clearfield, 
Armstrong,  Clarion,  Lawrence,  Indiana. 


Area  6:  Allegheny. 


Area  7:  Beaver,  Westmoreland,  Fayette,  Washington, 
Greene. 


Area  8:  Cambria,  Huntingdon,  Bedford,  Blair, 
Somerset. 


Area  9:  Schuylkill,  Berks,  Franklin,  Perry,  Cum¬ 
berland,  Adams,  Dauphin,  Lancaster,  York,  Lebanon, 
Fulton. 


Area  10:  Chester,  Delaware. 


Area  11:  Bucks,  Montgomery. 


Area  12:  Philadelphia. 


Practice  management  seminar 
repeat  planned  for  November 

A  second  medical  practice  management  semi¬ 
nar  will  be  presented  by  the  PMS  Council  on  Edu¬ 
cation  and  Science  Friday,  November  15  and  Sat¬ 
urday,  November  16,  at  Chatham  Center  in  Pitts¬ 
burgh.  The  first  seminar,  which  was  held  at 
Hershey  May  10-11,  was  regarded  by  attendants 
as  an  unqualified  success. 

Leif  C.  Beck,  LI.B.,  president  of  Management 
Consulting  for  Professionals,  Bala  Cynwyd,  will 
head  the  faculty.  He  is  a  member  of  the  Society  of 
Professional  Business  Consultants,  author  of  the 
monthly  series  on  management  in  PENNSYL¬ 
VANIA  MEDICINE,  editorial  consultant  for  Medical 
Economics,  and  an  expert  on  taxation,  profes¬ 
sional  corporations,  and  medical  management. 

Other  faculty  members  are  Roger  Harrison, 
C.P.B.C.,  owner  of  Roger  Harrison  Associates, 
Inc.,  Norman,  Oklahoma,  past  president  and 
chairman  of  the  board  of  examiners  of  the  Society 
of  Professional  Business  Consultants,  and  editori¬ 
al  consultant  to  Medical  Economics.  He  has 


seventeen  years  of  experience  as  a  business  con¬ 
sultant  to  physicians.  Thomas  E.  Zirkle,  C.P.B.C., 
co-owner  of  Professional  Management  Associates, 
Inc.,  of  Chicago  and  Denver,  is  immediate  past 
president  of  the  Society  of  Professional  Business 
Consultants,  a  contributing  author  to  Prism,  author 
of  the  book,  “Corporate  Practice,’’  and  a  lecturer 
on  practicing  law  programs. 

Topics  to  be  discussed  include  office  facilities 
and  equipment,  personnel  administration,  medical 
administration,  fees  and  fee  control,  billing  and 
collection  systems,  office  bookkeeping  and  ac¬ 
counting  requirements,  group  practice  matters, 
and  the  management  of  professional  corporations. 
Also  covered  are  considerations  in  employing 
physicians,  the  meaning  of  HMOs  to  medical  prac¬ 
tice,  and  personal  financial  and  estate  planning. 

Methods  for  the  protection  of  the  physician 
against  encroaching  nonprofessional  control  of 
medicine  and  new  ideas  on  the  sound  organiza¬ 
tion  of  the  physician’s  practice  will  give  partici¬ 
pants  an  opportunity  for  questions  and  discussion. 

Further  information  and  registration  forms  may 
be  obtained  from  the  Pennsylvania  Medical  Soci¬ 
ety,  20  Erford  Rd.,  Lemoyne,  Pa.  17043.  Telephone 
(717)  238-1635. 
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Educational  Assembly  scheduled  for  October  23-25 


PLANNING  for  the  Long  Term  Care  Program  to  be  held  under  the  auspices  of  the 
PMS  Council  on  Education  and  Science  Oct.  24  and  25  at  the  Host  Inn,  Harrisburg, 
are  (left  to  right):  Herman  W.  Gruber,  staff  secretary  of  the  AM  A  Council  on  Aging; 
Nathan  Sussman,  M.D.,  Harrisburg,  member  of  the  PMS  Council  on  Education  and 
Science;  and  Maurice  E.  Linden,  M.D.,  Philadelphia  geriatric  psychiatrist,  who  is 
consultant  to  the  AM  A  Council  on  Mental  Health. 


A  new  approach  to  scientific 
sessions  for  health  professionals 
is  being  taken  in  the  form  of  a 
series  of  continuing  education 
programs  to  be  held  October  23- 
25  at  the  Host  Inn,  Harrisburg, 
under  the  sponsorship  of  the 
Pennsylvania  Medical  Society. 

Programs  will  be  presented  by 
Hahnemann  Medical  College, 
the  Pennsylvania  Orthopaedic 
Society,  the  American  Associa¬ 
tion  of  Medical  Assistants,  the 
Pennsylvania  Academy  of  Physi¬ 
cal  Medicine  and  Rehabilitation, 
the  Pennsylvania  Psychiatric  So¬ 
ciety,  the  Robert  H.  Ivy  Society, 
the  Pennsylvania  Chapter  of  the 
American  College  of  Surgeons, 
and  the  Council  on  Education 
and  Science  of  the  Pennsylvania 
Medical  Society. 

For  a  listing  of  programs 
available,  together  with  fees  and 
a  preregistration  form,  refer  to 
page  34  of  this  issue  of  PENN¬ 
SYLVANIA  MEDICINE. 

MCP  offers  retraining 

The  Medical  College  of  Penn¬ 
sylvania  will  conduct  its  next  re¬ 
training  program  for  physicians 
who  have  been  inactive  but  wish 
to  re-enter  the  field  of  clinical 
medicine  this  fall,  Nina  B.  Wood- 
side,  M.D.,  M.P.H.,  program 

director,  has  announced. 

The  program  has  been  con¬ 
ducted  since  1968  and  was  first 
intended  to  assist  women  physi¬ 
cians,  but  both  men  and  women 
physicians  have  participated  in 
the  six-week  programs.  Over 
sixty  have  completed  the  re¬ 
training  to  date,  and  almost  all 
have  returned  to  active  medicine 
either  as  residents  or  practi¬ 
tioners,  Dr.  Woodside  said. 

Further  information  is  avail¬ 
able  from  Dr.  Woodside  at  the 
college,  3300  Henry  Ave.,  Phila¬ 
delphia  19129. 


Physicians  responsible 
for  nursing  home  care 

The  responsibility  for  quality 
of  care  in  nursing  homes  rests 
with  the  physician,  according  to 
a  report  by  Maurice  E.  Linden, 
M.D.  to  the  AMA  Council  on 
Mental  Health  and  the  Com¬ 
mittee  on  Aging.  Dr.  Linden  is 
chief  of  geriatric  psychiatric 
services  at  Jefferson  Medical 
College  of  Thomas  Jefferson  Uni¬ 
versity,  Philadelphia. 

He  blamed  the  nursing  home 
crisis  on  physician  noninvolve¬ 
ment  caused  by  a  preoccupa¬ 
tion  with  physical  diagnosis  and 
a  lack  of  interest  in  the  emo¬ 
tional  troubles  of  geriatric  pa¬ 
tients. 

While  recognizing  that  unre¬ 
alistic  federal  reimbursement 
guidelines  deter  physician  inter¬ 
est,  he  named  three  definite 
areas  in  which  improvement 
could  result:  (1)  medical  school 
curricula,  (2)  continuing  medical 
education,  and  (3)  physician  in¬ 
volvement  in  new  legislation.  He 
concluded  that  increased  physi¬ 
cian  awareness  of  the  possibili¬ 


ties  of  raising  the  quality  of  care 
through  recognition  of  medical, 
emotional,  and  social  needs 
would  contribute  to  dissipation 
of  the  sense  of  desertion,  unwor¬ 
thiness,  and  fear  of  death  so 
prevalent  in  these  geriatric  pa¬ 
tients. 

Allergists  elect 

Newly  elected  officers  of  the 
Pennsylvania  Allergy  Association 
for  1974-75  are:  Harold  Kreithen, 
M.D.,  Allentown,  president;  Philip 
Fireman,  M.D.,  Pittsburgh,  presi¬ 
dent  elect;  D.  Lee  Miller,  M.D., 
Pittsburgh,  secretary;  and 
Charles  W.  Woodcock,  M.D.,  Har¬ 
risburg,  treasurer. 


The  1974-75  Pennsylvania  Medical 
Society  Roster,  containing  compo¬ 
nent  county  society  officers,  compo¬ 
nent  county  society  members  with 
addresses  and  specialty  codes,  and 
an  alphabetical  roster  of  PMS 
members  showing  county  affiliation, 
is  now  available.  A  complimentary 
copy  may  be  requested  by  PMS 
members.  Additional  copies  are  $15 
each. 
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Commonwealth  has  new  Medical  Practice  Act 

ROBERT  L.  LAMB 
Director  of  Communications 


A  journey  which  began  in  the  summer  of  1971 
was  successfully  concluded  on  July  22  when  Gov¬ 
ernor  Milton  J.  Shapp  signed  House  Bills  759  and 
760  into  Acts  189  and  190  providing  physicians  in 
the  Commonwealth  with  a  new  Medical  Practice 
Act. 

Under  the  new  act,  physician  membership  on 
the  State  Board  of  Medical  Education  and  Licen¬ 
sure  remains  the  same.  The  five  physicians  cur¬ 
rently  serving  on  the  board  are:  John  W. 
Robertson,  Jr.,  M.D.,  chairman  (surgeon  from 
Philadelphia);  William  J.  Kelly,  M.D.,  vice 
chairman  (internist  from  Pittsburgh);  Richard  C. 
Lyons,  M.D.  (surgeon  from  Erie);  Raymond  C. 
Grandon,  M.D.  (internist  from  Harrisburg);  and 
Philip  E.  Ingaglio,  M.D.  (general  practitioner  from 
Philadelphia).  Two  members  of  the  state  board 
also  sit  on  the  PMS  Board  of  Trustees:  Raymond 
C.  Grandon,  M.D.,  (Fifth  District),  and  William  J. 
Kelly,  M.D.,  (Tenth  District). 

Added  are  a  “public  representative”  (consumer) 
and  “a  person  who  is  knowledgeable  in  the  field  of 
allied  health  sciences.” 

The  ex  officio  members  remain  the  same:  the 
secretary  of  health  and  the  commissioner  of  pro¬ 
fessional  and  occupational  affairs.  This  brings  the 
total  voting  membership  of  the  board  to  nine. 

The  new  law  calls  on  the  State  Society  to  submit 
a  list  of  qualified  candidates  to  the  governor  for 
appointment  to  the  board  but  permits  him  to  go 
outside  the  list  to  fill  vacancies.  Terms  run  four 
years  from  the  date  of  appointment. 


Secretary  of  the  board  is  Mrs.  Alva  Cockley,  a 
state  career  employee  with  twenty-two  years  of 
service.  Her  status  remains  unchanged  under  the 
new  law. 

Despite  sentiment  in  the  House  to  move  the 
health  profession  licensing  boards  to  the  Depart¬ 
ment  of  Health,  the  final  Senate  version  keeps 
them  in  the  Bureau  of  Professional  and  Occupa¬ 
tional  Affairs  under  the  Department  of  State. 

One  troublesome  issue  was  whether  to  require  a 
medical  school  dean  on  the  State  Board  of  Medi¬ 
cal  Education  and  Licensure.  The  1968  House  of 
Delegates  said  yes.  But  testimony  at  the  1973  An¬ 
nual  Session  ran  against  the  proposal,  and  the 
policy  was  changed.  The  new  law  requires  only 
that  the  five  physicians  be  licensed  and  registered 
in  Pennsylvania. 

Abortion  Penalties  Raised 

Defining  an  abortion  as  “the  practice  of  sur¬ 
gery,”  the  act  adds  new  penalties  for  unlicensed 
persons  convicted  of  performing  abortions.  “The 
person  convicted  thereof  shall  be  guilty  of  a  mis¬ 
demeanor  and  shall  be  subject  to  a  fine  of  not  less 
than  ten  thousand  dollars  ($10,000)  or  imprison¬ 
ment  for  five  years,  or  both.” 

Control  of  Physicians’  Assistants  Deleted 

Section  4,  giving  the  state  board  authority  to 
regulate  physicians’  assistants  ran  into  trouble  in 
the  Senate.  Concurrence  came  when  both  houses 


AT  THE  Delaware  County  Medical 
Society's  recent  awards  dinner  held 
at  the  Holiday  Inn  in  Tinicum,  Edward 
G.  Torrance,  M.D.,  (right)  of  Mercy 
Catholic  Medical  Center,  Philadel¬ 
phia,  receives  a  fifty-year  PMS  award 
from  Leroy  A.  Gehris,  M.D.,  Second 
District  trustee  and  councilor. 


WHEN  Sami  Michael,  M.D.,  secretary  of  the  Carbon  County  Medical  Society, 
visited  State  Society  headquarters  for  orientation,  LeRoy  C.  Erickson,  right, 
director  of  educational  activities,  briefed  him  on  the  Society’s  educational 
requirement  for  continued  membership  and  activities  of  the  Council  on  Education 
and  Science.  Dr.  Michael  spent  a  day  with  members  of  the  staff  at  Society 
Headquarters  to  learn  more  about  the  Society’s  functions. 
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agreed  to  legislate  physicians’  assistants  separa¬ 
tely. 

Physician-Nurse  Rules  Authorized 

To  accommodate  the  changing  role  of  nurses, 
the  medical  board  and  the  State  Board  of  Nurse 
Examiners  may  jointly  issue  regulations.  A  new 
Professional  Nursing  Act  also  was  signed  in 
August. 

Licensing 

The  Board  will  issue  four  broad  types  of 
licenses: 

(1)  Unlimited  license  to  practice  medicine  and 
surgery. 

(2)  Temporary  license  valid  for  twelve  consecu¬ 
tive  months  to  participate  in  approved  graduate 
medical  training  in  an  assigned  hospital. 

(3)  Limited  license  which  can  be  granted  to 
foreign  medical  graduates  who  have  attained 
“true  status  of  teacher 

(4)  Midwifery,  physical  therapy,  and  drugless 
therapy. 

Board  Final  Arbiter  of  Medical  Education 

Although  rarely  forced  to  use  them,  the  state 
board  has  far-reaching  powers  over  medical  edu¬ 
cation  in  Pennsylvania.  Not  only  may  it  set  stand¬ 
ards  for  acceptance  to  medical  school,  but  it  has 
authority  over  school  curricula  and  training.  The 
board  also  has  power  over  hospital  intern  and 
residency  programs  and  can,  if  the  programs  fail 
to  meet  board  standards,  refuse  to  license  their 
graduates  or  permit  students  to  enroll  in  their  pro¬ 
grams. 

Foreign  Medical  Graduate  Certificate  Required 

Foreign  medical  school  graduates,  except  those 
from  Canadian  medical  colleges,  must  complete 
the  standard  educational  requirements  and  be 
certified  by  the  Educational  Council  for  Foreign 
Medical  Graduates. 

Board  Required  to  Examine 

While  requiring  the  medical  board  to  hold  two 
examinations  per  year,  the  law  closely  regulates 
retakes.  An  applicant  who  fails  has  two  years  in 
which  to  take  the  examination  a  second  time.  Two- 
time  losers  must  take  a  year  of  graduate  study 
approved  by  the  board  before  trying  again. 

The  new  act  permits  the  medical  board  to  ac¬ 
cept  in  place  of  its  own  examination  proof  of 
having  passed  other  exams  such  as  the  National 
Boards  or  the  FLEX  exam.  FLEX  stands  for  “Fed¬ 
eration  Licensure  Examination,”  an  exam  spon¬ 


sored  by  the  Federation  of  State  Licensing 
Boards.  FLEX  questions  come  from  the  pool  of  the 
National  Board  of  Medical  Examiners.  Last 
December,  Pennsylvania  became  the  forty-sixth  'j 
state  to  join  the  FLEX  system. 

Choice  of  Reciprocity  or  Endorsement 

The  board  may  establish  either  reciprocity 
agreements  with  other  states  or  transfer  by  en¬ 
dorsement.  Most  states  have  reciprocity  agree-  A 
ments,  which  means  that  the  state  to  which  a 
doctor  is  moving  will  accept  and  grant  him  a 
license  if  it  holds  a  reciprocity  agreement  with  his 
home  state. 

Pennsylvania  presently  does  not  have  reciproci-  I 
ty  agreements  with  any  state.  Doctors  coming  to  \ 
Pennsylvania  from  other  states  must  apply  for  a 
license.  Doctors  from  Pennsylvania  moving  to 
other  states  must  apply  for  licensure  in  their  new 
state  and  have  that  application  returned  to  the  \ 
Pennsylvania  State  Board  of  Medical  Education 
and  Licensure  for  endorsement. 

National  Health  Service  Corps  Physicians  Exempt 

Exempt  from  the  licensing  requirement  of  the 
new  act  are  federally  employed  physicians.  The 
list  includes:  military  physicians,  U.S.  Public  j 
Health  Service  physicians,  VA  doctors,  and 
“physicians  employed  with  federal  services,  while 
in  discharge  of  their  official  duties.”.  It  also 
permits  out-of-state  doctors  to  be  called  in  for 
consultation.  Physicians  who  live  across  the  state 
line  and  work  in  Pennsylvania  can  file  a  copy  of 
their  home  state  license  with  the  state  board 
provided  their  state  affords  similar  courtesy  to  . 
Pennsylvanians. 

Graduate  Certificates  Maintained 

Residents  licensed  in  other  states  who  apply  for  - 
training  programs  in  Commonwealth  hospitals  still 
will  receive  a  “graduate  certificate”  for  training  in 
that  institution,  but  the  hospital  is  prohibited  from 
substituting  staff  service  for  training. 

Biennial  Registration  Retained 

The  biennial  registration  with  its  fee  and  certifi¬ 
cate  of  registration  is  retained.  The  two-part  card  v 
sent  out  upon  payment  of  the  fee  includes  a  por¬ 
tion  designed  as  a  wallet  card.  At  the  time  of  the 
gas  strike  these  cards  were  used  as  identification 
to  entitle  physicians  to  emergency  gas  supplies. 

Treasury  Gets  Money 

With  underfinancing  of  the  board  a  perennial 
problem,  early  drafts  called  for  the  board  to  retain 
its  revenue.  Unable  to  give  special  treatment  to 
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one  of  the  boards,  legislators  insisted  that  license 
income  revert  to  the  state  treasury.  This  places  the 
board  back  squarely  in  the  middle  of  the  annual 
battle  of  the  budget. 

Disciplinary  Powers  Strengthened 

There  are  more  details  on  conditions  in  which 
the  board  may  “refuse,  revoke  or  suspend”  a 
license. 

1.  Failing  to  meet  the  licensing  standards  or 
violation  of  board  rules. 

2.  “Making  misleading,  deceptive,  untrue  or 
fraudulent  representations  in  the  practice  of  medi¬ 
cine;  practicing  fraud  or  deceit  in  obtaining  a 
license  to  practice  medicine  and  surgery;  or 
making  a  false  or  deceptive  biennial  registration 
with  the  Board.” 

3.  “Being  convicted  of  a  felony  in  the  courts  of 
this  Commonwealth  or  any  other  state,  territory  or 
country.  Conviction  as  used  in  this  paragraph  shall 
include  a  finding  or  verdict  of  guilt,  an  admission 
of  guilt,  or  a  plea  of  nolo  contendere.” 

This  language  answers  the  question  whether  the 
state  board  can  suspend  or  revoke  licenses  for 
conviction  of  income  tax  evasion  or  medicare 
fraud.  Clearly  the  board  can  do  so. 

Disabled  Physician  Controlled 

The  new  law  defines  the  disabled  physician  as: 
“Being  unable  to  practice  medicine  with  rea¬ 
sonable  skill  and  safety  to  patients  by  reason 
of  illness,  drunkenness,  excessive  use  of 
drugs,  narcotics,  chemicals  or  any  other  type 
of  materials,  or  as  a  result  of  any  mental  or 
physical  condition.” 

Under  this  clause  the  board  may  compel  a 
physician  to  submit  to  a  mental  or  physical  exami¬ 
nation  by  board  designated  doctors.  Failure  to  do 
so  can  be  considered  admission  to  the  allegations. 
In  refusing  to  take  the  required  exams,  a  doctor 
waives  his  rights,  opening  the  way  for  the  board  to 
take  final  action  against  him.  Options  include  the 
power  to  refuse,  revoke  or  suspend  a  license. 

The  underlying  goal  of  the  disabled  physician 
clause  is  treatment  and  rehabilitation.  This  is  en¬ 
couraged  by  language  which  permits  the  treated 
doctor  to  demonstrate  his  improved  condition  and 
capacity  to  resume  practice. 

Extends  to  Immoral,  Unprofessional  Conduct 

Sleeper  of  the  new  Medical  Practice  Act  is  sec¬ 
tion  15,  subsection  8,  dealing  with  immoral  and 
unprofessional  conduct.  The  language  is  broad: 
“Unprofessional  conduct  shall  include  any 
departure  from,  or  the  failure  to  conform  to 


the  standards  of  acceptable  and  prevailing 
medical  practice,  in  which  proceeding  actual 
injury  to  a  patient  need  not  be  established.” 

Probation  Power  Added 

Here  are  the  disciplinary  options  open  to  the 
medical  board  under  Act  190: 

1.  Deny  the  application  for  a  license. 

2.  Administer  a  public  or  private  reprimand. 

3.  Revoke,  suspend,  limit,  or  otherwise  restrict  a 
license. 

4.  Require  licensee  to  submit  to  care,  coun¬ 
seling,  or  treatment  by  a  physician  or  physicians 
designated  by  the  board. 

•5.  Place  a  licensee  on  probation  with  the  right 
to  remove  probation. 

Due  Process  Guaranteed 

While  disciplinary  powers  are  broad,  all  are 
subject  to  due  process  safeguards  of  the  1945 
“Administrative  Agency  Law.”  They  include  the 
right  of  notice,  hearing,  and  adjudication  at  which 
the  accused  has  the  right  to  counsel  and  cross  ex¬ 
amination.  Finally  there  is  the  right  of  appeal. 

Rule  Making  Authorized 

Rules  and  regulations  are  the  hidden  part  of  the 
legislative  iceburg.  The  Society  will  analyze  the 
rules  which  the  medical  board  promulgates  under 
the  new  act,  and  reports  will  follow. 

Hypnotism  Excluded 

At  the  last  minute,  control  of  hypnosis  was 
excluded,  a  concession  to  organized  labor  to  pro¬ 
tect  entertainer  hypnotists  who  are  members  of 
the  theatrical  unions.  r 


ttow  available 

A  handbook  designed  to  aid  physicians  in  iden¬ 
tifying  their  own  individual  needs  and  interests  in 
the  area  of  continuing  medical  education  is  avail¬ 
able  from  the  Illinois  Council  on  Continuing  Medi¬ 
cal  Education. 

Worksheets  are  provided  enabling  the  physician 
to  select  learning  objectives  and  integrate  his  edu¬ 
cation  into  a  cohesive  plan  directed  toward  the 
needs  of  his  own  patients,  replacing  a  continuum 
of  isolated  learning  experiences  that  may  satisfy 
the  educational  requirements  of  organizations  but 
may  not  yield  the  highest  return  in  time  invested. 

For  a  copy,  write  the  Illinois  Council  on  Con¬ 
tinuing  Medical  Education,  360  N.  Michigan  Ave.. 
Chicago,  III.  60601 .  The  cost  is  $1 .00. 
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Health  department  publishes 
drug  law  rules,  regulations 

Two  requirements  particularly  objectionable  to 
physicians  were  deleted  from  the  final  regulations 
of  Act  64  of  1972,  “The  Controlled  Substance 
Drug,  Device  and  Cosmetic  Act.”  The  regulations 
were  published  in  the  July  6,  1974  edition  of  The 
Pennsylvania  Bulletin. 

The  first  deletion  was  the  requirement  that 
every  dispensing  practitioner  report  monthly  on 
forms  provided  by  the  Department  of  Health  the 
name  of  each  person  to  whom  a  Schedule  II  sub¬ 
stance  is  sold,  dispensed,  distributed  or  given 
away. 

The  other  required  every  duly  licensed  practi¬ 
tioner  in  possession  of  a  current  Drug  Enforce¬ 
ment  Administration  registration  to  report  to  the 
Department  of  Health  on  his  stationery  or  on 
department  forms  those  patients  whose  diagnosis 
indicates  diseases  or  a  pathology  which  may 
require  the  prescribing  of  controlled  substances  in 
Schedule  II  over  an  extended  period  or  in  increas¬ 
ingly  large  doses. 

Both  these  requirements  have  been  dropped 
from  the  final  regulations. 

Telephone  authorization  of  Schedule  II  sub¬ 
stances  is  still  permitted  but  only  under  the  follow¬ 
ing  emergency  conditions: 

“(a)  That  immediate  administration  of  the 
controlled  substance  is  necessary  for  proper 
treatment  of  the  intended  ultimate  user;  and 

(b)  That  no  appropriate  alternative  treatment 
is  available  including  administration  of  a  drug 
that  is  not  a  controlled  substance  under 
Schedule  II  of  the  Act.” 

The  quantity  of  a  drug  dispensed  under  emer¬ 
gency  conditions  is  limited  to  the  amount  ade¬ 
quate  for  the  emergency. 

If  the  pharmacist  does  not  recognize  the  voice 
of  the  physician  he  must  make  a  reasonable  effort 
to  verify  it.  This  may  include  a  call  back. 

Here  is  the  follow-up  required  after  phoning  in  a 
prescription: 

“Within  seventy-two  hours  after  authorizing 
an  emergency  oral  prescription,  the  pre¬ 
scribing  practitioner  shall  have  a  written 
prescription  for  the  emergency  quantity 
prescribed  delivered  to  the  dispensing  phar¬ 
macist.  In  addition  to  conforming  to  the 
requirements  of  these  regulations  and  Act  64 
the  prescription  shall  have  written  on  its  face 
‘authorization  for  emergency  dispensing’  and 
the  date  of  the  oral  order 

Failure  to  follow  up  in  writing  on  an  oral 


prescription  within  72  hours  can  cause  problems 
for  both  the  physician  and  the  pharmacist. 

“The  pharmacist  shall  notify  the  nearest  of¬ 
fice  of  the  Federal  Drug  Enforcement  Ad-  \ 
ministration  if  the  prescribing  individual  prac¬ 
titioner  fails  to  deliver  a  written  prescription 
to  him;  failure  of  the  pharmacist  to  do  so  shall 
void  the  authority  conferred  by  this  Section  to 
dispense  a  controlled  substance  without  a 
written  prescription  of  a  prescribing  individu¬ 
al  practitioner.” 

The  label  on  a  dispensed  drug  container  shall 
include: 

>  i 

•  Name  of  the  drug 

•  Quantity  and  the  manufacturer’s  name  if  the 
drug  is  a  “generic.” 

•When  the  physician  indicates  that  the  name  of 
the  drug  should  not  appear  on  the  label,  the 
recognized  national  drug  code  number  shall  be  j 
placed  on  the  label  if  such  a  number  is  avail-  l 
able. 

•  Drugs  which  have  full  potency  for  less  than  one  ' 
year  must  include  the  statement  “Do  Not  Use 
After  (manufacturer’s  expiration  date)  or  similar 
wording.” 

The  regulations  specifically  state  that  both 
pharmacist  and  physician  must  abide  by  these 
labeling  requirements. 

Paregoric  is  included  under  Schedule  III  of  the 
Act  and  may  not  be  sold,  dispensed  or  given  away 
except  pursuant  to  an  oral  or  written  prescription. 

Under  the  final  regulations,  “all  prescriptions 
for  controlled  substances  shall  be  written  in  indel¬ 
ible  ink,  indelible  pencil  or  typewriter  and  include: 

(a)  the  date  of  issue 

(b)  the  name  and  address  of  the  patient 

(c)  directions  for  administration 

(d)  the  name,  address,  and  Federal  Drug  En¬ 
forcement  Administration  Registration 
number  of  the  prescribing  practitioner 

(e)  the  signature  of  the  prescribing  practi-  1 
tioner 

(f)  the  Federal  Drug  Enforcement  Administra¬ 
tion  registration  number  cannot  be  pre¬ 
printed  on  the  prescription  form.” 

A  prescription  may  not  be  used  by  a  physician 
to  obtain  controlled  substances  for  use  in  his  rou-  ^ 
tine  office  practice  nor  for  general  dispensing  to 
patients. 

“A  prescription  may  not  be  issued  for  the 
dispensing  of  controlled  substances  listed  in  any  > 
schedule  to  a  drug  dependent  person  for  the  pur¬ 
pose  of  continuing  his  dependence  on  such  drugs,  j  i 
nor  in  the  course  of  conducting  an  authorized 
clinical  investigation  in  a  narcotic  dependency  re¬ 
habilitation  program.” 
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editorials 


Pharmaceutical  advertising— change  needed 


Although  the  practice  of  sending  unsolicited 
drug  samples  through  the  mail  has  not  been  as 
prevalent  in  recent  years  as  it  once  was,  the 
physician  still  receives  a  certain  amount  of  this 
material.  Not  only  are  drug  samples  sent,  but  an 
increasing  number  of  eye-catching  pharmaceu¬ 
tical  advertisements  flood  the  individual  doctor’s 
office.  Free  trade  journals,  better  known  to  medi¬ 
cal  personnel  as  “throw-aways,”  are  also  abun¬ 
dant  and  are  largely  supported  by  drug  advertise¬ 
ments  which  appear  in  them.  Free  journals  would, 
in  all  likelihood,  die  a  very  quick  death  were  the 
pharmaceutical  industry’s  financial  assistance 
withdrawn. 

The  long-continued  habit  of  sending  unsolicited 
drugs  through  the  mail  should  be  curtailed.  Drug 
samples  ought  not  to  be  used  as  promotional  ma¬ 
terial  for  advertising  campaigns.  Some  physicians 
feel  that  this  type  of  publicity  leads  to  over¬ 
prescribing  and  lends  itself  to  abuse.  Drug 
samples  are  useful  in  that  they  may  be  used  to  ini¬ 
tiate  a  therapeutic  regimen  or  to  determine  an  in¬ 
dividual  patient’s  response  to  therapy.  In  cases 
like  these,  samples  should  be  sent  only  upon  the 
written  request  of  the  physician. 

Another  practice  of  pharmaceutical  firms  is  to 
give  “gifts”  in  return  for  stocking  their  particular 
product.  The  acceptance  by  doctors  of  valuable 
nonmedical  gifts  in  return  for  product  usage  is 
unethical.  Several  examples  come  to  mind.  One 
such  example  is  a  company  that  gives  expensive 
pens  to  physicians.  Calendars,  note  pads,  desk 
blotters,  pens,  pencils,  and  appointment  books  are 
daily  reminders  of  the  pharmaceutical  industry. 
This  may  be  one  of  the  reasons  Congress  is  con¬ 
sidering  legislation  change  to  govern  prescription 
writing. 


Bulk  rate  mailing  of  drug  advertisements 
borders  on  the  deplorable.  Sometimes  two  or 
three  of  the  same  advertisement  finds  its  way  to 
the  physician’s  desk  during  a  given  month.  Mailing 
costs  are  by  no  means  cheap,  and  many  of  these 
colorful  and  imaginative  efforts  simply  clutter  up 
the  wastebasket  because,  although  they  are  factu¬ 
al,  they  are  not  very  educational.  Throw-away 
journals  are  appropriately  named  because  they, 
too,  clutter  the  wastebasket.  A  busy  physician 
barely  has  time  to  read  the  journals  to  which  he 
subscribes  so  that  the  “free”  journal  receives  little 
more  than  a  passing  notice  of  the  cover. 

There  are  a  number  of  solutions  to  these 
problems  which  might  lower  the  escalating  cost  of 
drugs.  Refuse  to  accept  “gifts”  and  unsolicited 
drug  samples  and  return  all  items  of  this  sort.  If, 
by  law,  all  drug  advertisements  and  samples  had 
to  be  sent  by  first  class  mail  (and  then  only  upon 
request),  drug  prices  would  almost  certainly 
decline.  If  free  journals  were  sent  only  to  those 
physicians  who  request  them,  circulation  would 
decline,  but  the  assurance  that  they  were  read 
would  increase. 

Funds  might  be  rechanneled  into  more 
beneficial  uses.  Money  now  spent  on  gimmicks 
and  gadgets  could  be  used  to  subsidize  good  edu¬ 
cational  programs  for  physicians.  Pharmaceutical 
houses  might  sponsor  speakers  and  produce  more 
worthwhile,  up-to-date  films  and  other  learning 
systems.  A  good,  knowledgeable  speaker  is  worth 
more  educationally  to  a  physician  than  a  year’s 
supply  of  free  journals  and  repetitious  ads. 

David  A.  Smith,  M.D. 

Medical  Editor 


Who  should  do  gastrointestinal  endoscopy? 


The  advent  of  modern  endoscopy,  especially 
using  fiberoptic  instruments,  has  truly  revolu¬ 
tionized  the  practice  of  gastroenterology.  Among 
the  accomplishments  of  upper  gastrointestinal  en¬ 
doscopy  has  been  the  discovery  of  peptic  ulcers  in 
25  percent  more  persons  than  previously 
disclosed  by  x-ray,  the  uncovering  of  hiatus  hernia 
in  over  50  percent  more  cases,  the  establishment 
of  erosive  gastritis  and/or  aspirin  ingestion  as  the 
number  one  cause  of  upper  G-l  bleeding,  and  the 


clarification  of  duodenitis  as  a  clinical  entity.  It 
has  also  made  possible  cannulation  of  the  papilla 
of  vater,  aiding  in  the  diagnosis  of  biliary  and 
pancreatic  diseases.  In  addition,  gastric  polypec¬ 
tomies  are  being  done,  often  as  outpatient 
procedures,  saving  patients  from  abdominal  sur¬ 
gery,  hospital  bills,  and  prolonged  loss  of  work. 
Similar  accomplishments  are  being  performed  by 
fiberoptic  colonoscopy  and  peritoneoscopy. 

Therefore,  there  is  a  growing  need  for  hospitals 
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to  have  guidelines  when  granting  endoscopy  privi¬ 
leges  to  staff  appointees.  The  following  criteria  for 
performing  endoscopy  has  been  approved  by  the 
American  Society  of  Gastrointestinal  Endoscopy: 

A.  The  gastrointestinal  endoscopist  shall  either 
(1)  be  a  member  of  the  American  Society  for  Gas¬ 
trointestinal  Endoscopy  (ASGE)  or  (2)  be  recom¬ 
mended  by  two  ASGE  active  members  or  (3)  be  el¬ 
igible  for  admission. 

B.  The  gastrointestinal  endoscopist  shall  have 

documented  training  under  a  recognized  program 
with  demonstration  of  proficiency  in  each  of  the 
following  procedures  he  or  she  desires  to 
perform — esophagogastroscopy,  gastroscopy, 

gastroduodenoscopy,  duodenoscopy  with  endos¬ 
copic  retrograde  cholangiopancreatography,  co¬ 
lonoscopy,  and  laparoscopy. 

C.  Polypectomy,  either  in  the  upper  intestinal  or 
lower  intestinal  tract  through  fiberoptic  in¬ 
struments,  is  considered  a  separate  procedure 
requiring  additional  training.  The  endoscopist 
seeking  privileges  will  have  at  least  five  cases  ob¬ 
served  for  each  of  the  above  listed  procedures  by 
an  active  member  of  the  ASGE  (qualified  or  recog¬ 
nized  in  that  field)  and  that  member  will  then  rec¬ 
ommend  action  to  be  taken  on  the  endoscopist’s 
application  for  privileges. 

D.  Each  of  the  above  procedures  will  be  consid¬ 
ered  separately.  In  selected  situations,  such  as  in 
documented  extensive  past  experience,  the  obser¬ 
vation  of  the  endoscopist’s  procedures  may  be 
waived  at  the  discretion  of  the  ASGE  member. 

Regis  A.  Wolff,  M.D. 

Allegheny  General  Hospital 

Pittsburgh 


Trauma  society  growing 

In  August  1973,  PENNSYLVANIA  MEDICINE 
carried  a  report  concerning  the  emerging  Pennsyl¬ 
vania  Division  of  the  American  Trauma  Society.  At 
that  time  the  Pennsylvania  Division  had  just  been 
incorporated,  the  first  to  be  organized  in  the  United 
States. 

Presently  twenty  more  state  divisions  are  incor¬ 
porated,  and  it  is  anticipated  that  by  January  1975, 
at  least  ten  more  will  be  active.  It  should  be  but  a 
short  time  until  all  states  have  active  divisions. 

There  are  more  than  2,000  founder  members  in 
the  United  States,  and  the  Pennsylvania  Division  is 
proud  of  the  fact  that  more  than  ten  percent  reside 
in  the  Commonwealth.  As  expected,  the  early 
founder  group  was  comprised  mostly  of  physicians. 
Now  nonphysicians  are  joining  in  increasing 


numbers.  From  the  beginning,  participation  by 
nonphysicians  was  believed  to  be  the  promise  of 
success  for  this  fledgling  organization,  and  the 
heartening  response  by  lay  people  augurs  well  for 
growing  public  support  for  prevention  of  accidental 
death  and  disability. 

Units  are  being  organized  throughout  the  state, 
and  shortly  all  >  interested  agencies  such  as 
ambulance  companies,  safety  engineers,  educa¬ 
tional  institutions,  professional  organizations,  and  < 
all  sectors  of  public  and  private  life  will  have  an  op¬ 
portunity  to  join  in  implementing  meaningful  pro¬ 
grams  geared  to  solve  community  problems  related 
to  traumatic  injury. 

If  the  members  of  the  Pennsylvania  Medical  Soci¬ 
ety  continue  to  support  the  American  Trauma  Soci-  t 
ety  as  they  have  so  far,  the  citizens  will  rapidly 
become  more  aware  of  means  of  improving  all 
emergency  medical  services.  A  growing  number  of 
physicians  are  becoming  involved  in  this  vital  ^ 
aspect  of  primary  care  and  many  of  these  have 
joined  the  society.  kj 

Those  desiring  to  participate  are  urged  to  con¬ 
tact  any  of  the  following  unit  officers: 

Samuel  P.  Harbison,  M.D. 

Department  of  Surgery 
School  of  Medicine 
University  of  Pittsburgh 
Pittsburgh,  Pennsylvania  15261 

Lewis  T.  Patterson,  M.D. 

Harrisburg  Polyclinic  Hospital 
Third  and  Radnor  Streets 
Harrisburg,  Pennsylvania  17105 

Carl  W.  Konvolinka,  M.D. 

Department  of  Surgery 
Geisinger  Medical  Center 
Danville,  Pennsylvania  17821 
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M.D.s  in  the  news 


Henry  Hood,  M.D.,  Danville,  has 
become  executive  director  of  the 
Geisinger  Medical  Center,  suc¬ 
ceeding  Leonard  F.  Bush,  M.D.,  who 
will  continue  to  serve  as  a  consult¬ 
ant  in  the  department  of  orthoped¬ 
ics  and  in  the  development  office. 
Dr.  Hood  has  been  associate  execu¬ 
tive  director  for  the  past  four  years. 
He  is  a  member  of  the  American  As¬ 
sociation  of  Neurological  Surgeons, 
the  Congress  of  Neurological  Sur¬ 
geons,  the  American  Trauma  Soci¬ 
ety,  and  the  American  Association  of 
Medical  Clinics.  He  is  certified  by 
the  American  Board  of  Neurological 
Surgery. 

Three  grants  totalling  over  half  a 
million  dollars  have  been  awarded 
to  two  professors  at  the  University 
of  Pittsburgh  School  of  Medicine. 
Bernard  Fisher,  M.D.,  professor  of 
surgery,  has  received  a  grant  for 
continuing  research  study  in  pri¬ 
mary  breast  cancer  therapy  and  one 
for  the  study  of  the  surgical  man¬ 
agement  of  the  regional  lymph  node 
in  cancer.  Paul  A.  Chervenick,  M.D., 
professor  of  medicine,  has  received 
a  five-year  grant  for  the  study  of 
hemotopoietic  stem  cells  with  em¬ 
phasis  on  the  study  of  leukemia  and 
other  malignancies. 

Jack  D.  Myers,  M.D.,  professor  of 
medicine  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine,  has  been 
named  recipient  of  the  Robert  A. 
Williams  Award  for  outstanding 
contributions  to  medical  education, 
presented  by  the  American  Associa¬ 
tion  of  Professors  of  Medicine. 

A  number  of  academic  promo¬ 
tions  have  been  announced  by  the 
Pennsylvania  State  Medical  Col¬ 
lege,  Hershey.  William  P.  Graham 
III,  M.D.,  has  been  named  chief  of 
plastic  and  reconstructive  surgery 
and  Robert  B.  Greer  III,  M.D.,  chief  of 
orthopedic  surgery.  They  have  both 
received  professorships.  Named  as¬ 
sociate  professors  are  John  W. 
Burnside,  M.D.,  chief  of  internal 
medicine;  Allan  Lipton,  M.D.,  chief 
of  oncology,  medicine,  and  micro¬ 
biology;  Rodrigue  Mortel,  M.D.,  ob¬ 
stetrics  and  gynecology;  and  G. 
Frank  O.  Tyers,  M.D.,  surgery. 


Paul  A.  Branca,  M.D.,  has  been 
appointed  director  of  nurseries  at 
Thomas  Jefferson  University  Hospi¬ 
tal.  He  will  direct  both  the  newborn 
nursery  and  the  intensive  care  nurs¬ 
ery.  He  succeeds  Mary  Louise 
Soentgen,  M.D.,  who  has  accepted 
an  appointment  at  Conemaugh 
Valley  Memorial  Hospital  in  Johns¬ 
town  to  establish  and  direct  a 
regional  intensive  care  nursery.  In 
connection  with  his  new  position, 
Dr.  Branca  has  been  appointed  as¬ 
sociate  professor  of  both  pediatrics 
and  obstetrics  and  gynecology  at 
Jefferson  Medical  College. 


DR.  BRANCA  DR.  ZECCARDI 

Joseph  A.  Zeccardi,  M.D.,  Society 
Hill,  has  been  named  director  of  the 
twenty-four-hour  emergency  care 
department  at  Thomas  Jefferson 
University  Hospital — the  first  pedia¬ 
trician  to  direct  the  department.  He 
is  clinical  assistant  professor  of  pe¬ 
diatrics  at  the  university’s  Jefferson 
Medical  College.  He  succeeds 
Joseph  Keiserman,  M.D.,  who  has 
retired. 

Luther  Brady,  M.D.,  professor  and 
chairman  of  the  board  of  radiation 
therapy  and  nuclear  medicine  at 
Hahnemann  Medical  College  and 
Hospital,  has  been  named  president 
of  the  Society  of  Chairmen  of  Aca¬ 
demic  Radiology  Departments.  He 
is  the  first  radiation  therapist  to 
hold  the  position. 

At  the  invitation  of  the  U.S. 
Department  of  State,  George  L. 
Jackson,  M.D.,  director  of  nuclear 
medicine,  Harrisburg  Hospital,  at¬ 
tended  the  International  Atomic 
Energy  Association  symposium  on 
dynamic  radioisotopes  in  clinical 
medicine  and  research  in  Knoxville, 
Tenn.,  recently.  Dr.  Jackson  is  one 
of  twelve  members  of  the  American 
College  of  Nuclear  Physicians’ 
Board  of  Regents. 


Medical  College  of  Pennsyl¬ 
vania’s  alumnae  association  has 
elected  new  officers.  They  are:  Vera 
Malisoff,  M.D.,  Merion,  president; 
Margaret  G.  Wood,  M.D.,  Over¬ 
brook,  president  elect;  Rita  E.  Scott, 
M.D.,  Jenkintown,  vice  president; 
Susan  D.  McLeer,  M.D.,  German¬ 
town,  secretary;  and  Gertrude 
Hight,  M.D.,  Germantown,  treasurer. 

Bernard  Sigel,  M.D.,  Philadelphia, 
has  been  named  dean  of  the 
Abraham  Lincoln  School  of  Medi¬ 
cine  at  the  University  of  Illinois.  He 
was  formerly  dean  of  the  Medical 
College  of  Pennsylvania. 

Philip  J.  Ferry,  M.D.,  Kingston, 
has  been  elected  president  of  the 
Pennsylvania  Society  of  Colon  and 
Rectal  Surgeons  for  1974-75.  He  is 
a  fellow  of  the  American  Society  of 
Colon  and  Rectal  Surgeons. 

Roger  L.  Ladda,  M.D.,  former 
research  and  clinical  fellow  in  the 
children’s  service  and  genetics  unit 
of  Massachusetts  General  Hospital 
and  Harvard  Medical  School,  has 
been  appointed  assistant  professor 
of  pediatrics  and  chief  of  the 
division  of  genetics  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl¬ 
vania  State  University. 

Two  Medical  College  of  Pennsyl¬ 
vania  physicians  have  been  named 
emeritus  professors  in  obstetrics 
and  gynecology.  Mary  DeWitt  Pettit, 
M.D.,  Bryn  Mawr,  was  formerly 
chairman  of  the  department  of  ob¬ 
stetrics  and  gynecology.  She  was  a 
former  member  of  the  board  of 
directors  of  the  Philadelphia  divi¬ 
sion  of  the  American  Cancer  Soci¬ 
ety  and  is  a  member  of  the  board  of 
directors  of  the  Wainwright  Tumor 
Clinic  Association  of  Pennsylvania. 
Elizabeth  Waugh,  M.D.,  Phil¬ 
adelphia,  has  retired  after  forty-two 
years  of  service  at  the  college 
where  she  was  most  recently 
director  of  obstetrics  and  gynecolo¬ 
gy  clinics.  She  is  the  1963  recipient 
of  the  Elizabeth  Blackwell  Annual 
Award  from  the  American  Medical 
Women’s  Association.  Both  physi¬ 
cians  are  diplomates  of  the  Ameri¬ 
can  Board  of  Obstetrics  and  Gyne¬ 
cology. 
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M.D.s  in  the  news 


News  from  Presbyterian-Univer- 
sity  of  Pennsylvania  Medical  Center, 
Philadelphia,  includes  the  an¬ 
nouncement  of  several  grants  to 
staff  physicians.  Zarko  M.  Vuci- 
cevic,  M.D.,  associate  in  the  depart¬ 
ment  of  ophthalomology,  has  re¬ 
ceived  a  grant  from  the  Pennsyl¬ 
vania  Lions  Sight  Conservation  and 
Eye  Research  Foundation  for  re¬ 
search  with  the  laser.  Frank  H. 
Gardner,  M.D.,  head  of  the  depart¬ 
ment  of  hematology,  has  received  a 
three-year  grant  from  the  National 
Cancer  Institute.  In  other  Presby- 
terian-University  news,  Lawrence  C. 
Parish,  M.D.,  associate  in  dermatol¬ 
ogy  at  the  center,  has  been  ap¬ 
pointed  as  the  only  American  to  the 
editorial  board  of  Chronica  Derma¬ 
tologies.  Harold  G.  Scheie,  M.D., 
director  of  the  Scheie  Eye  Institute 
and  chairman  of  the  department  of 
ophthalmology  at  the  University  of 
Pennsylvania  School  of  Medicine, 
has  received  the  Louis  Braille  Award 
from  the  Center  for  the  Blind  in 
Philadelphia.  Robert  J.  Wolfson, 
M.D.,  has  been  elected  to  the 
Barany  Society,  an  international  so¬ 
ciety  founded  in  Sweden  to  stimu¬ 
late  contact  among  professionals  in 
otolaryngology. 

Alma  Dea  Morani,  M.D.,  Phil¬ 
adelphia,  is  the  second  woman  sur¬ 
geon  to  be  elected  to  the 
Philadelphia  Academy  of  Surgery. 
She  is  president  of  Medical 
Women’s  International  Association. 
Recently  she  received  a  Doctor  of 
Human  Letters  honorary  degree 
from  the  Chestnut  Hill  College  of 
Philadelphia  in  recognition  of  her 
services  as  a  medical  leader, 
professor  of  surgery,  and  for  her  hu¬ 
manitarian  efforts. 

Selma  Kramer,  M.D.,  Phil¬ 
adelphia,  professor  of  child  psychia¬ 
try  and  head  of  the  section  on  child 
psychiatry  at  Medical  College  of 
Pennsylvania,  has  been  appointed 
chairman  of  the  Committee  on  Child 
Psychoanalysis  of  the  American  Psy¬ 
choanalytic  Association.  She  is  as¬ 
sistant  editor  of  the  Journal  of  the 
American  Psychoanalytic  Associa¬ 
tion. 


Henry  A.  Shenkin,  M.D., 

Philadelphia,  director  of  the  depart¬ 
ment  of  neurosurgery  and  head  of 
the  neurosurgery  residency  pro¬ 
gram  at  Episcopal  Hospital,  has 
been  appointed  head  of  the  section 
of  neurological  surgery  at  the  Medi¬ 
cal  College  of  Pennsylvania.  He  is  a 
past  president  of  the  Philadelphia 
Neurological  Society,  a  diplomate 
of  the  American  Board  of  Neurolo¬ 
gical  Surgery,  and  a  member  of  the 
American  College  of  Surgeons. 


G.  William  Atkinson,  M.D.,  assist¬ 
ant  professor  of  medicine  at  Jef¬ 
ferson  Medical  College,  Thomas 
Jefferson  University,  has  been 
named  director  of  the  division  of 
pulmonary  diseases  in  the  depart¬ 
ment  of  medicine.  He  succeeds 
Richard  Cathcart,  M.D.,  who  is  re¬ 
tiring. 


Joel  W.  Eisner,  M.D.,  chief  of  the 
department  of  medicine  at  Phoenix- 
vi lie  Hospital,  has  been  named  a 
diplomate  of  the  newly  established 
American  Board  of  Allergy  and  Im¬ 
munology.  The  new  board  is  a 
subspecialty  of  the  American  Board 
of  Internal  Medicine  and  the  Ameri¬ 
can  Board  of  Pediatrics. 

Hasib  Tanyol,  M.D.,  of  Philadel¬ 
phia,  recently  presented  a  paper 
coauthored  by  Ronald  Pennock, 
M.D.,  Philadelphia,  entitled  “Etio¬ 
logy  of  Varicose  Veins  with  Special 
Emphasis  on  Chemico  Hemody¬ 
namics”  to  the  American  European 
Symposium  on  Venous  Diseases  in 
Montreux,  Switzerland. 

Geisinger  Medical  Center  has  ap¬ 
pointed  several  new  physicians  to 
the  staff.  John  B.  Houston,  M.D., 
Shamokin,  is  associate  director  of 
anesthesiology;  Thomas  C.  Royer, 
M.D.,  associate  in  the  department  of 
general  surgery  and  director  of  the 


emergency  room;  and  Anthony  P. 
Turel,  Jr.,  M.D.,  permanent  staff  in 
the  department  of  neurology.  Dr. 
Houston  had  been  assistant  pro-  I 

fessor  of  anesthesiology  and 
director  of  the  residency  training 
program  at  Temple  University  Hos-  ' 

pital,  Philadelphia.  Dr.  Royer  had 
been  on  duty  at  the  Beaufort  Naval 
Hospital,  Beaufort,  South  Carolina. 

Dr.  Turel  was  a  postdoctoral  fellow  % 
in  neurology  at  the  Case  Western 
Reserve  University  School  of  Medi¬ 
cine. 

Robert  C.  Vannucci,  M.D.,  has 

joined  the  department  of  pediatrics 
at  the  Milton  S.  Hershey  Medical  . 
Center  of  Pennsylvania  State  Uni¬ 
versity,  as  assistant  professor  and 
chief  of  neurology.  He  was  formerly  >j 
assistant  professor  of  pediatrics 
and  instructor  in  neurology  at  the 
New  York  Hospital-Cornell  Medical 
Center,  New  York  City.  He  was  also 
clinical  research  fellow  in  pediatric 
neurology  at  Memorial  Hospital  for 
Cancer  and  Allied  Diseases  in  New 
York. 

Charles  A.  Laubach,  Jr.,  M.D.,  as¬ 
sociate  in  the  department  of  in¬ 
ternal  medicine  and  chief  of  the 
section  of  cardiopulmonary  dis¬ 
eases  at  Geisinger  Medical  Center, 
has  been  elected  chairman  of  the 
Regional  Advisory  Board  of  the 
Susquehanna  Valley  Regional  Med¬ 
ical  Program. 

Joseph  P.  Atkins,  Jr.,  M.D.,  has 

joined  the  staff  of  Pennsylvania 
Hospital,  Philadelphia,  as  head  of 
otorhinolaryngology  and  bronchoe- 
sophagology.  He  was  formerly  as¬ 
sistant  chief  in  the  department  of 
otolaryngology  at  the  U.S.  Naval 
Hospital,  National  Naval  Medical 
Center,  Bethesda,  Md. 

Albert  B.  Ferguson,  Jr.,  M.D., 
professor  and  chairman  of  the 
department  of  orthopaedic  surgery 
at  the  University  of  Pittsburgh 
School  of  Medicine,  has  been 
elected  president  elect  of  the  Amer¬ 
ican  Orthopaedic  Association.  He  is 
vice  president  of  the  American 
Board  of  Orthopaedic  Surgery  and 
the  author  of  several  orthopaedic 
texts. 
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Sometimes  one  specialist 
needs  to  see 
another 


Specialized  training  sets  the  professional  man 
apart  from  other  businessmen.  Similarly,  the  prob¬ 
lems  of  professional  men  regarding  estate  and 
family  responsibilities  are  unique. 

The  “specialists”  at  Pittsburgh  National— spe¬ 
cialists  in  investment  management,  estate  settle¬ 
ment,  and  trusteeship— spend  a  lot  of  time  helping 
professional  men  diagnose  their  financial 
conditions.  We  have  the  experience 
to  prescribe  for  immediate, 


as  well  as  future,  financial  needs,  with  services 
which  free  the  professional  man  from  needless 
risks  and  responsibilities  in  managing  his  invest¬ 
ments. 

We  talk  about  the  estate  problems  of  the  pro¬ 
fessional  man  in  our  handy  booklet,  “As  One 
Specialist  to  Another...”.  We’d  like  to  send  you  a 
copy.  After  you’ve  read  it,  you  may  want 
to  contact  us  to  discuss  how  we 
can  serve  you. 


V 

PITTSBURGH 

NATIONAL 

BANK 

PITTSBURGH’S  OLDEST 
TRUST  COMPANY 


ivision 

National  Bank 
je  and  Wood  Street 
i,  Pa.  15222 

send  me  a  copy  of  your  book- 
One  Specialist  to  Another...” 
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The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


j 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper¬ 
tensive  patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a  complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es¬ 
sential  hypertension  is  charac¬ 
terized  by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas¬ 
ingly  concerned  with  the  ef¬ 
fects  of  an  antihypertensive 
agent  not  only  on  blood  pres¬ 


tained?  And,  also,  is  there 
likely  to  be  drug-induced  pos¬ 
tural  hypotension  serious 
enough  to  pose  a  threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder¬ 
ate  hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap¬ 
proval  from  physicians.  First, 
of  course,  for  its  efficacy  in 


sure  itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec¬ 
tively?  Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main¬ 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu¬ 
ally  maintained  with  nocardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo¬ 
merular  filtration  rate,  or  fil¬ 
tration  fraction.  And  ALDOMET 
usually  does  not  cause  sympto¬ 
matic  postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen¬ 
sitivity  to  the  drug.  Use  with 
caution  in  patients  with  a  history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a  positive  Coombs  test,  hemo¬ 
lytic  anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther¬ 
apy.  The  rare  occurrences  of  he¬ 
molytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum¬ 
mary  of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA  I MSD 

smoothly  lowers  blood  pressure 


For  a  brief  summary  of  prescribing  information, 
please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi¬ 
tivity.  Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon¬ 
sive  to  mild  sedation  or  thiazide  therapy.  Use  cau¬ 
tiously  in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  it  is  important  to  recognize  that  a  posi¬ 
tive  Coombs  test,  hemolytic  anemia,  and  liver  dis¬ 
orders  may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis¬ 
orders  could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a  positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1  g  or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a  positive  direct  Coombs  test  may  de¬ 
velop  hemolytic  anemia.  Prior  existence  or  devel¬ 
opment  of  a  positive  direct  Coombs  test  is  not  in 
itself  a  contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex¬ 
ists  and  whether  the  positive  Coombs  test  may  be 
a  problem.  For  example,  in  addition  to  a  positive 
direct  Coombs  test  there  is  less  often  a  positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a  blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a  baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a  direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo¬ 
lytic  anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re¬ 
vert  to  normal  until  weeks  to  months  after  meth¬ 
yldopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a  patient 
receiving  methyldopa,  both  a  direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A  positive  di¬ 
rect  Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a  hema¬ 
tologist  or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor¬ 
malities  in  liver  function  tests,  such  as  serum  al¬ 
kaline  phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re¬ 
ported.  These  hepatic  changes  may  represent  hy¬ 
persensitivity  reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur¬ 
ing  the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl¬ 
dopa  should  not  be  reinstituted  in  such  patients. 

Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po¬ 
tentiation  of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  ./tye-Not  rec¬ 
ommended  in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea¬ 
surement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl¬ 
dopa  causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re¬ 
ported.  This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo¬ 
tension  occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc¬ 
curred  after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 

Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres¬ 
sure  are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug¬ 
gested.  Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a  few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a  thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges¬ 
tion  appear,  discontinue  drug.  A  rise  in  BUN  has 
been  observed.  Other  rare  reactions  include- breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares¬ 
thesias,  Bell’s  palsy,  parkinsonism,  psychic  dis¬ 
turbances  including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa¬ 
tients  with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi¬ 
tivity  in  those  with  advanced  arteriosclerotic  vas¬ 
cular  disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a  thiazide  frequently  re¬ 
stores  effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl¬ 
dopa  each,  in  single-unit  packages  of  100  and  bot¬ 
tles  of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  &  Dohme,  Division  of  Merck  &  Co.,  INC., 
West  Point,  Pa.  19486 


“Required 

Reading” 

For  Your 

Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  &  Dohme  offers  “High 
Blood  Pressure,”  a  concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper¬ 
tension.  This  booklet  is  avail¬ 
able  for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 


Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen¬ 
tative  or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a  supply 
of  this  booklet. 


The  Rx  that  says 
li  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  “roller-coaster”  nor  a  “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Butisols. 

(SODIUM  BUTABARBITAL) 


I  McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  ©  Mcn  1971 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  1 5  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5  cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


impotenc 

them 


Tablets 


Androkf-25 

Android-10  Tablets  Android-5  Buccal 

Methyltestosterone  N.F.  —  2&,TQ, 5  mg 


.  jr  the  treatment  of  impotence  due  to  androgenic  deficiency  in 


DESCRIPTION;  Methyl  testosterone /is  1 7/?-Hydroxy-1 7- 
Methylandrost-4j§pr3-one.  ACTION#:  Methyltestosterone 
Is  an  oil  soluble  androgenic  hprmone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunlchlsm.  2.  Male  cli¬ 
macteric  symptoms  when  these  are  secondary  to  andro¬ 
gen  deficiency.  3.  Impotence  due  to  androgenic  deficien¬ 
cy.  4.  Postpuberal  cryptorchidism  with  evidence  of  hypo¬ 
gonadism.  Cholestatic  hepatitis  with  jaundice  and  altered 
4««*4MO&tte».,4ests,  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyltes¬ 
tosterone.  These  changes  appear  to  be  related  to  dosage 
of  the  drug.  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE¬ 
CAUTIONS:  Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a  problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renai  disease.  In  treating  males  for  symptoms  of  cli¬ 


macteric,  avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa¬ 
tient's  cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car¬ 
cinoma  of  the  prostate  and  in  carcinoma  of  the  mate 
breast.  Contraindicated  In  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of  exces¬ 
sive  sexual  stimulation  develop,  discontinue  therapy,  in 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi¬ 
tivity  and  gynecomastia  may  occur  rarely.  PBi  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma,  if  this  occurs,  the  drug  should  be  dis¬ 


continued.  ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  •  Hyper¬ 
calcemia  particularly  in  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  of  bone 
metastases  •  Sodium  and  water  retention  •  Priapism  • 
Virilization  in  female  patients  •  Hypersensitivity  and  gyne¬ 
comastia  DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  individualized,  as  patients  vary  widely  in  re¬ 
quirements.  Daily  requirements  are  best  administered  in 
divided  doses.  The  following  is1  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg  in  bottles  of  60,  250. 


Write  fo{  Literature  and  Samples  l  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St,  Los  Angeles,  CA  90057 


Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic"  Expectorant 
with  Codeine® 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  me 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.'; 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a  Schedule  V  controlled  substanc 


The  Adult  Expectorants  that  are  great  for  kids,  too. 


Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc./Lincoln,  Nebraska  68501 


acute  , 
gonorrhec 


This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 

It  took  just  one  short  visit. . . 


'3  The  Upjohn  Company  J-3437-6 


*Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin —The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly^-  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


..  andlFobkin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  ( spectinomycin  hydrochloride) 
—  For  Intramuscular  Injection: 

2  gm  vials  containing  5  ml  when  reconstituted 
with  diluent. 

4  gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  fe-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9 %  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f  For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 


Second  Annual 


i  Friends  Hospital  Clinical  Conference 
ADOLESCENCE:  DEVELOPMENT  AND 
INTERVENTION 


October  3  and  4,  1974 
FRIENDS,  HOSPITAL, 
PHILADELPHIA,  PENNSYLVANIA 
Presented  by  Friends  Hospital  in  cooperation  with  the 
Department  of  Mental  Health  Sciences  of  Hahnemann 
Medical  College  and  Hospital 


Thursday,  October  3 


Morning 


Three  Developmental  Routes  through  Normal 
Male  Adolescence  Daniel  Offer.  M.D. 


Family  Determinants  of  Adolescent 
Psychopathology:  the  Power  of  Unconscious 
Assumptions  Roger  L.  Shapiro.  M.D. 


Discussant 


Jules  H.  Masserman.  M.D. 


Four-way  panel  discussion 
L.  D.  Tashjian.  M.D..  Moderator 


Afternoon 


Genealogy  of  the  Ego  Ideal  Peter  Bios.  Ph  D. 


Discussant 


Norman  D.  Weiner.  M.D. 


Commentary 


Jules  H.  Masserman.  M.D. 


Evening 


Dinner  address 


Something  New  Has  Been  Added  on  the  Way  to 
the  Adolescent  Forum  Fritz  Redl.  Ph.D. 


Friday,  October  4 


Morning 


Productive  Procrastination:  Technical  Factors  in 
the  Treatment  of  the  Adolescent 
Peter  L.  Giovacchim.  M.D. 


Office  Network  Therapy  with  Adolescents 
Max  Sugar.  M.D. 


Achievement  Place:  A  Behavioral  Approach 
Montrose  M.  Wolf.  Ph.D. 


The  Effectiveness  of  a  Residential  Treatment 
Facility  for  Adolescents  Eugene  J.  Yamty.  M.D. 


Afternoon 


Discussant  of  morning  papers 
Erwin  R.  Smarr,  M.D. 


Six-way  panel  discussion 
Herman  D.  Staples.  M.D..  Moderator 


Advance  registration  fee  of  $75.00  (payable  to  Friends  Hos¬ 
pital)  includes  lunches  at  Friends  Hospital  both  days,  and 
dinner  Thursday  evening  at  the  Hilton  Inn  Northeast 
Philadelphia.  Category  One  credit. 

Friends  Hospital 
P.O.  Box  4812 

Roosevelt  Boulevard  and  Adams  Avenue 
Philadelphia,  Pennsylvania  19124 
(215)  289-5151 


Hh 
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'HOSPITAL  &  MEDICAL! 
PLANNING.  INC. 
702  Abbott  Road 
East  Lansing,  Michigan 

48823 

517  332-1333 


Attention  l 

WWWWWWWWWV 


GENERAL  PRACTITIONERS 
-  SURGEONS 

INTERNISTS  -  PEDIATRICIANS 

We  are  searching  for  two  Physicians  to  join 
an  Emergency  Group  serving  a  500-bed  hos¬ 
pital  located  in  a  medium-sized  city  in 
Northeast  Ohio.  Group  is  headed  by  Board 
Internist.  Congenial  atmosphere.  Prior  expe¬ 
rience  as  Emergency  Room  Physician  not 
required.  Change  your  life-style  to  a  more 
normal  and  regular  schedule  with  consider¬ 
able  more  worry-free  time  off  for  yourself  and 
family.  Starting  annual  level  is  $50K  with 
increases  in  succeeding  years  -  plus  other 
benefits  of  corporate  group.  Interested 
physicians  may  call  or  send  their  curriculum 
vitae  in  confidence  and  with  no  financial 
obligation  to  Arthur  A.  Lepinot. 


1 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN' 

(SKUFmEHCll 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows:  f 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


NOTE 

If  you  are  attending  ANY  of  the  programs  spon¬ 
sored  by  the  Pennsylvania  Medical  Society  PLUS 
a  specialty  society  session,  please  send  your  reg¬ 
istration  to  the  Council  on  Education  and  Science, 
Pennsylvania  Medical  Society.  The  Council  will 
forward  the  information  to  the  specialty  society.  If 
you  are  registering  ONLY  for  a  specialty  society 
meeting,  send  your  registration  as  directed  on  the 
registration  form  on  the  facing  page. 


Wednesday,  October  23, 1974 

9:00  a.m.  - 11:45  a.m. — Specialty  Society  Educators 

Sharing  session  for  chairmen  of  continuing  education 
committees  of  specialty  societies.  Short  reports  on  ac¬ 
tivities  in  continuing  education  of  each  specialty 
followed  by  questions  and  discussion. 

12  noon  - 1:30  p.m. — General  Luncheon — Fee:$5. 

"Liquid  Crystals  in  Living  Systems”  Glenn  H.  Brown, 
Ph.D.,  Director  of  Liquid  Crystal  Institute  and  Regents 
Professor,  Kent  State  University. 

1:30  p.m.  -  5:00  p.m. — “An  Overview  of  Acupuncture” — 
Fee:  $10. 

Delineating  for  the  physician  the  limitations  in  the  use 
of  acupuncture;  providing  the  physician  with  sufficient 
background  so  that  he  may  respond  and  answer  inqui¬ 
ries  by  the  lay  public  as  to  acupuncture’s  potential  for 
pain  control. 
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1:30  p.m.  -  5:00  p.m. — Pennsylvania  Council  on  Gradu¬ 
ate  Medical  Education 

Meeting  of  Directors  of  Medical  Education  of  Pennsyl¬ 
vania  hospitals.  Topics  include  discussion  of  legislation 
of  interest,  practice  management  workshops  for  new 
physicians,  the  "end  of  the  internship”  and  funding  for 
graduate  medical  education. 


Thursday,  October  24,  1974 

8:00  a.m.  -  10:30  a.m. — Second  Annual  Prayer 

Breakfast — $4. 

"Role  of  Religion  in  Health  Care”  Granger  Westberg 
D.D.,  Director  of  Wholistic  Health  Centers,  University  ol 
Illinois. 

Thursday  and  Friday,  October  24  and  25,  1974 

9  a.m.,  Thursday  to  12  noon,  Friday — “The  Physician 
the  Patient,  and  Long-Term  Care” — Fee:  $30. 

To  assist  the  practicing  physician  understand  his  role 
in  the  management  of  long-term  care  patients;  to  iden¬ 
tify  for  the  physician,  the  long-term  care  facility  ad 
ministrator,  and  staff  a  relationship  between  each  other 
so  that  effective  living  for  individual  patients  is  ac¬ 
complished. 


For  complete  program  outlines  of  any  of  the  sessions, 
contact: 

Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pa.  17043 

Pennsylvania  Medicine,  September  1974 
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October  23  -  25,  1974 


Host  Inn,  Harrisburg,  Pa. 


Preregistration  Form 

Name:  _ 

Address:  _ 


Member: 
_  PMS 


(name  of  specialty  society) 


nurse 
student  (_ 
resident 


medical 


nurse) 


intern 

other  (specify) 


Registration  for: 


ACUPUNCTURE— Oct.  23,  1:30  -  5  p.m. 
Fee:  $10 

LIQUID  CRYSTALS  LUNCHEON— Oct.  23 
Fee:  $5 


LONG  TERM  CARE— Oct.  24-25 
Fee:  $30 

PRAYER  BREAKFAST— Oct.  24 
Fee:  $4 


Make  checks  payable  to:  Pennsylvania  Medical  Society 
Mail  to:  Council  on  Education  and  Science  •  20  Erford  Road  •  Lemoyne,  Pa.  17043 


Registration  for  Hahnemann  Medical  College  Semi¬ 
nar  on  “Physician’s  Assistant’’ — Fee  $20  before 
Sept.  20,  $25  thereafter. 

Make  check  payable  to: 

Hahnemann  Medical  College  and  Hospital 

Mail  to: 

Dept,  of  Medicine,  230  N.  Broad  St., 

Philadelphia,  Pa.  19102. 


Registration  for  meeting  of  Pennsylvania  Academy 
of  Physical  Medicine  and  Rehabilitation,  Oct.  25. 

Mail  to: 

Leon  Reinstein,  M.D.,  Secretary-Treasurer, 
Thomas  Jefferson  University,  Eleventh  and 
Walnut  Sts.,  Philadelphia,  Pa.,  19107. 


Registration  for  Annual  Meeting  of  Pennsylvania 
Orthopaedic  Society,  October  24,  25. 

Mail  to: 

John  B.  Blakley,  M.D.,  President 
1  Allegheny  Sq.,  Allegheny  Center, 

Pittsburgh,  Pa.  15212. 


Registration  for  meeting  of  Pennsylvania  Psychi¬ 
atric  Society,  Oct.  25. 

Mail  to: 

Mr.  Donald  McCoy,  Executive  Secretary, 
Pennsylvania  Psychiatric  Society,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


Registration  for  meeting  of  the  American  Associa¬ 
tion  of  Medical  Assistants,  Oct  25 — Fee  (includes 
lunch)  $8  for  members,  $15  for  nonmembers. 

Make  check  payable  to: 

A.A.M.A.,  Pennsylvania  Society 

Mail  to: 

Jane  Ireland,  CMA-A, 

4032  Watters  Lane,  Gibsonia,  Pa.  15044. 


Registration  for  meeting  of  Robert  H.  Ivy  Society, 
Oct.  25. 

Mail  to: 

William  P.  Graham,  III,  M.D.,  Division  of  Plastic 
Surgery,  M.S.  Hershey  Medical  Center,  Hershey 
17033. 


Registration  for  meeting  of  Pennsylvania  Chapter 
of  the  American  College  of  Surgeons,  Oct.  25. 

Mail  to: 

Lewis  Patterson,  M.D.,  Secretary,  Central  Pennsyl¬ 
vania  Chapter,  American  College  of  Surgeons, 
Polyclinic  Hospital,  Harrisburg,  Pa.  17110. 
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Hershey-Medex  update 

Assistants’  training  program  seeks  preceptors 


The  Medex-Pennsylvania  Program  sponsored  by  the  Department  of  Family  and 
Community  Medicine  at  the  Milton  S.  Hershey  Medical  Center  reached  a  develop¬ 
mental  milestone  with  the  graduation  of  the  first  class  of  Medex  trained  in  Penn¬ 
sylvania  on  August  7,  1974.  An  additional  thirty-four  Medex  are  in  training  with 
their  physician  preceptors.  Twenty-nine  of  the  physicians  providing  this  training 
are  Pennsylvania  physicians,  predominantly  family  physicians. 

The  Medex  concept  of  primary  care  physician  assistant  training  and  deployment 
was  originated  in  the  State  of  Washington.  Initially  Medex  programs  were  limited 
to  ex-military  corpsman  but  the  concept  has  been  expanded  to  include  other 
trained  health  workers  with  experience  in  patient  care  and  a  desire  to  expand 
their  role  in  this  area.  Medex  programs  have  been  particularly  successful  in  the 
placement  of  Medex  with  physicians  in  rural  areas  and  other  areas  of  medical 
need.  Benefits  to  the  participating  physician  include  a  more  flexible,  more  satis¬ 
fying  practice. 

The  Medex-Pennsylvania  Program  is  fifteen  months  in  duration.  Following  a 
didactic  program  at  the  Hershey  Medical  Center  the  student  is  trained  by  the 
preceptor  in  the  practice  setting.  While  developing  his  skills,  the  trainee  also 
adapts  to  the  preceptor’s  practice. 


* 


The  Pennsylvania  MEDEX  pro¬ 
gram  at  The  Milton  S.  Hershey 
Medical  Center  of  The  Pennsyl¬ 
vania  State  University  graduated 
its  first  class  August  7  and  is 
seeking  preceptors  for  its  fourth 
class  of  25  students  to  begin  in 
January  1975. 

In  addition  to  the  first  1 5  gradu¬ 
ates,  the  Medex  Pennsylvania 
program  has  enrolled  34  students 
who  are  in  training  with  their 
physician  preceptors  in  commu¬ 
nities  throughout  the  state  at  the 
present  time. 

The  training  program  con¬ 
ducted  by  the  department  of  fam¬ 
ily  and  community  medicine  is 
15  months  long.  Three  months  are 
spent  at  the  Hershey  Medical 
Center  in  classroom  and  clinical 
instruction,  followed  by  12 
months  of  clinical  experience 
with  a  preceptor  in  the  practice 
setting.  The  preceptors  are 
selected  first.  They  then  spend  a 
weekend  at  Hershey  interviewing 
groups  with  twice  the  number  of 
candidates  as  there  are  openings 
in  the  class.  The  preceptors  then 
make  the  final  selection  of 
students  they  wish  to  be  matched 
with.  The  goal  of  this  is  to  have  a 
matching  of  student  and  pre¬ 


(Continued  from  page  11) 

council  and  directed  the 
chairman  of  the  board  to  write  to 
the  Secretary  of  Health  citing 
the  lack  of  statutory  authority  for 
the  regulation  and  the  threat  it 
imposes  to  physician-patient 
confidentiality. 

To  prevent  unethical  adver¬ 
tising,  all  ads  must  be  reviewed 
by  the  department  prior  to 
publication.  No  laboratory  may 
advertise  services  which  are  not 
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ceptor  during  the  training  period 
that  will  lead  into  a  permanent 
employment  relationship.  This 
prematching  for  job  placement 
is  considered  one  of  the  advan¬ 
tages  of  the  Medex  type  training 
program  of  physician’s  assistant. 

Dr.  Thomas  L.  Leaman,  pro¬ 
fessor  and  chairman  of  family 
and  community  medicine,  said, 
“we  are  seeking  physicians  who 
are  interested  in  increasing  their 
capacity  to  provide  medical  serv¬ 
ice,  willing  to  serve  as  preceptors 
while  paying  the  student  to  help 
provide  medical  care  and  corn- 


performed  on  its  own  premises, 
and  advertising  to  the  general 
public  is  prohibited. 

Laboratories  located  outside 
the  Commonwealth  may  do  busi¬ 
ness  here  if  they  have  a  current 
valid  license. 

The  department’s  powers  of 
suspension  and  revocation  come 
into  play  “for  failure  to  maintain 
proper  standards  of  accuracy, 
for  unethical  practice,  unethical 
advertising  or  for  any  other 


mitted  to  employ  a  Medex  upon 
completion  of  training  if  econom¬ 
ics  and  compatibility  are  favor¬ 
able.” 

Physicians  selected  to  serve  as 
preceptors  receive  clinical  ap¬ 
pointments  on  the  faculty  of  the 
department  of  family  and  com¬ 
munity  medicine. 

Physicians  interested  in  pos¬ 
sible  participation  as  a  preceptor 
should  contact  Dr.  Rugh  Hen¬ 
derson,  director,  Medex  Pennsyl¬ 
vania,  The  Milton  S.  Hershey 
Medical  Center,  Hershey,  Pa. 
17033. 


cause  deemed  adequate  by  the 
department  including  failure  to 
render  required  reports  within 
the  reasonable  time  limit  set.”  <; 

Among  the  prima  facie  causes 
for  revocation  are: 

“Permitting  unauthorized 
persons  to  perform  the 
technical  procedures  or  to 
sign  reports. 

Dishonest  reporting  or  con- 
sistant  error  based  on  faulty 
techniques. 

Violations  of  any  provisions 
of  these  regulations  or  of 
the  statutes  under  which 
they  are  adopted.” 
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M.D.  offices  excluded  in  regulations 
for  state’s  new  clinical  laboratory  act 


T 


ifa_ 

half-ounce 


o 


prevention 


Use  it  to  prevent  a  topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  itcontainsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A  half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B  Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5  mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1  oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ¬ 
isms,  as  in:  •  infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

•  primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  •  second¬ 
arily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

•  traumatic  lesions,  inflamed  or  suppurating  as  a  result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
nfection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a  day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  ofnonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a  not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

/  Burroughs  Wellcome  Co. 

1  f/>  /  Research  Triangle  Park 

Wellcome  j  North  Carolina  27709 
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begins  within 

17  minutes,  on  average 

an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6  monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects* 2 3 4'5) 


(Decreased  42.6%) 

■  Baseline 

(before  Dalmane) 

■  Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a  14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7  to  8  hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a  summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous¬ 
ness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva¬ 
tion,  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil¬ 
itated  patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 .  Kales  A,  et  al\  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  —  usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —  initial  dosage  for 
elderly  or  debilitated  patients. 

•  induces  sleep  within  17 
minutes,  on  average 

•  reduces  nighttime  awakenings 

•  sustains  sleep  7  to  8  hours,  on 
average,  without  repeating  dosage 


<W> 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


r  DARVON  ] 


COMPOUND-65 

65  mg  propoxyphene  hydrochloride.  227  mg 
$6 2  mg  phenacetin.  and  324  mg  caffeine 


100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


400760 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company  •  Indianapolis,  Indiana  46206 


practice  management 


Details,  details,  details 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


I  hate  to  harp  on  an  old  subject,  but  a  recent  Federal 
Circuit  Court  decision  has  made  it  important  once 
again  to  dwell  on  the  importance  of  details  in  or¬ 
ganizing  and  operating  a  professional  corporation.  The 
case,  Epperson  v.  U.S.  in  the  Seventh  Circuit  Court  of 
Appeals  (midwest),  involved  a  surgeon  who  had  incor¬ 
porated  but  who  had  given  virtually  no  attention  to  the 
formalities  of  corporate  form.  The  net  result  was  tax  as¬ 
sessment  of  about  $95,000,  plus  interest  from  the  years 
1962  through  1965,  which  was  upheld  upon  a  jury  trial 
and  then  affirmed  on  appeal. 

The  government  originally  claimed  that  the  corpora¬ 
tion  should  be  disregarded  for  tax  purposes,  thus 
taxing  all  its  income  including  retirement  contributions 
and  other  fringe  benefit  payments  directly  to  Dr.  Ep¬ 
person.  Later,  however,  the  legal  theory  was  changed 
to  recognize  the  corporation’s  validity  but  to  treat  Dr. 
Epperson  himself  (not  his  corporation)  as  the  “true 
earner”  of  the  income.  The  effect  of  the  change  was  to 
treat  certain  corporate  payments  to  the  doctor  as  divi¬ 
dends  instead  of  as  loans,  a  treatment  which  ended  up 
even  less  beneficial  than  if  the  corporation  had  never 
been  formed  at  all. 

The  judge’s  recital  of  facts  to  be  considered  by  the  Ep¬ 
person  jury  reads  like  a  list  of  what  should  or  should  not 
be  done  in  operating  a  professional  corporation.  This  list 
included:  (1)  Holding  Board  of  Directors  meetings  where 
policy  decisions  are  actually  made;  (2)  setting  salary 
scales  and  duties  of  employees,  including  the  profes¬ 
sional  employee(s);  (3)  entering  contracts  with  patients, 
suppliers,  hospitals,  etc.  as  a  corporation;  (4)  notifying 
suppliers  of  the  corporation’s  existence;  (5)  owning  or 
renting  property  (including  office  space)  as  a  corpora¬ 
tion;  and  (6)  having  the  right  to  control  and  direct  the 
professional  employee(s)  as  to  corporate  activities. 

While  some  people  might  disregard  the  decision  as 
being  an  obvious  one  involving  an  extremely  badly 
managed  corporation,  I  have  seen  far  too  many  medical 
corporations  here  in  Pennsylvania  which  are  practically 
as  bad.  The  physicians’  plights  in  these  cases  have 
typically  been  that  no  one  has  pressed  them  to  respect 
and  carry  out  those  details.  As  a  result,  I  hope  this  ar¬ 
ticle  will  point  out  to  the  incorporated  or  incorporating 


physician  the  importance  of  the  details  and  of  engaging 
advisors  who  will  insist  on  them. 

Epperson’s  Effect 

The  Epperson  case  is  the  second  decision  to  have 
pierced  the  professional  corporation’s  veil  and  directly 
taxed  the  physician.  The  first  one,  Jerome  J.  Roubik,  oc¬ 
curred  over  four  years  ago,  and  the  absence  of  any  court 
action  in  between  may  have  lulled  many  advisors  into  a 
false  sense  of  security.  Both  cases,  however,  stand  for  a 
principle  which  is  above  doubt — a  professional  corpora¬ 
tion  can  lose  the  desired  tax  benefits  if  its  owners  and 
advisors  fail  to  give  it  ongoing  attention.  The  advent  of 
the  new  case  not  only  confirms  this  fact  but  it  may 
preview  a  trend.  As  stated  in  the  Research  Institute  of 
America’s  tax  service:  “With  this  victory  under  its  belt 
the  Internal  Revenue  Service  may  now  embark  on  a 
broader  campaign  against  professional  corporations. 
The  threat  is  becoming  stronger.” 

On  the  other  hand,  both  of  those  decisions  as  well  as 
the  Internal  Revenue  Service’s  (IRS)  published  rulings 
confirm  that  a  properly  organized  and  operated  profes¬ 
sional  corporation  will  be  accorded  that  status  for  tax 
purposes.  Pennsylvania’s  Professional  Corporation  Law 
is  recognized  as  sufficient  by  the  IRS,  and  it  is  in  fact 
an  excellent  statute.  Even  one-man  corporations,  which 
many  feared  could  not  stand  up  to  IRS  scrutiny,  have 
avoided  being  singled  out  for  attack. 

Actual  Tax  Audit  Outlook 

What  have  been  the  experiences  of  those  professional 
corporations  which  have  actually  been  subject  to  tax 
audits?  Surprisingly  few  have  been  audited  so  far,  and 
the  audits  have  not  usually  been  severe.  This  continues 
to  be  partly  explained  by  the  relative  paucityof  tax  audits 
generally,  with  the  IRS  having  been  badly  undermanned, 
a  situation  which  seems  to  be  changing  as  agents  return 
from  wage-price  control  work  and  as  new  IRS  hiring 
seems  to  be  adding  to  their  staff  size. 


Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 
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On  the  other  hand,  corporations  seem  to  have  been 
undergoing  somewhat  more  careful  and  sophisticated 
agent  questioning,  recently.  The  auditors  are  more 
regularly  reviewing  corporate  minute  books,  checking 
documents  against  actual  facts,  looking  for  corporate 
indicia,  etc.  Armed  with  the  new  court  decision,  I 
believe  such  investigations  will  (and  really  should) 
increase  hereafter. 

The  net  effect  of  such  background  should  be  obvi¬ 
ous.  No  one  wants  his  corporation  or  his  tax  return  to 
be  vulnerable  to  IRS  attack.  Careful  attention  to  the  de¬ 
tails  of  one’s  professional  corporation  is  thus  like  an 
“insurance  policy”  against  lost  tax  benefits,  while  ig¬ 
noring  them  is  equivalent  to  gambling  with  those 
desired  tax  savings.  And,  as  shown  by  Epperson,  losing 
a  corporate  audit  can  result  not  only  in  lost  tax  benefits 
but  also  in  more  taxes  than  if  the  corporation  were 
never  formed  at  all.  Lack  of  care  is  simply  a  very  risky 
proposition! 

New  Corporations 

Even  though  the  Keogh  Act  contribution  limits  are 
being  raised  to  $7,500  (or  15  percent  of  one’s  net 
earnings),  professional  incorporation  continues  to  be 
preferable  for  many  practices.  Assuming  that  a  doctor  or 
group  has  decided  to  incorporate,  the  actual  attention  to 
initial  details  depends  in  large  part  upon  his  or  its  at¬ 
torney’s  diligence.  This  seems  to  vary  widely. 

Many  attorneys  seem  to  feel  that  their  role  should  be 
limited  to  the  legal  formation  of  the  corporation  and  the 
drafting  of  the  few  formal  legal  documents  involved 
(bylaws,  employment  agreements,  stock  purchase 
agreements,  and  perhaps  the  retirement  plans).  Their 
fees  for  this  work  should  be  relatively  minimal  since 
these  materials  truly  are  quite  routine  in  most  cases. 
Lawyers  following  this  approach  meet  only  once  or  twice 
with  their  new  corporate  clients  during  the  entire  first 
year  of  existence,  offering  little  in  the  way  of  detailed 
leadership. 

I  believe,  however,  that  the  attorney’s  role  for  a  new 
corporation  should  be  far  more  extensive.  It  should 
require  his  meeting  with  the  doctor  or  group  at  least  four 
and  perhaps  as  many  as  eight  times  in  the  first  cor¬ 
porate  year.  He  should  be  directly  concerned  with 
whether  all  details  are  in  fact  accomplished,  and  he 
should  insist  upon  their  accomplishment.  He  should 
also  provide  regular  counsel  during  that  year,  including 
consideration  as  to  the  retirement  plan  and  other  fringe 
benefit  details.  He  should  not  abdicate  responsibility  in 
that  area  to  a  so-called  pension  or  benefit  consultant 
who  too  often  has  a  sales  interest  in  the  client’s 
decision.  Finally,  the  attorney  should  assure  that  the 
corporation  ends  its  year  on  a  proper  financial  basis; 
for  if  attention  is  not  given  in  the  eleventh  and  twelfth 
months,  there  could  be  considerable  economic  loss. 

These  aspects  of  an  attorney’s  undertaking  need  not 
especially  demand  someone  who  has  created  scores  of 
professional  corporations.  They  simply  require  his  com¬ 
mitment  to  give  his  client  plenty  of  time  and  honest  ad¬ 
vice.  For  this  he  should  be  entitled  to  a  legal  fee  com¬ 
mensurate  with  the  hours  spent  in  person  with  his  client, 


not  just  with  the  amount  of  paper  produced  by  his  auto¬ 
matic  typewriter  or  photocopy  machine. 

I  believe  that  a  new  corporation  “checklist”  can  be  a 
useful  means  for  the  client,  attorney,  and  accountant  to 
be  assured  that  all  initial  details  have  been  handled.  We 
use  a  three-page  checklist  which  assigns  responsibility 
for  each  detail  and  which  has  a  column  for  noting  if  and 
when  the  detail  has  actually  been  taken  care  of.  A  pro¬ 
fessional  corporation’s  lawyer  should  not  be  satisfied 
that  his  client  is  properly  in  existence  until  all  the 
checklist  items  have  been  completed  and  accounted  for. 

Existing  Corporations 

An  all  too  common  situation  seems  to  be  for  an  ini¬ 
tially  well-created  corporation  to  receive  less  and  less 
attention  as  it  ages.  Corporate  minute  books,  which  IRS 
agents  really  do  check  in  most  tax  audits,  tend  not  to 
be  updated;  changes  in  doctors’  salaries  tend  not  to  be 
confirmed  in  employment  agreements;  auto  and  other 
professional  expenses  are  handled  differently  than  au¬ 
thorized;  etc.  This  trend  away  from  corporate  atten¬ 
tiveness  has  proven  difficult  for  several  reasons. 

First,  of  course,  an  IRS  audit  is  concerned  with  on¬ 
going  operation.  It  will  focus  more  on  the  facts  as  they 
have  developed  than  on  the  initial  corporate  steps. 
Therefore,  the  risk  of  tax  disqualification  is  not 
decreased  simply  because  the  first  year  of  corporate 
life  has  passed. 

Perhaps  even  more  important,  however,  is  a  situation 
not  directly  tied  just  to  tax  audits.  An  alarming  number 
of  incorporated  medical  groups  have  found  themselves 
enmeshed  in  complicated  and/or  embarrassing  inter¬ 
doctor  situations  after  several  years  of  inattention.  This 
has  led  some  corporate  advisors  to  say  their  activities 
are  shifting  more  towards  “straightening  out”  existing 
corporations  than  in  guiding  new  ones. 

These  concerns  have  led  some  medical  practices  to 
arrange  for  periodic  professional  corporation  reviews 
by  a  person  or  organization  not  regularly  involved  with 
that  practice.  Such  “outside  audits”  are  a  means  of  as¬ 
suring  that  details  have  not  slipped  by  and  of  providing 
independent  advice  on  developing  problems.  They  are 
not  intended  to  suggest  lack  of  confidence  in  the 
group’s  regular  team  of  advisors,  but  rather  they  dem¬ 
onstrate  a  desire  to  assure  that  the  corporate  step  will 
remain  as  trouble-free  and  beneficial  as  originally  an¬ 
ticipated. 

Summary 

At  any  rate,  professional  corporations  generally 
seem  to  be  proceeding  smoothly  with  no  new  problems. 
The  risks  popularly  described  several  years  ago  con¬ 
tinue  to  exist,  and  they  are  confirmed  by  the  Epperson 
case.  However,  the  risks  can  be  dramatically  reduced 
simply  by  attention  to  detail  and  good  interaction  with 
the  practice’s  attorney  and  other  advisors.  If  the 
physician  or  group  should  be  incorporated  at  all  (and 
many  should  not),  the  advantages  of  that  step  certainly 
justify  that  degree  of  concern. 
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Trends  in  sex  therapy — the  Philadelphia  plan 


GERALD  A.  MELCHIODE,  M.D. 
Philadelphia 


The  purpose  of  this  paper  is  to  outline  an 
approach  to  patients  with  sexual  problems 
that  will  guide  the  general  physician  in 
management  and  to  define  the  qualifications 
of  a  sex  therapist. 


A  s  more  and  more  patients  are 
''requesting  therapy  for  sexual 
problems,  the  need  to  clarify  the 
present  role  of  sex  therapy  and  to 
provide  the  physician  with  a  sen¬ 
sible  approach  to  the  patient  who 
presents  with  such  problems  has 
become  evident.  Since  the  publica¬ 
tion  of  Human  Sexual  Inadequacy 
by  Masters  and  Johnson  in  1970,  a 
variety  of  people  have  seen  them¬ 
selves  as  sex  therapists  and  have 
treated  many  patients  with  little 
more  background  than  familiarity 
with  the  book  or  attendance  at  a 
two  day  workshop.  The  title  of  “sex 
therapist”  is  not  a  professional  title, 
and  anyone  can  call  himself  this 
without  any  prior  education.  Con¬ 
sequently,  many  patients  have  sub¬ 
jected  themselves  to  treatment  that 
was  often  harmful.  The  purpose  of 
this  paper  is  to  outline  an  approach 
to  patients  with  sexual  problems 
that  will  guide  the  general  physician 
in  management  and  to  define  the 
qualifications  of  a  sex  therapist. 
There  follows  a  description  of  an  or¬ 
ganization  that  grew  out  of  the  med¬ 
ical  schools  of  Philadelphia  for  the 
purposes  of  identifying  abuses  in 
the  field  and  also  for  the  purposes 
of  sharing  information  concerning 


sex  education  and  sex  therapy. 

Initial  Evaluation 

The  physician  should  obtain  a 
complete  sexual  history  in  order  to 
evaluate  the  patient  with  a  sexual 
complaint  properly.  This  presup¬ 
poses  a  solid  foundation  in  both 
normal  and  abnormal  sexual  func¬ 
tioning  at  various  ages.  It  is  impor¬ 
tant  that  this  history  be  obtained 
with  the  same  objectivity  as  that 
used  in  obtaining  a  history  for  a  res¬ 
piratory  illness.  In  all  likelihood,  if 
the  physician  is  not  a  recent  gradu¬ 
ate  and  has  not  had  a  course  in 
human  sexuality  that  is  currently 
being  offered  in  most  medical 
colleges,  he  will  have  no  more 
formal  knowledge  about  the  subject 
than  his  patient.  Also,  he  must  be 
able  to  do  a  thorough  physical  ex¬ 
amination  or  have  someone  avail¬ 
able  who  can  perform  such  an  ex¬ 
amination.  If  for  some  reason  the 
physician  cannot  meet  any  of  the 
above  requirements,  he  should 
refer  his  patient  at  this  point. 

Diagnosis 

If  the  male  is  affected  primarily, 
the  diagnosis  is  impotence,  prema¬ 


ture  ejaculation,  or  ejaculatory  in¬ 
competence.  Impotence  itself  is  fur¬ 
ther  subdivided  into  primary  impo¬ 
tence  or  secondary  impotence. 
Primary  impotence  has  been  defined 
as  a  male  never  able  to  achieve 
and/or  maintain  an  erection  quality 
sufficient  to  accomplish  successful 
coital  connection  either  heterosex- 
ually  or  homosexually.  Secondary 
impotence  refers  to  the  man  who 
was  at  one  timp  able  to  maintain  an 
erection  for  successful  intromission 
but  is  now  unable.  Masters  and 
Johnson  have  defined  the  premature 
ejaculator  as  a  man  who  cannot  con¬ 
trol  his  ejaculation  for  a  sufficient 
length  of  time  during  intravaginal 
containment  to  satisfy  his  partner  in 
at  least  50  percent  of  their  coital 
connections.  Ejaculatory  incompe¬ 
tence  (which  can  be  either  primary 
or  secondary)  is  defined  as  inability 
to  ejaculate  intravaginally. 

If  the  woman  is  affected  pri¬ 
marily,  the  diagnosis  can  be  or¬ 
gasmic  dysfunction,  dyspareunia,  or 
vaginismus.  Primary  orgasmic  dys¬ 
function  in  the  female  does  not  par¬ 
allel  primary  impotency  in  the  male 
since  primary  orgasmic  dysfunction 
precludes  any  orgasmic  attainment 
throughout  her  entire  life  even 
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through  manipulation.  Dyspareunia 
can  be  defined  as  painful  inter¬ 
course,  and  this  diagnosis  can  also 
be  made  in  the  male.  Vaginismus 
refers  to  spastic  contraction  of  all 
the  pelvic  muscles  around  the  per¬ 
ineum  and  outer  third  of  the  vagina. 

If  the  physician  finds  that  he  is 
not  knowledgeable  about  these 
clinical  entities,  referral  should  be 
made  at  this  point. 

Etiology 

Before  a  treatment  plan  can  be 
devised,  the  etiology  of  the  sexual 
dysfunction  must  be  established. 
Causes  of  sexual  problems  fall  into 
two  main  categories — organic  or 
functional. 

Two  clinical  entities  that  are 
always  functional  are  vaginismus 
without  accompanying  pain  and 
premature  ejaculation.  Although  the 
vast  majority  of  sexual  problems  are 
psychogenic,  any  organic  causes 
must  first  be  ruled  out.  This  would 
presuppose  that  one  had  a  thorough 
grasp  of  the  physical  causes  that 
could  precipitate  a  sexual  problem. 
An  example  would  be  impotency 
caused  by  the  visceral  neuropathy 
found  in  diabetes  or  as  a  side  effect 
of  Mellaril®  (Sandoz  Pharmaceu¬ 
ticals).  After  a  thorough  history  and 
physical  examination  to  rule  out  or¬ 
ganic  causes,  the  functional  etio¬ 
logies  should  then  be  considered. 

Functional  causes  can  be  clini¬ 
cally  divided  into  five  categories. 
First  there  are  sexual  dysfunctions 
that  are  merely  one  facet  of  a  much 
larger  psychiatric  syndrome;  for  ex¬ 
ample,  the  impotency  that  is  a 
symptom  of  depression. 

Secondly,  there  are  those  sexual 
problems  that  arise  out  of  misinfor¬ 
mation.  An  example  would  be  the 
man  who  cannot  feel  any  friction 
while  having  intercourse  with  his 
wife  who  has  used  two  applicators 
full  of  spermicidal  foam  instead  of 
one. 

The  third  category  consists  of 
those  dysfunctions  that  are  learned 
or  social.  For  instance,  the  woman 
who  was  brought  up  in  a  strict  fami¬ 
ly  where  sexual  topics  were  taboo 
and  who  subsequently  cannot  relax 
sufficiently  during  coitus  to  attain 
orgasm. 

The  fourth  category  of  functional 


causes  of  sexual  dysfunction  would 
include  those  that  arise  from  inter¬ 
personal  conflict.  An  example  is  the 
man  who  is  angry  with  his  wife  and 
who  represses  his  rage,  then  finds 
that  his  anger  is  expressed  through 
premature  ejaculation. 

The  fifth  group  of  psychogenic 
causes  would  be  those  that  arise 
from  intrapsychic  conflict.  A  case 
illustrating  this  category  would  be 
that  of  a  woman  who  has  a  dread  of 
intercourse  which  is  represented  in 
her  unconscious  as  a  masochistic 
submission  to  a  hostile  attack. 

Only  when  the  clinician  has 
decided  on  an  etiology  can  he  in¬ 
telligently  embark  on  a  sensible 
course  of  treatment.  The  inability  to 
arrive  at  a  probable  cause  of  your 
patient’s  sexual  problem  would  in¬ 
dicate  referral  at  this  point. 

Treatment 

The  therapy  of  sexual  problems 
must  be  related  to  the  etiology  and 
tailored  to  the  needs  of  the  patient. 
The  treatment  for  those  difficulties 
arising  from  organic  causes  must 
obviously  be  aimed  at  removing  the 
organic  cause.  The  woman  who 
complains  of  dyspareunia  and  is 
found  to  have  endometriosis  must 
be  treated  for  the  endometriosis. 

Education  is  the  best  treatment 
for  sexual  dysfunction  that  results 
from  misinformation.  If  sexual  dys¬ 
function  is  found  to  be  a  symptom 
of  another  illness,  the  clinician  must 
treat  the  larger  illness.  An  example 
would  be  the  use  of  psychotherapy 
and  antidepressants  to  treat  the 
syndrome  of  depression  causing 
loss  of  libido.  Some  sexual 
problems  arise  from  causes  that  are 
learned  or  social.  Masters  and 
Johnson  found  that  many  men  suf¬ 
fering  from  premature  ejaculation 
had  developed  a  pattern  of  ejacu¬ 
lating  quickly  which  was  reinforced 
by  their  culture.  The  most  efficient 
method  of  treating  a  couple  in 
which  the  man  is  a  premature 
ejaculator  is  by  using  methods 
based  on  the  Masters  and  Johnson 
technique.  The  relationship  is  a 
primary  focus  of  intervention.  The 
couple  is  helped  to  communicate 
more  openly,  and  the  husband  and 
wife  both  participate  in  training  the 
male  to  last  longer.  Masters  and 
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Johnson  claim  a  98  percent  cure 
rate. 

Those  problems  that  are  the 
result  of  interpersonal  conflict  are 
treated  best  by  a  combination  of 
couple  therapy  and  direct  interven¬ 
tion.  A  case  in  point  would  be  a 
young  woman  who  complains  of 
dyspareunia.  One  of  the  most 
common  causes  of  dyspareunia  is 
lack  of  lubrication.  In  order  to 
lubricate,  the  woman  must  be 
relaxed  and  relatively  free  of  anxi¬ 
ety.  This  mechanism  parallels  erec¬ 
tion  in  the  male.  Since  the  birth  of 
the  first  child,  the  woman  complains 
that  her  husband  has  been  overly 
critical  and  demanding.  The  source 
of  the  husband’s  demands  was 
found  to  be  his  feeling  of  having 
been  neglected  since  the  child  was 
born.  Instead  of  being  openly  an¬ 
noyed  at  her  husband’s  demands, 
she  (feeling  very  dependent  on  him 
at  the  time)  had  buried  her  resent¬ 
ment  only  to  have  it  manifested  in 
her  inability  to  relax  and  lubricate 
when  they  had  intercourse.  A  case 
such  as  this  usually  responds  well 
in  the  hands  of  an  experienced 
couple  or  family  therapist  who  has  a 
knowledge  of  the  Masters  and 
Johnson  techniques. 

The  last  group  (and  the  most  dif¬ 
ficult  to  treat)  are  those  sexual 
inadequacies  that  arise  from  intra¬ 
psychic  conflict.  A  43-year-old  man 
presented  with  primary  impotency. 
His  few  attempts  at  intercourse 
filled  him  with  dread  and  ended  in 
failures.  In  individual  analytically 
oriented  psychotherapy  it  was  dis¬ 
covered  that  his  mother  suffered 
from  tuberculosis.  As  a  young  child 
he  was  never  permitted  near  his 
mother,  always  being  warned  by  an 
aunt  that  something  dangerous 
would  happen  if  he  got  close  to  her. 
She  died  when  he  was  four  and  at 
the  height  of  his  castration  anxiety. 
The  only  time  he  was  asked  to  kiss 
her  was  when  she  was  layed  out  in 
her  casket.  This  threw  him  into  the 
most  acute  anxiety.  Subsequently, 
women  were  represented  in  his  un¬ 
conscious  as  extremely  dangerous. 
His  symptom  of  impotency  was  not 
only  a  manifestation  of  his  castra¬ 
tion  anxiety,  but  also  it  was  an  ad¬ 
aptation  for  him.  Since  he  was  im¬ 
potent,  he  had  an  excuse  for 


avoiding  intimate  relations  with 
women  and  for  avoiding  the  feared 
object.  The  best  approach  to  these 
cases  is  a  combination  of  insight- 
oriented  psychotherapy  and  behav¬ 
ior  modification  along  the  lines  of 
Masters  and  Johnson.  If  there  is  a 
partner  available,  such  cases  are 
best  treated  in  couple  therapy. 
There  are  those  individuals  who 
would  not  be  satisfied  with  anything 
less  than  understanding  the  origins 
of  their  sexual  difficulties,  and  for 
these  patients  I  would  recommend 
psychoanalysis. 

The  Philadelphia  Plan 

I  have  outlined  an  eclectic 
approach  to  the  patient  with  sexual 
dysfunction  and  suggested  guide¬ 
lines  for  referring  patients  to  a  sex 
therapist.  Who  is  a  qualified  sex 
therapist?  A  sex  therapist  should 
possess  a  knowledge  of  both 
normal  and  abnormal  sexual  func¬ 
tioning.  He  must  be  able  to  take  an 
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objective  sexual  history  and  do  a 
psychiatric  screening.  He  must  be 
capable  of  arriving  at  a  diagnosis  of 
sexual  dysfunction  and  determine 
the  etiology.  In  order  to  determine 
the  etiology,  he  must  be  aware  of 
organic  and  psychogenic  causes. 
His  treatment  should  be  related  to 
the  etiology  and  needs  of  his  pa¬ 
tients.  He  should  be  familiar  with 
the  techniques  of  direct  interven¬ 
tion  developed  by  Masters  and 
Johnson  and  must  also  be  familiar 
with  basic  principles  of  psycho¬ 
therapy. 

If  a  physician  does  sex  therapy 
himself  or  refers  his  patient  to  a  sex 
therapist,  and  finds  that  the  above 
requirements  are  not  being  met, 
then  his  patients  are  not  receiving 
the  proper  treatment  and  in  some 
cases  treatment  may  actually  be 
harmful.  Because  of  the  concern  for 
the  abuses  in  this  field,  a  network  of 
sex  educators  and  sex  therapists 
who  represent  medical  schools  and 
major  hospitals  having  such  pro¬ 
grams  has  been  organized  in 
Philadelphia. 

The  primary  purpose  is  to  en¬ 
courage  communication  between 
therapists  treating  patients  with 
sexual  dysfunction.  This  is  being 
accomplished  by:  exchange  of  sci¬ 
entific  information,  clinical  confer¬ 
ences,  locating  and  involving  iso¬ 
lated  therapists,  etc. 

The  second  goal  of  this  organiza¬ 
tion  is  to  encourage  and  facilitate 
collaboration  in  research  and  thera¬ 
py  between  institutions  represented 
in  the  organization  and  between  in¬ 
dividual  members. 

A  third  goal  is  to  provide  educa¬ 
tion  for  both  professions  and  the  lay 
public  in  matters  pertaining  to  the 
treatment  of  sexual  dysfunction  and 
human  sexuality  in  general. 

The  network  is  truly  multidis¬ 
ciplinary  and  is  composed  of  psy¬ 
chiatrists,  gynecologists,  urologists, 
and  professionals  within  the  mental 
health  sciences.  Treatment  philo¬ 
sophies  vary  among  the  group — 
from  strict  behavior  modification  to 
a  psychoanalytic  approach.  Howev¬ 
er,  within  these  diverging  view¬ 
points,  a  forum  is  being  provided  to 
learn  more  about  this  important 
aspect  of  human  behavior  that  has 
been  long  shrouded  in  ignorance.  □ 
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Controlled  clinical 
of  a  new  anorectic 


MIRIAM  K.  ELMALEH,  M.D. 
JEROME  MILLER,  M.D. 
Philadelphia 


IWI  any  physicians  will  undoubtedly 
react  with  skepticism  to  the  ap¬ 
pearance  of  a  new  anorexiant.  How¬ 
ever,  the  development  of  chemically 
distinctive  compound  mazindol, 
(Sanorex®,  Sandoz  Pharmaceu¬ 
ticals;  5-p-chlorophenyl-5-hydroxy- 
2,  3-dihydro-5H-imidazo  [2,1  -a] 
isoindole)  for  anorectic  applications 
was  of  high  interest,  since  it  offered 
the  possibility  of  obtaining  amphe¬ 
tamine-like  efficacy  without  the  cus¬ 
tomary  problems  related  to  central 
nervous  system  stimulation  and  in¬ 
creasing  dosage  requirements. 

A  review  of  preclinical  and 
limited  clinical  studies  demon¬ 
strated  that  further  investigation  of 
mazindol  was  warranted,  particu¬ 
larly  because  of  the  low-milligram 
dosages  employed  and  indications 
of  pharmacologic  and  chemical 
uniqueness.  As  a  result,  a  con¬ 
trolled  trial  was  conducted  with  pa¬ 
tients  having  simple  obesity.  The 
primary  purpose  was  to  determine 
this  compound’s  efficacy  and  safe¬ 
ty,  in  conjunction  with  caloric  re¬ 
striction,  when  compared  with  a 
placebo.  We  hope  that  our  findings 
and  interpretations  will  be  of  assist¬ 
ance  to  physicians  considering  a 
new  product  for  obesity,  a  condition 


which  is  often  refractory  to  treat¬ 
ment. 

Material  and  Method 

Patients  who  were  at  least  15  per¬ 
cent  overweight  (determined  from 
standard  weight  tables  of  the  Met¬ 
ropolitan  Life  Insurance  Co.,  1966) 
and  whose  obesity  was  unrelated  to 
endocrine,  cardiac,  or  metabolic 
causes  were  screened  from  a 
private  practice.  Thirteen  men  and 
forty-seven  women  aged  eighteen 
to  sixty-six  years  were  selected  who 
appeared  emotionally  stable  and 
motivated  to  participate  in  a  weight- 
reduction  program;  were  essentially 
of  good  health  and  did  not  require 
significant  concomitant  medication; 
had  not  received  anorectic  drugs 
within  the  previous  six  weeks;  and 
among  the  women,  were  neither 
pregnant  nor  lactating. 

Patients  were  randomly  assigned 
to  two  groups  of  forty  and  twenty 
persons.  For  twelve  weeks  the  forty- 
patient  group  received  2  mg  tablets 
of  mazindol  (one  tablet  per  day 
taken  one  hour  before  lunch),  while 
the  twenty-patient  group  received 
placebo  tablets  (also  one  tablet  per 
day  before  lunch).  In  compliance 
with  double-blind  procedures,  the 


active  and  placebo  tablets  were 
matched  in  appearance  and  pack¬ 
aging  so  that  neither  patients  nor 
staff  knew  the  identity  of  the  tablets 
being  administered  to  any  one 
person.  Both  treatment  groups  were 
also  advised  to  follow  a  1000  calorie 
diet  for  the  duration  of  the  trial  and 
were  given  menu  suggestions  and 
other  information  regarding  food 
values. 

All  patients  were  seen  at  two- 
week  intervals  during  the  trial  for 
evaluation  and  recording  of  data  on 
treatment  efficacy  and  safety.  At  an 
initial  pretrial  visit,  background  in¬ 
formation  (e.g.,  age,  sex,  duration  of 
obesity),  the  results  of  physical  and 
ophthalmoscopic  examinations,  and 
vital  signs  (body  weight,  blood  pres¬ 
sure,  pulse)  were  recorded,  and  a 
two-week  supply  of  the  assigned 
medication  was  provided  to  each 
patient.  In  an  effort  to  evaluate  the 
reliability  of  skinfold  thickness  as 
an  indicator  of  change  in  body 
adiposity,  data  on  each  patient’s 
triceps  and  subscapular  skin-fold 
thickness  were  also  recorded  at  the 
pretrial  visit.  (Choice  of  this 
parameter  was  prompted  by  a  fa¬ 
vorable  1965  report  by  Montoye,  Ep¬ 
stein,  and  Kjelsberg.1)  At  two-week 
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adults 


evaluation 
agent  in  obese 

‘After  twelve  weeks,  weight  reduction  achieved 
with  this  agent  adjunctive  to  caloric  restriction 

was  at  least  five  times  that  achieved  with  a 
comparable  regimen  of  placebo  and  dieting.’ 


— 

■ 


intervals  thereafter  during  the  trial, 
patients  returned  for  successive 
drug  supplies,  and  data  on  their 
vital  signs  and  the  nature  and  se¬ 
verity  of  adverse  reactions  were 
recorded.  The  latter  information 
was  obtained  in  interviews  with  the 
patients  regarding  any  effects  of 
medication  they  perceived  and  the 
spontaneity  of  their  comments  or 
complaints.  At  the  sixth  and  final 
visit  (the  twelfth  week),  follow-up 
physical  and  ophthalmoscopic  ex¬ 
aminations  and  skinfold  thickness 
measurements  were  also  per¬ 
formed. 


By  the  conclusion  of  the  trial, 
data  on  ten  of  the  original  sixty  pa¬ 
tients  were  eliminated  because  of 
six  dropouts  due  to  side  effects,  two 
due  to  treatment  failure,  one 
because  of  relocation  of  household, 
and  one  because  of  concomitant 
medication  with  a  diuretic  agent. 
Thirty-three  patients  received  ma- 
zindol  and  seventeen  a  placebo.  As 
shown  in  Table  I,  they  formed  com¬ 
parable  study  samples. 

Data  on  these  fifty  patients  were 
analyzed  with  appropriate  statis¬ 
tical  procedures  to  test  homogene¬ 
ity  of  the  study  samples  and  treat¬ 


ment  effects  as  follows:  (1)  back¬ 
ground  variables — analysis  of 
variance  and  nonparametric  tests; 
(2)  body  weight  and  other  vital 
signs — analyses  of  variance  and 
covariance,  t-tests,  and  trend  analy¬ 
sis  based  on  body-weight  “dif¬ 
ference  scores”  calculated  for  each 
patient*;  and  (3)  physical  and 
ophthalmoscopic  examinations  and 
adverse  effects — nonparametric 

tests.  Results  of  statistical  inference 
tests  were  declared  significant  at 
p<0.05. 

Results 

Tables  II  to  IV  summarize  the  key 
findings  of  the  trial  regarding  the 
weight-reduction  effects  of  ma- 
zindol  in  relation  to  placebo.  As 
Table  II  shows,  treatment  benefit 
was  greater  for  the  mazindol  than 
the  placebo  group  after  twelve 
weeks.  Seventy-six  percent  of  those 
given  mazindol  lost  weight,  com- 


*“ Difference  scores’’  —  weight  at  weeks 
2,4,6,8,10,  and  12  each  less  the  week  0 
weight.  The  average  group  “difference 
score ”  was  derived  from  the  weight 
change  of  all  patients  in  the  group  for 
each  rating  period. 


TABLE  I 


Characteristics  of  Study  Samples  (no  significant  differences) 

Mazindol  Placebo 

group  group 

Number  of  patients: 

Men 

6 

5 

Women 

27 

12 

Total 

33 

17 

Age  (average,  yrs.) 

40.0 

39.3 

Weight  (average,  lbs.) 

175.5 

177.5 

Ideal  weight  (average 
lbs.) 

133.7 

136.9 

Percentage  Overweight 
Duration  of  Obesity 

30.1 

29.4 

(average,  yrs.) 

9.4 

7.3 
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TABLE  II 

Results  of  12- Week  Treatment 
with  Mazindol  and  Placebo 

Number  (%)  of  Patients 

Treatment  Response 

Mazindol,  2  mg 
per  day 

Placebo 

Lost  Weight 

25  (76%) 

9  (53%) 

Weight  Unchanged 

2  (6% ) 

0(-) 

Gained  Weight 

6  (18%) 

33  (100%) 

8  (47%) 

17  (100%) 

TABLE  III 


Comparison  of  Average  Weight  Reduction 
Throughout  12-Week  Trial:  Mazindol  vs  Placebo 


Week  of  trial 

Average  Weight  Loss 
Compared  to  Baseline  (lb.) 
Mazindol  Placebo 

Difference  in 
favor  of 
Mazindol  (lb.) 

2  mg/d  ay 

Pretrial  Average 

Weight  175.36  177.53 

2 

4 

6 

8 

10 

12 


Week  1 2  Average 

Weight 

170.42 

176.65 

*  p<  0.05 

**p<0.01 


2.24** 

1.18 

1.06 

3.52** 

1.06 

2.46 

4.21** 

1.41 

2.80 

4.79** 

1.18 

3.61 

5.06** 

1.71 

3.35 

4.94** 

0.88 

4.06 

pared  to  53  percent  of  those  on 
placebo.  Also,  while  47  percent  of 
those  on  placebo  gained  weight, 
only  24  percent  of  the  mazindol 
group  either  lost  no  weight  or 
gained.  As  was  mentioned  pre¬ 
viously,  only  two  patients,  one  in 
each  group,  were  considered  treat¬ 
ment  failures.  Both  reported  an 
increase  in  appetite  and  were 
dropped  from  the  trial  after  six  or 
eight  weeks.  Their  data  were 
excluded  from  the  analyses. 

Considering  the  actual  weight 


change  realized  by  patients  in  both 
groups,  the  anorectic  effects  of  2 
mg  mazindol  once  a  day  proved  to 
be  statistically  significant  (Table 
III).  In  relation  to  their  average  pre¬ 
trial  weight,  mazindol  treated  pa¬ 
tients  showed  a  significant  average 
weight  loss  throughout  the  twelve- 
week  trial.  In  contrast,  the  average 
loss  of  placebo  treated  patients  was 
not  significant  at  any  point  during 
the  trial.  Comparison  of  the  average 
weight  losses  for  both  groups 
favored  mazindol  over  placebo  at 


each  biweekly  rating,  with  this  dif¬ 
ference  being  significant  at  weeks 
eight  and  twelve.  In  fact,  weight  loss 
on  mazindol  averaged  about  two  and 
a  half  times  greater  than  that 
achieved  with  placebo  during  the 
first  half  of  the  trial  and  about  four 
and  two-tenths  times  greater  during 
the  second  half. 

Trend  analyses  confirmed  that 
the  overall  pattern  of  weight  loss  for 
the  mazindol  group  was  signifi¬ 
cantly  linear.  Thus,  weight  reduc¬ 
tion  with  mazindol  was  achieved  at 
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a  rather  uniform  rate  throughout  the 
twelve-week  period.  No  significant 
trends  of  weight  change  were  de¬ 
tected  for  the  placebo  group,  how¬ 
ever.  Consequently,  by  the  end  of 
the  trial,  average  weight  of  the 
mazindol  group  was  reduced  4.9  lb. 
compared  to  0.9  lb.  for  the  placebo 
group. 

Because  of  clinical  emphasis 
given  to  the  effects  of  short-term 
therapy  with  anorectic  agents,  it 
was  desirable  to  examine  data  ob¬ 
tained  from  the  first  six  weeks  of 
treatment  (Table  IV).  At  this  mid¬ 
point  of  the  trial,  only  19  percent  of 
the  mazindol  group  (but  more  than 
twice  this  percentage  of  the 
placebo  group)  had  either  failed  to 
lose  weight  or  showed  a  gain.  On 
the  other  hand,  optimal  weight 
reduction  was  realized  by  31  per¬ 
cent  of  the  mazindol  group  com¬ 
pared  to  24  percent  of  those  on 
placebo.  These  patients  lost  at  least 
6  lb.,  or  an  average  of  1  lb.  or  more 
per  week.  The  remaining  patients 
who  did  benefit  after  six  weeks  of 
treatment  (50  percent  of  the 
mazindol  and  35  percent  of  the 
placebo  group)  lost  from  1  to  5  lb., 
or  less  than  1  lb.  per  week,  on 
average.  In  terms  of  the  actual 
weight  change  after  this  short  six- 
week  course  of  trial,  mazindol 


treated  patients  lost  4.21  lb.  on 
average,  while  placebo  treated  pa¬ 
tients  lost  one-third  as  much  or  1.41 
lb. 

The  use  of  skinfold  measurements 
for  an  objective  indication  of 
changes  in  body  adiposity  proved  to 
be  of  no  real  advantage  since  the 
pretrial  vs  twelve-week  data  on  this 
parameter  were  inconclusive.  On 
the  one  hand,  the  reduction  in 
triceps  skinfold  thickness  was  sig¬ 
nificant  (from  27.5  to  26.3  mm)  for 
the  mazindol  group  but  not  for  the 
placebo  group  (from  25.8  to  25.6 
mm).  Changes  in  subscapular 
thickness  were  insignificant  for 
both  groups,  and  for  neither 
measurement  were  differences  be¬ 
tween  the  groups  significant. 

Data  obtained  from  physical  and 
ophthalmoscopic  examinations, 
pulse  and  blood  pressure  measure¬ 
ments,  and  the  evaluation  of  ad¬ 
verse  reactions  indicated  no  clini¬ 
cally  significant  differences  be¬ 
tween  patients  given  mazindol  or 
placebo.  For  example,  with  ma¬ 
zindol,  side  effects  (primarily  mild 
and  transient  nausea,  headache, 
“bad  taste,”  or  nervousness)  were 
recorded  for  twelve  of  the  forty  pa¬ 
tients  in  this  group  at  the  start  of 
the  trial.  The  side  effects  were  con¬ 
sidered  drug-related  for  six  of  these 


TABLE  IV 

Short-term  Treatment  Results:  Weight  Change 

on  Mazindol  and  Placebo  After  Six  Weeks 

Percentage  (No.)  of  Patients 

Mazindol 

Placebo 

Lbs./Week 

group 

group 

Lost 

>1 

31.2% 

23.5% 

(10) 

(4) 

0.5-  0.9 

1 8.8% 

11.8% 

(6) 

(2) 

0.1  -  0.4 

31.2% 

23.5% 

(10) 

(4) 

0 

9.4% 

11.8% 

(3) 

(2) 

Gained 

<0.5 

9.4% 

29.4% 

(3) 

(5) 

Total 

1 00% 

100% 

(32)* 

(17) 

6-week  data  on  one  patient  were  not  complete. 

‘In  the 
light  of  the 
controversy 
about 

amphetamines, 
an  effective 
nonamphetamine 
like  mazindol 
cannot  be 
ignored.  .  . 

Safety 
parameters 
indicated  the 
active  drug 
was  well 
tolerated 
and  without 
potential 
health  hazards.’ 
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patients,  but  only  two  of  them  (ex¬ 
periencing  headache,  nausea,  and 
nervousness,1)  had  to  be  withdrawn 
from  medication.  For  the  remaining 
six  patients  on  mazindol,  the  side 
effects  could  not  be  related  to  the 
drug  with  certainty,  but  three  of 
these  patients  were  also  withdrawn 
from  treatment.  Among  the  original 
twenty  patients  given  placebo,  one 
developed  multiple  side  effects 
(depression,  headache,  lethargy, 
impotence)  and  was  withdrawn 
from  the  trial.  In  this  case  the  cause 
of  such  reactions  could  not  be  de¬ 
termined  with  certainty. 

Discussion 

Like  others  2  4  who  have  studied 
the  clinical  usefulness  of  mazindol, 
the  author  found  it  both  safe  and  ef¬ 
fective  as  an  anorectic  agent.  After 
twelve  weeks,  weight  reduction 
achieved  with  this  agent  adjunctive 
to  caloric  restriction  was  at  least 
five  times  that  achieved  with  a  com¬ 
parable  regimen  of  placebo  and 
dieting.  The  linear  pattern  of  weight 
reduction  noted  for  patients  given 
mazindol  also  demonstrated  rather 
consistent  efficacy  with  the  single  2 
mg/day  dosage  over  the  twelve- 
week  period,  although  more  sub¬ 
stantial  weight  loss  tended  to  occur 
in  the  early  weeks  of  treatment.  The 
observation  of  continuous  effect  at 
one  dosage  level  suggests  that  tol¬ 
erance  and  the  consequent  need  for 
increasing  dosages  are  unlikely  to 
develop  with  mazindol  treatment. 
This  may  represent  a  distinct  ad¬ 
vantage  over  the  use  of  amphe¬ 
tamine  anorectics,  which  often 
results  in  rapid  tolerance,  increased 
dosages,  and  in  some  cases, 
progression  to  psychic  depen¬ 
dence. 

In  this  trial,  as  in  the  others,  these 
findings  regarding  mazindol’s  ef¬ 
ficacy  were  not  compromised  by 
results  of  a  variety  of  safety  evalua¬ 
tions.  Generally  mild  drug-related 
side  effects  were  encountered  in  six 
patients  and  for  four  of  them  the  ef¬ 
fects  were  short-lived.  Since  dos¬ 
age  changes  were  not  permitted  by 
the  design  of  the  trial,  it  is  open  to 
speculation  whether  discontinuance 
of  mazindol  was  actually  necessary 
in  the  remaining  two  patients  with 
persisting  side  effects.  Under 


normal  clinical  circumstances,  the 
response  to  dosage  reductions 
would  indicate  if  these  patients 
were,  in  fact,  intolerant  of  the  drug 
or  else  were  amenable  to  lower- 
dosage  treatment. 

Two  recent  articles  by  Hadler2 
and  Collipp  et  al3  report  on  con¬ 
trolled  studies  of  mazindol  and 
placebo  that  are  comparable  in 
design  to  this  study.  In  the  first  trial, 
2  mg  mazindol  daily  was  adminis¬ 
tered  to  twenty-two  adult  patients 
for  twelve  weeks  along  with  caloric 
restriction,  while  seventeen  adults 
served  as  placebo  controls.  In  the 
second  trial,  the  same  dosage  was 
given  to  fifty  adolescents  under 
similar  dietary  conditions  for  twelve 
weeks,  and  placebo  was  given  to 
forty-three  adolescents.  In  both 
trials,  cumulative  weight  loss 
achieved  with  mazindol  was  greater 
than  with  placebo  (adults:  12.4  vs 
8.8  lb;  adolescents:  18.9  vs  11.8  lb.). 
In  the  adolescent  trial  this  dif¬ 
ference  was  statistically  significant. 
As  for  safety,  the  conclusions 
generated  by  both  trials  were  simi¬ 
lar  to  the  present  one:  mazindol  ap¬ 
peared  safe  and  relatively  well 
tolerated.  Thus,  data  available  on 
the  2  mg/day  dosage  of  mazindol 
confirm  that  it  safely  produces 
weight  loss  beyond  that  which  can 
be  attributed  to  motivational  factors 
or  placebo  effect  alone. 

Overall,  there  are  several  fea¬ 
tures  of  mazindol  which  enhance  its 
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clinical  usefulness.  Its  adminis¬ 
tration — one  2  mg  tablet  taken  each  | 
day — is  simple  and  quite  accept-  : 
able  to  patients.  Its  consistency  of 
effect  at  low-milligram  dosages 
noted  in  this  and  other  trials2  3  and  1 
its  apparent  lack  of  excessive  cen-  i 
tral  nervous  system  effects  indicate 
a  low  abuse  potential  as  compared 
to  the  amphetamine-type  drugs.  In 
the  light  of  the  controversy  about 
amphetamines,  an  effective  nonam-  j 
phetamine  like  mazindol  cannot  be 
ignored. 

Summary 

Data  are  presented  from  a 
twelve-week  controlled  comparative  i 
study  of  mazindol,  a  new  chemical 
entity,  and  placebo  in  sixty  ex¬ 
ogenously  obese  adults.  At  2  mg 
daily,  and  in  conjunction  with  calor¬ 
ic  restriction,  mazindol  produced 
significantly  more  weight  loss  (4.9 
lb.)  than  placebo  and  a  comparable  icj 
dietary  regimen  (0.9  lb)  after  twelve  : 
weeks. 

Safety  parameters  indicated  the  j 
active  drug  was  well  tolerated  and  i 
without  potential  health  hazards. 
Drug-associated  side  effects  devel-  i 
oped  in  six  patients  given  mazindol,  I 
while  multiple  reactions  of  unknown 
cause  were  seen  in  one  patient 
given  placebo.  In  most  cases,  side 
effects  were  mild  and  transient,  | 
However,  since  dosage  reductions 
were  not  permitted  in  the  trial,  three 
patients  (two  on  mazindol,  one  on 
placebo)  were  withdrawn  from 
treatment.  Finally,  from  a  brief  ! 
review  of  recent  clinical  reports,  the  j 
efficacy,  safety  profile,  and  poten-  l 
tial  clinical  benefits  of  this  nonam¬ 
phetamine  compound  are  dis-  : 
cussed.  □  ( 

x  i) 
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Electrocardiographic  T-wave  abnormalities 
accompanying  severe  hypoxia 


D  atients  presenting  with  pro¬ 
longed  hypoxia  are  occasionally 
encountered  in  all  emergency 
rooms.  We  recently  treated  three 
patients  who  developed  striking 
electrocardiographic  T  wave 
changes  following  hypoxia  of  di¬ 
verse  etiology.  One  patient  had  a 
“cafe  coronary,.”  another  self-ad¬ 
ministered  an  overdose  of  narcotic, 
and  the  third  received  an  overdose 
of  meprobamate. 

Case  Reports 

Case  1 — M.  M.,  a  65-year-old 
woman,  developed  a  severe  attack 
of  choking  while  dining  out  on 
January  26,  1972.  She  collapsed, 
became  cyanotic,  and  when  seen  in 
the  emergency  room  twenty 
minutes  later,  was  seriously  ill.  Her 
respirations  were  shallow  and 
labored,  pulse  was  150  per  minute 
and  regular,  and  her  blood  pressure 
was  170/110. 

Tracheal  intubation  yielded  a 
large  bolus  of  meat.  Tracheostomy 
was  performed,  and  more  aspirated 
meat  was  removed.  The  patient  was 
comatose,  and  ventilation  was  ac¬ 
complished  with  a  Bird  respirator. 
Consciousness  returned,  and  the 
patient  made  a  smooth  recovery  in 
spite  of  the  presence  of  an  aspira¬ 
tion  pneumonia. 

On  the  day  after  admission, 
January  27,  1972,  arterial  p02 

measured  57.5  mm  Hg  and  the  ox¬ 
ygen  saturation  was  91.5  percent. 
Electrocardiograms  on  January  26 
and  January  27  (Figure  1)  showed 
nonspecific  T  wave  changes,  but 
the  electrocardiogram  of  January  28 
(Figure  1)  showed  T  wave  changes 
strongly  suggestive  of  either  cere¬ 
bral  or  subendocardial  damage. 
The  serum  levels  of  glutamic 
oxaloacetic  transaminase  (SGOT) 
and  lactic  dehydrogenase  (LDH) 
were  normal  on  January  29  and  30. 
Electrocardiograms  showed  im¬ 
provement  by  February  5,  1972. 
During  her  hospital  stay,  the  patient 
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had  no  complaints  of  chest  pain  and 
did  not  develop  cardiac  complica¬ 
tions. 

A  classical  “cafe  coronary”  ap¬ 
parently  resulted  in  hypoxia  severe 
enough  to  cause  a  severe  disorder 
in  cardiac  repolarization. 

Case  2 — R.  D.,  a  16-year-old  boy, 
injected  himself  with  an  unknown 
dose  of  morphine  sulfate  on  Febru¬ 
ary  20,  1972.  This  was  followed  by 
collapse  and  cyanosis;  and  when 
seen  in  the  emergency  room,  he 
was  comatose,  cyanotic,  and  ta- 
chypneic.  The  pulse  was  120  per 
minute  and  the  systolic  blood  pres¬ 
sure  was  110  mm  Hg.  Narcan,® 
(Endo  Laboratories,  Inc.),  0.2  mg, 
was  given  intravenously  and  tra¬ 
cheal  intubation  was  performed. 


Recovery  was  uneventful.  The  initial 
electrocardiogram  (Figure  2) 
showed  only  nonspecific  changes  in 
ST  segments  and  T  waves.  On  Feb¬ 
ruary  21,  his  second  hospital  day, 
the  precordial  T  waves  were  in¬ 
verted,  and  this  became  more  pro¬ 
nounced  on  February  22  (Figure  2). 
Enzyme  determinations  are  shown 
in  Table  1.  Subendocardial  infarc¬ 
tion  was  a  possible  diagnosis. 
Therefore,  he  was  maintained  on  a 
modified  bedrest  program  and  did 
well.  A  final  electrocardiogram 
showed  improvement  (Figure  2).  He 
was  discharged  in  good  condition 
on  March  8,  1972. 

A  narcotic  overdose  caused 
prolonged  anoxia  due  to  respiratory 
depression  resulting  in  a  T  wave 
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pattern  thought  compatible  with 
subendocardial  damage. 

Case  3 — M.  G.,  a  65-year-old 
female,  was  admitted  on  September 
7,  1972.  She  was  a  known  manic- 
depressive  psychotic  and  alcoholic 
and  was  taking  meprobamate  daily. 
Her  family  noticed  progressive 
lethargy  and  eventual  collapse  and 
brought  her  into  the  hospital.  She 
was  comatose,  cyanotic,  and 
without  detectable  pulse  or  blood 
pressure.  An  endotracheal  tube  was 
inserted  and  a  Bird  respirator  with 
oxygen  was  used.  Several  hours 
later  the  p02  was  223  mm  Hg.  The 
level  of  meprobamate  was  10 
mgm/100  cc.  Aramine®  (Merck, 
Sharp  and  Dohme)  was  started  and 
continued  for  forty-eight  hours  until 
the  patient  finally  aroused  and  had 
normal  vital  signs.  Serum  enzyme 
results  are  shown  in  Table  2.  An 
electrocardiogram  taken  August  4, 
1969,  is  shown  for  comparison  (Fig¬ 
ure  3).  The  electrocardiograms  of 
September  7  and  8  show  a  probable 
anterior  superior  block  and  nonspe¬ 
cific  ST-T  changes  (Figure  3).  On 
September  9  and  10  there  was  mas¬ 
sive  T  wave  inversion  compatible 
with  either  cerebral  damage  or 
subendocardial  necrosis  (Figure  3). 
She,  as  the  others,  had  no  cardiac 
symptoms,  made  an  uncomplicated 
recovery,  and  was  discharged  on 
September  22,  1972. 

This  patient  is  similar  to  Case 
Two.  The  patient  took  an  overdose 
of  meprobamate  and  was  anoxic  for 
a  prolonged  period.  The  T  wave 
changes  could  have  been  the  result 
of  either  cardiac  or  cerebral  dam¬ 
age. 

Discussion 

Electrocardiographic  T  wave 
changes  are  nonspecific,  often 
labile,  and  may  be  affected  by  a  va¬ 
riety  of  “extra  cardiac”  factors  such 


as  cold,  autonomic  influences,  posi¬ 
tion,  electrolyte  imbalance,  drugs, 
and  endocrine  disorders.1  More  rel¬ 
evant  to  the  cases  reported  are  the 
T  wave  changes  that  have  been  no¬ 
ticed  in  a  variety  of  cerebral 
disorders.2*4  The  question  is 
whether  the  T  wave  changes  noted 
in  the  three  patients  reported  were 
evidence  of  cardiac  damage  or  due 
to  cerebral  factors. 

These  patients  were  exposed  to 
prolonged  hypoxia,  and  it  is  known 
that  as  little  as  five  minutes  of 
severe  hypoxia  or  anoxia  can 
produce  irreversible  damage  to  the 
mitochondrial  enzyme  systems  con¬ 


cerned  with  aerobic  metabolism  of 
the  heart.  Fifteen  to  twenty  minutes 
can  produce  mitochondrial 
swelling,  and  after  thirty  to  forty 
minutes  distortion  of  mitochondrial 
structure  occurs.5 

Clinicians  have  made  use  of 
hypoxia  as  a  test  for  angina  pec¬ 
toris  by  having  patients  breathe  ox¬ 
ygen  from  mixtures  which  lower  the 
p02  to  near  70  mm  Hg.6  A  positive 
test  consists  of  the  production  of 
typical  chest  pain  and/or  elec¬ 
trocardiographic  changes.  ST-T 
wave  changes  appear  to  be  the 
most  sensitive  index  of  myocardial 
damage.7.5 


TABLE  I 


DATE 

SGOT 

LDH 

CPK 

2/21/72 

88 

1176 

2/22/72 

80 

740 

2/23/72 

257 

2/25/72 

38 

408 

Normal 

up  to  40  u. 

up  to  50  u. 

up  to  50  u. 

TABLE  II 


DATE 

SGOT 

LDH 

CPK 

9/11/72 

70 

840 

382 

9/15/72 

33 

612 

32 

Serial  serum  enzyme  changes  in  Case  Three 


Serial  serum  enzyme  changes  in  Case  Two 


52 


Pennsylvania  Medicine,  September  1974 


a/ 4/69 


9/9/72 


Figure  3.  Serial  electrocardiograms,  patient  3. 

An  electrocardiogram  taken  in  1969  is  shown  for  comparison. 


Both  the  first  and  third  patients 
were  65  years  of  age  and  presumed 
to  have  coronary  artery  disease. 
Neither  patient  had  clinical  evi¬ 
dence  to  substantiate  myocardial 
infarction,  although  there  were 
serum  enzyme  elevations  in  the 
third  patient.  There  was  no  way  to 
definitely  make  a  diagnosis  in  the 
second  patient. 

Thus,  although  it  is  possible  that 
all  three  of  these  patients  may  have 
sustained  myocardial  damage, 
there  is  no  firm  proof  of  this.  Fur¬ 
ther  investigations  such  as  coronary 
arteriography  and  left  ven¬ 
triculography  were  not  performed. 

An  alternate  explanation  for  the  T 
wave  changes  is  the  “cerebral  T 
wave  syndrome.”  In  1962  Hugen- 
holtz2  reviewed  the  literature  on  this 
subject  and  discussed  the  QT 
prolongation  and  widely  inverted  T 
waves  occasionally  seen  in  associa¬ 
tion  with  cerebral  disorders.  He 
described  these  changes  in  patients 
with  subarachnoid  hemorrhage,  me¬ 


tastatic  brain  tumors,  and  cerebral 
embolism  and  thrombosis.  Other 
possible  mechanisms  for  the  T 
wave  changes  were  excluded. 
Hersch3  reported  T  wave  changes  in 
15  to  20  percent  of  patients  with  ei¬ 
ther  subarachnoid  hemorrhage, 
meningitis,  or  intracranial  space- 
occupying  lesions.  The  orbital  sur¬ 
face  of  the  frontal  lobe  (area  13) 
has  been  incriminated  as  the  cere¬ 
bral  controlling  factor,  and  this  area 
has  been  described  as  the  cortical 
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representation  of  the  vagus  nerve.4 
Stimulation  of  this  area  has 
produced  the  typical  ECG  changes.2 
Other  work  indicates  that  hypotha¬ 
lamic  irritation  can  cause  distor¬ 
tions  in  the  T  waves.9 

A  dissenting  point  of  view  is 
expressed  by  Koskelo  and  his  co¬ 
workers10  who  feel  that  the  T  wave 
changes  seen  in  association  with  in¬ 
tracranial  bleeding  result  from  true 
subendocardial  damage  caused  by 
reflex  hypertension  and  prolonged 
vagal  stimulation. 

Conclusion 

Three  patients  are  presented  who 
manifested  electrocardiographic  T 
wave  changes  following  bouts  of 
severe  generalized  hypoxia.  In  two, 
this  occurred  secondary  to  drug 
overdosage;  and  in  the  third,  the 
mechanism  was  a  foreign  body  in 
the  trachea.  In  two  of  the  three  pa¬ 
tients  the  electrocardiographic 
changes  were  accompanied  by 
transient  serum  elevations  of  glu¬ 
tamic  oxaloacetic  transaminase  and 
lactic  dehydrogenase.  The  changes 
suggest  the  occurrence  of  myocar¬ 
dial  damage  secondary  to  the  gen¬ 
eralized  hypoxia.  One  cannot,  how¬ 
ever,  rule  out  the  possibility  of  T 
wave  changes  of  a  “cerebral”  ori¬ 
gin.  □ 
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This  is  the  first  of  a  series  of  articles  which  PENNSYLVANIA  MEDICINE  will 
publish  on  hemophilia,  including:  emergency  room  care,  home  treatment, 
problems  in  children,  orthopedic  problems,  inhibitor  in  hemophilia,  and 
hepatitis  in  hemophilia. 


|_ |  EMOPHILIA  is  defined  as  an 
“hereditary  hemorrhagic 
diathesis  characterized  by  he- 
marthroses  and  deep  tissue 
bleeding,  due  to  deficient  genera¬ 
tion  of  intrinsic  thromboplastin.”* 
The  term  hemophilia  now  is  used  to 
cover  any  plasma  coagulation 
factor  deficiency  which  is  as¬ 
sociated  with  bleeding  symptoms. 
This  includes  classic  hemophilia. 
These  disorders  are  hereditary  in 
the  sense  that  they  are  genetically 
controlled,  but  many  patients  are 
seen  who  know  of  no  other  bleeders 
in  generations  past. 

Table  I  lists  the  International  num¬ 
bering  system  for  coagulation 
factors  and  some  synonyms. 

Table  II  lists  the  coagulation 
factors  deficiencies  or  ab¬ 
normalities  which  have  been  iden¬ 


*Dorland’s  Illustrated  Medical  Dic¬ 
tionary.  24th  ed.,  Philadelphia,  W.  B. 
Saunders  Co.,  1965,  p.  663. 


tified,  their  inheritance  patterns, 
and  the  estimated  incidence  per 
million.  The  population  of  Pennsyl¬ 
vania  is  about  12  million;  therefore, 
we  can  estimate  that  over  2,000 
bleeders  live  in  our  state.  Note  also 
that  deficiencies  of  VIII  and  IX  are 
by  far  the  most  common  of  the  heri¬ 
table  bleeding  diseases. 

Each  individual  with  hemophilia 
is  born  with  the  disease,  and  it  lasts 
throughout  his  life.  It  might  be 
likened  to  a  Sword  of  Damocles 
constantly  threatening  severe,  even 
fatal,  hemorrhage.  The  defect  may 
be  mild  or  very  severe,  and  the 
clinical  picture  and  need  for  treat¬ 
ment  vary  accordingly.  Most  com¬ 
monly,  hemorrhages  follow  some 
form  of  injury,  but  they  may  also  ap¬ 
pear  without  known  cause. 

The  most  common  clinical  mani¬ 
festations  are  easy  bruising, 
bleeding  from  the  kidneys,  bleeding 
into  the  joints,  and  excessive 
bleeding  following  injuries  or 


operations.  Bleeding  into  the  joints, 
acute  hemarthrosis,  is  very  painful  * 
but  responds  well  to  fraction  thera¬ 
py  if  treatment  is  started  early.  I 
When  hemarthroses  are  ignored  or 
there  are  repeated  episodes  in  the 
same  joint,  a  crippling  arthritis  may 
develop.  The  loss  of  many  days  L 
from  school  or  work  and  long, 
costly  periods  of  hospitalization 
have  been  common. 

Normal  plasma  factor  concen-  ■ 
trates  are  now  available  for  replace-  ( 
ment  therapy,  and  it  should  be  pos¬ 
sible  for  almost  all  hemophiliacs  to 
receive  treatment  which  prevents 
the  pain,  crippling,  loss  of  time  from 
school  or  work,  and  expense  of 
frequent  hospitalizations.  It  is  also 
hoped  that  with  regular  fraction 
therapy,  older  patients  will  be  able 
to  improve  joint  function  with  physi¬ 
cal  therapy  to  reconstructive  sur- 
gery.  Replacement  plasma  factor 
therapy  is  expensive,  and  adequate 
treatment  has  been,  until  recently, 
beyond  the  financial  means  of  many 
patients. 

Therapy  is  accomplished  with  ^ 
plasma  factor  concentrates  or  frac-  H 
tions.  These  are  available  for  factor 
I  deficiency  (Fibrinogen,®  Hyland 
Division,  Travenol  Laboratories, 
Inc.).  Concentrates  for  use  in  factor 
VIII  or  IX  deficiency  are  listed  in 
Table  III.  One  unit  represents  the  \ 
amount  of  factor  in  one  ml  of  fresh 
normal  plasma.  Dosage  should  be 
calculated  by  the  manufacturer’s 
stated  units  printed  on  the  bottle  j 
label.  The  exact  dosage  will  be  dis¬ 
cussed  in  detail  in  later  articles  on 
emergency  care  and  home  treat-  v 
ment.  Suffice  it  to  say  here  that  the 


TABLE  I 

Coagulation  Factors 

I  Fibrinogen 

II  Prothrombin 

III  Tissue  Thromboplastin 

IV  Calcium 

V  Proaccelerin,  Labile  Factor,  Ac  Globulin 

VI  Not  Used 

VII  Serum  Prothrombin  Conversion  Accelerator  (SPCA),  Stable  Factor, 
Proconvertin 

VIII  Antihemophilic  Factor  (AHG  or  AHF) 

IX  Plasma  Thromboplastic  Component  (PTC),  Christmas  Factor 

X  Stuart-Prower  Factor 

XI  Plasma  Thromboplastin  Antecedent  (PTA) 

XII  Hageman  Factor 

XIII  Fibrin  Stabilizing  Factor  (FSF) 

V.W.  von  Willebrand’s  Factor 

Fletcher  Factor 
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TABLE  II 

Plasma  Coagulation  Factor  Deficiencies 

Inheritance  Pattern 

Incidence 
per  M 

Afibrinogenemia  (Dys-) 

Autosomal  Recessive 

1 

Hyoprothrombinemia 

Autosomal  Recessive 

1 

Factor  V  Deficiency 

Autosomal  Recessive 

1 

Factor  VII  Deficiency 

Autosomal  Recessive 

1 

Hemophilia — Classic 

X-Linked  Recessive 

140 

Hemophilia  B 

X-Linked  Recessive 

40 

Factor  XI  Deficiency* 

Dominant  with  Variable  Penetrance 

4 

Factor  XII  Deficiency* 

?  Dominant  with  Variable  Penetrance 

4 

Factor  XIII  Deficiency 

Autosomal  Recessive 

1 

von  Willebrand’s  Disease 

Dominant  with  Variable  Penetrance 

12 

Fletcher  Factor  Deficiency 

?  Autosomal  Recessive 

1 

*  Bleeding  tendency  may  be  mild  or  absent 

usual  dosage  given  two  or  three 
times  a  day  is  calculated  to  raise 
the  level  of  factor  activity  to  30  to  50 
percent,  in  units,  of  the  plasma  vol¬ 
ume.  The  latter  is  calculated  as  the 
weight  in  kg  x  48  or  in  lbs.  x  22. 
Table  III  lists  the  average  units  per 
bottle  or  bag  and  volume  after  dis¬ 
solving  of  the  currently  available  VIII 
and  IX  concentrates.  It  may  be  noted 
that  most  of  the  fractions  are  more 
than  10-fold  concentrations  of  the 
amount  of  factor  in  the  original 
plasma. 

Cryoprecipitate  is  prepared  in 
most  blood  banks.  Other  commer¬ 
cial  fractions  may  become  available 
soon.  Any  blood  product  may  con¬ 
tain  hepatitis  virus.  This  is  particu¬ 
larly  true  of  the  lyophilized  fractions 
which  have  been  prepared  from 
large  pools  of  plasma. 

Replacement  therapy  is  effective 
in  controlling  hemorrhage  in  about 
90  percent  of  severe  hemophiliacs. 


The  remaining  10  percent  have 
neutralizing  antibodies  which  pre¬ 
vent  the  obtainment  of  satisfactory 
levels.  This  subject  will  be  discussed 
in  detail  in  a  later  paper  in  this 
series. 

Pennsylvania  is  one  of  the  first 
states  to  recognize  the  very  special 
problems  involved  in  the  diagnosis 
and  treatment  of  hemophilia  and  to 
adopt  a  state-supported  comprehen¬ 
sive  care  program  for  Pennsylvania 
residents.  This  program  was  the 
result  of  Act  59A,  signed  by  Gover¬ 
nor  Shapp  on  December  4,  1972,  and 
implemented  by  the  Department  of 
Health,  with  the  assistance  of  an  ad¬ 
visory  committee  of  physicians,  pa¬ 
tients,  parents  of  patients,  and  rep¬ 
resentatives  of  affiliates  of  the  Na¬ 
tional  Hemophilia  Foundation,  on 
March  8,  1973.  The  program 

presently  consists  of  special  centers 
which  offer  comprehensive  evalua¬ 
tion  and  re-evaluation  services  and 


blood  products  for  hospital,  outpa¬ 
tient,  or  home  use.  Patients  must  be 
registered  on  the  program  to  receive 
these  benefits,  and  insurance  and 
Title  XIX  benefits  are  used  before 
state  program  funds  are  expended. 

Any  physician  may  refer  a  patient 
from  Pennsylvania  who  has  hemo¬ 
philia  or  is  suspected  of  having  he¬ 
mophilia  to  the  closest  center  (see 
list  below).  Diagnostic  services  are 
offered  at  all  centers.  Immediate 
treatment,  advice,  and  suggestions 
for  future  treatment  are  also  avail¬ 
able.  The  centers  make  arrange¬ 
ments  for  the  referring  physician  to 
receive  clinical  reports  and,  when 
feasible,  to  participate  in  the  routine 
management  of  the  patient.  The 
coordinator  at  the  center  may  be 
contacted  for  appointments,  reports, 
or  further  information. 


Allentown 

Hemophilia  Treatment  Center 
The  Allentown  Hospital  Association 
17th  and  Chew  St. 

Allentown,  Pennsylvania  18102 
Director:  Dr.  David  Prager 

Coordinator:  Ms.  Marion  Royer 
Telephone:  (215)821-2398 

Darby 

Hemophilia  Center 
Mercy  Catholic  Medical  Center 
Fitzgerald  Mercy  Division 
Lansdowne  Ave.  and  Bailey  Rd. 

Darby,  Pennsylvania  19023 
Director:  Dr.  Isaac  Djerassi 

Telephone:  (21 5)  586-5020  Ext.  221 0 

Hershey 

Harrisburg-Hershey  Hemophilia  Center 
Milton  S.  Hershey  Medical  Center 
Hershey  1 7033 

Director:  Dr.  Elaine  Eyster 

Coordinator:  Ms.  Judy  Haverstick 
Telephone:  (717)534-8399 

Lancaster 

Hemophilia  Center 
St.  Joseph’s  Hospital 
Lancaster  1 7604 

Director:  Dr.  Carroll  M.  Carroll 

Coordinator:  Ms.  G.  Kenneth  Smithson 
Telephone:  (717)  397-2821  Ext.  570 


TABLE  III 

Available  VIII  and  IX  Concentrates 

VIII  -  AHF 

Units/bottle  or  bag 

Vol.  (ml) 
of  diluent 

1. 

Cryoprecipitate 

100  to  140 

±33 

2. 

AHF  (Abbott  Laboratories) 

±250 

25 

3. 

Hemofil  (Hyland  Div.  Travenol 
Laboratories,  Inc.) 

±  250  or  ±  750 

1 0  or  30 

4. 

5. 

Humafac  (Parke-Davis  &  Company) 
Factorate  (Armour  Pharmaceutical 

±250 

6 

Co.) 

IX  -  PTC 

±300 

25 

1. 

Konyne  (Cutter  Laboratories,  Inc.) 

±500 

20 

2. 

Proplex  (Hyland  Div.  Travenol 
Laboratories,  Inc.) 

±500 

30 
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Philadelphia 


Hemophilia  Project 
Einstein  Medical  Center 
York  and  Tabor  Rds. 

Philadelphia  19141 
Director:  Dr.  Mehdi  K.  Kajani 

Coordinator:  Ms.  Betty  Griffin 
Telephone:  (215)  329-0700  Ext.  255 

Philadelphia 

Hemophilia  Center 

Children’s  Hospital  of  Philadelphia 

1  Children’s  Center 

34th  St.  and  Civic  Center  Blvd. 

Philadelphia  19104 

Director:  Dr.  Frances  Gill 

Coordinator:  Ms.  Regina  Blumenstein 

Telephone:  (215)  387-6000,  Ext.  597 


You  are  cordially  invited  to  attend 


Philadelphia 

Cardeza  Foundation 
Hemophilia  Center 
Jefferson  Medical  College 
Thomas  Jefferson  University  Hospital 
1015  Sansom  St. 

Philadelphia  19107 
Director:  Dr.  Sandor  S.  Shapiro 

Coordinator:  Ms.  Barbara  Erlick 
Telephone:  (215)829-7786 


Friday  Evening,  October  11, 1974 

The  William  Penn  Hotel 
RECEPTION  (7:00  p.m.) 

(Compliments  of  Frank  B.  Hall  &  Co.  of  Pennsylvania 
and  Argonant  Insurance  Co.) 


Pittsburgh 

The  Hemophilia  Center  of  Western 
Pennsylvania 

Central  Blood  Bank  of  Pittsburgh 
812  Fifth  Ave. 

Pittsburgh  15219 

Director:  Dr.  Jessica  H.  Lewis 

Coordinator:  Miss  Toni  Gorenc 
Telephone:  (412)  391-8290  Ext.  75  or  76 

Reading 

Hemophilia  Center 
Reading  Hospital 
Reading  19602 

Director:  Dr.  Charles  Lusch 

Coordinator:  Ms.  Vicky  Hoover 
Telephone:  (215)378-6000 


Dinner,  Dancing, 
and  Entertainment  (8:00  p.m.) 


•  Installation  of  A.  Reynolds  Crane,  M.D.,  125th  President 

•  Presentation  of  Distinguished  Service  Award  to  Russell  B.  Roth,  M.D.,  Imme¬ 
diate  Past  President,  American  Medical  Association 

•  Presentation  to  H.  Thompson  Dale,  M.D.,  Retiring  Trustee  and  Councilor 

•  Special  Recognition  of  the  Fiftieth  Anniversary,  Woman’s  Auxiliary 

•  Presentation  of  Benjamin  Rush  Awards 


Please  reserve _ tickets  at  $12.00  per  person  for 

the  Annual  State  Dinner  Banquet. 


Dr.  Lewis  is  director  of  the  He¬ 
mophilia  Center  of  Western 
Pennsylvania  and  chairman  of 
the  Advisory  Committee  for  He¬ 
mophilia  of  the  Pennsylvania 
Department  of  Health.  Dr.  Gens 
is  director  of  the  Hemophilia  Pro¬ 
gram  of  the  Pennsylvania  Depart¬ 
ment  of  Health. 


Name  _ 

Address 


(Please  print) 


(Please  make  checks  payable  to 
Pennsylvania  Medical  Society.) 


56 


Pennsylvania  Medicine,  September  1974 


Supplied:  Tablets:  0.t)25  mg.,  0.05  mg.,  0.1  mg.. 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 

color-coded  in  bottles  of  100,  500,  and  1000.  ■■ 
Injection:  500  meg.  lyopnilized  active  ingredient 

and  10  mg.  of  Mannitol,  U.S  P,  in  10ml.  single-dose 
vial,  with  5  ml.  vial  of  Sodium  Chloride  Injection 
U.S.P.  as  a  diluent* 


FLINT  LABORATORIES 

DIVISION  OF  TRAjVENOL  LABORATORIES.  INC 
Deerfield,  Illinois, 360015 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat¬ 
ment  of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi¬ 
cation  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a  curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiratit 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  tfc 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidend 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  I 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulceratn 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  rry 


Therapeutic  comparisons 
in  peptic  ulcer. 


Antacids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


Pro-Banthine  has  four. 

nrandof  ,11.  1  .1 

propantheline  bromide 


Antacids: 

Antacids  relieve  ulcer  pain  by  neutralizing  gastric 
acid.  This  action  is  relatively  short-lived  and  they  have 
no  other  mode  of  action. 

Pro-Banthine: 

Pro-Banthine  suppresses  gastric  acid 
secretion.  The  antisecretory  properties  of 
Pro-Banthine  are  well  established.  By  effectively 
blocking  vagotonic  impulses  Pro-Banthine  suppresses 
gastric  secretion  to  reduce  both  total  and  free  acid. 

Pro-Banthine  helps  relieve  pain. 

Pro-Banthine  relieves  ulcer  pain  by  reducing  gastric 
secretion  and  the  motility  and  spasm  of  the 
gastrointestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a  single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8  to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

"Innes,  I.  R.,  and  Nickerson,  M.,  in  Goodman,  L.  S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company, 
1970,  p.537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


Address  medical  inquiries  to:  G.  D.  Searle  &  Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


SEARLE 


Searle  &  Co. 

San  Juan,  Puerto  Rico  00936 


occur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
adverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
insomnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa¬ 
tion,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dosage  for  adult 
oral  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse¬ 
quent  adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
made. 

Pro-Banthine  R A.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
bromide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab¬ 
olized.  Thus  the  result  is  even,  high-level  anticholinergic  activity  main¬ 
tained  all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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The  Role 
of  the 

Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


Dialogue 


“I  may  be  prejudiced,  but  I  am 
very  much  in  favor  of  the  detail  men 
I  meet.  Most  of  them  are  knowledge¬ 
able  about  the  drugs  they  promote 
and  can  be  a  great  help  in  acquaint¬ 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I  think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I  have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na¬ 
ture  of  my  practice.  They,  there¬ 
fore,  limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I  usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country 
there  is  a  potential  for  detail  men 
to  play  a  meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa¬ 
tives  and  salesmen  of  the  pharma¬ 
ceutical  industry  is  the  type  of  con¬ 
tact  that  people  in  a  medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihod 
on  a  somewhat  different  level  from 
that  of  the  practicing  physician.  * 

Let  me  touch  on  how  I  person¬ 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes¬ 
sionals.  Thus  they  could  be— and 
at  times  actually  are— dissemina¬ 
tors  of  useful  information.  They 
could  consistently  serve  a  real  edu¬ 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific¬ 
ally  sound  and  therefore  truly  use¬ 
ful— as  well  as  some  excellentfilms 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


‘ 


Is  He  a  Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a  great  fund  of  information 
about  the  drug  products  he  is  re¬ 
sponsible  for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I  exercise  some  caution.  I  usu¬ 
ally  accept  most  of  the  statements 
and  opinions  that  I  find  in  the 
papers  and  studies  which  come 
from  the  larger  teachingfacilities. 

It  goes  without  sayingthat  a  physi¬ 
cian  should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a  candidate  for  the 
position  as  a  sales  representative 
of  a  pharmaceutical  company 
should  be  a  graduate  pharmacist 
who  has  a  questioning  mind.  I  don’t 
think  this  is  possible  in  every  case, 

||  and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa¬ 
tional  material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti¬ 
cal  companies  are  not  producing  all 
1  this  material  as  a  labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti¬ 
vated  sales  representative  can 
exert  a  negative  influence  on  the 
practicing  physician,  both  by  pre¬ 
senting  a  one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a  representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen¬ 
sively.  It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con¬ 
stantly  reviewed  as  well  as  up¬ 
dated.  This  phase  of  the  sales  rep¬ 
resentative’s  education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I  am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a  great  deal  of  in¬ 
formation  about  the  products  they 
produce  — information  about  indi¬ 
cations,  contraindications,  side 
effects  and  precautions.  Yet,  al¬ 
though  most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful¬ 
fill  their  important  function.  Inci¬ 
dentally,  I  feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  bean  ongoing  one. 
There  must  be  a  continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo¬ 
tional  and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor¬ 
rective  criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ¬ 
ent  peer  review.  The  better  edu¬ 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar¬ 
maceutical  industry,  health  pro¬ 
fessionals  and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa¬ 
tion  on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an¬ 
swers  to  specific  questions  sup¬ 
plied  by  the  pharmaceutical  repre¬ 
sentative.  However,  that  informa¬ 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur¬ 
geons  or  salesmen. 

Value  of  Sampling 

I  personally  am  in  favor  of 
limited  sampling.  I  do  not  use 
sampling  in  order  to  perform  clini¬ 
cal  testing  of  a  drug.  I  feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a  controlled  environment. 

I  do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I  do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I  get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a  liquid 
form  I  take  the  time  to  taste  it.  In 
that  way  I  am  able  to  give  my  pa¬ 
tients  more  complete  information 
about  the  particular  medications 
that  I  prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuingeducation.  The  practi¬ 
tioner  must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  fight,  but  has  the  re¬ 
sponsibility  to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a  high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a  high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I  challenge  the  industry  as 
a  whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


TRAUMA! 

Treatment  of  facial  fractures 

ARTHUR  M.  CALABRETTA 
WILLIAM  P.  GRAHAM  III,  M.D. 

STEPHEN  H.  MILLER,  M.D. 

Hershey 


Figure  1.  Comminuted  unstable  nasal  fracture  treated  by 
transnasal  fixation  of  aluminum  compression  plates  and  the 
insertion  of  silastic  nasal  splints. 


W  ith  today’s  high  speed  trauma,  facial  injuries  and 
fractures  comprise  a  large  proportion  of  acute 
emergency  room  admissions.  Although  many  may  be 
treated  without  the  necessity  of  hospitalization,  certain 
of  these  injuries  are  among  the  most  complicated  frac¬ 
tures  treated. 

Nasal  Fractures 

The  simple  depressed  or  angulated  nasal  fracture 
may  be  best  diagnosed  by  physical  examination  rather 
than  x-ray.  Occasionally,  prior  to  the  onset  of  edema, 
the  fracture  may  be  expeditiously  and  painlessly 
reduced  through  simple  elevation  of  the  bridge,  out¬ 
ward  displacement,  and  then  repositioning  of  the 
depressed  nasal  bones.  Most  often  local  anesthesia 
with  lidocaine  containing  epinephrine  and  topical 
cocaine  is  needed.  Remolding  can  then  be  done  and 
the  septum  checked  for  any  displacement  prior  to  the 
application  of  an  aluminum  splint  and  a  small  amount 
of  intranasal  lubricated  gauze  packing.  This  gauze  is 
usually  removed  within  twenty-four  hours  and  the  splint 
removed  at  seven  days.  The  patient  must  be  cautioned 


about  the  possibility  of  late  nasal  hemorrhage  and  the 
likelihood  of  later  septal  deviation  and  dorsal  hump  for¬ 
mation  despite  proper  adequate  initial  treatment.  Such 
changes  follow  upon  variation  in  individual  healing. 

Comminuted  nasal  fractures  and  open  nasal  frac¬ 
tures  may  be  unstable  after  reduction.  The  use  of 
carved  intranasal  splints  of  silastic  and  small  external 
aluminum  compression  plates  insure  the  best  chance 
of  maintaining  a  decent  nasal  profile  with  a  narrow 
nose  and  adequate  airway  (Figure  1).  The  aluminum 


This  paper  was  prepared  by  the  division  of  plastic 
surgery,  department  of  surgery,  at  the  Milton  S. 
Hershey  Medical  Center,  Pennsylvania  State  Univer¬ 
sity,  Hershey.  Dr.  Graham  is  chief  of  plastic  and 
reconstructive  surgery  and  Dr.  Miller  is  associate 
professor  of  surgery.  Mr.  Calabretta  is  a  senior  med¬ 
ical  student.  The  Pennsylvania  Division  of  the  Ameri¬ 
can  Trauma  Society  and  the  State  Society’s  Com¬ 
mission  on  Emergency  Medical  Services  assist  in 
the  dissemination  of  information  on  trauma. 
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Figure  2.  Technique  of  zygomatic  arch  elevation  by  using  a 
towel  clip  or  other  heavy  hook. 


plates  which  are  held  by  through-and-through  trans¬ 
nasal  wiring  are  removed  at  ten  to  sixteen  days.  At  the 
same  time,  the  splints  are  removed.  The  use  of  the  soft 
silastic  forms  avoids  prolonged  nasal  packing  and  its 
attendant  risk  of  infection. 

Septal  injuries  may  be  deceptive,  and  incomplete 
cracks  within  the  cartilage  are  likely  to  produce  later 
deformity.  Submucosal  hematomas  must  be  evacuated 
to  avoid  excessive  scarring  and  later  deviation.  In  rare 
instances,  a  submucosal  septal  resection  is  indicated 
acutely. 

Zygomatic  Arch  Fractures 

These  injuries  result  from  sharp  direct  blows  to  the 
zygomatic  arch  which  do  not  produce  a  classical  tripod 
fracture,  but  a  depressed  fracture  of  the  arch  alone. 
Trismus  is  a  common  finding  related  as  much  to 
swelling  and  possible  pressure  on  the  temporalis 
muscle  and  tendon  as  impingement  on  the  coronoid 
process. 

Elevation  with  a  towel  clip  after  the  infiltration  with 
local  anesthesia  is  very  easily  done1  (Figure  2).  Rare 
comminuted  fracture  may  be  unstable  and  require  in¬ 
ternal  fixation. 

Malar  Complex  Fractures 

These  injuries  that  follow  blunt  trauma  to  the  cheek 
are  typified  by  infraorbital  anesthesia,  periorbital 
ecchymosis,  and  subconjunctival  hemorrhage,  with  or 
without  diplopia.  There  is  usually  tenderness  at  the 
frontal  zygomatic  suture  line  and  on  the  medial  inferior 


orbital  rim,  as  well  as  across  the  antral  wall.  Elevation 
of  the  depressed  fractures  is  usually  easily  ac¬ 
complished  by  the  technique  popularized  by  Herceg 
and  Harding.2  The  superior  orbital  fracture  is  exposed 
and  stabilized  with  a  wire  suture  which  is  not  tightened 
until  the  malar  complex  is  elevated  by  a  heavy 
hemostat  beneath  the  arch  and  prominence  (Figures  3A 
and  B,  4A  and  4B).  Occasionally  an  unusual  injury 
produces  comminution  of  the  malar  bone  and  extensive 
internal  fixation  is  required. 


Orbital  Floor  Fractures 

An  orbital  floor  fracture  is  not  a  “blow  out”  fracture 


Figures  3A  and  3B.  Repositioning  of  malar  fracture  by  in¬ 
ternal  fixation  at  frontal  zygomatic  suture  line  and  elevation 
of  the  prominence  by  a  hemostat  inserted  through  the 
cheek. 
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unless  the  fractures  do  not  extend  into  the  adjacent 
bones  and  diplopia  is  present.  Thus,  properly,  a  “blow 
out”  fracture  is  a  clinical  entity  substantiated  by  X-ray. 

Originally  orbital  floor  fractures  were  treated  by  a 
Caldwell  Luc  approach  through  the  canine  fossa  with 
blind  elevation  and  packing.3  This  was  supplanted  by 
the  direct  approach  to  the  orbital  floor  through  the 
lower  lid.  More  recently,  Tessier  and  others  have 
shown  that  a  transconjunctival  approach  to  the  orbital 
floor  gives  superb  exposure  and  enables  the  surgeon  to 
insert  a  prosthetic  support  if  it  is  indicated.4  This 
approach  can  be  combined  with  the  treatment  of  other 
fractures  if  orbital  floor  fractures  are  present. 

LeFort  Fractures 

In  1901,  based  on  experimental  observations,  LeFort 
defined  three  sites  of  facial  weakness  which  could  give 
rise  to  a  typical  injury  within  the  midface.  These  are: 
the  LeFort  I,  a  simple  transverse  fracture  of  the  maxilla; 
the  LeFort  II,  a  pyramidal  fracture  extending  into  the 
nasal  aperture;  and  the  LeFort  III  or  craniofacial  sepa¬ 
ration. 

LEFORT  I.  Most  commonly  today,  this  results  from 
striking  one’s  anterior  maxilla  on  a  steering  wheel  or 
other  hard  ridged  object.  Fixation  will  require  intermax¬ 
illary  fixation  with  suspension  of  the  mandible  or  max¬ 
illa  from  the  zygomatic  arches  or  orbital  rims.  Healing 
is  usually  rapid,  and  the  fixation  can  be  removed  in  five 
to  six  weeks. 

LEFORT  II.  The  pyramidal  fracture  is  most  readily 


Figure  4B.  Fracture  reduced  by  the  simple  technique 
described  in  the  text. 


Figure  4A.  Left  malar  fracture.  Arrow  indicates  the 

Figure  5A.  LeFort  III  fracture. 

opacified  antrum. 
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Figure  5B.  LeFort  III  fracture  reduced  and  fixed  internally 
with  suspension  wires  to  the  mandibular  arch  bar.  The  com¬ 
minuted  nasal  fracture  has  been  treated  with  compression 
plates  and  intranasal  silastic  splints. 


Figure  6A.  LeFort  III  fracture  in  an  edentulous  patient 
whose  dentures  were  employed  in  the  fixation. 


Figure  6B.  Usual  fixation  of  LeFort  III  fracture  with  facial 
suspension  wires  connected  to  pull  out  wires  near  the 
temples. 


treated  by  intermaxillary  fixation  with  the  mandible 
then  suspended  to  the  orbital  rims,  securing  good  an¬ 
terior  positioning  of  the  maxilla.  Again,  fixation  is 
needed  for  five  to  six  weeks. 

LEFORT  III.  The  most  severe  injury  in  this  group  is 
the  craniofacial  separation,  often  accompanied  by  a 
mandibular  fracture  and  intracranial  injuries.  Cerebro¬ 
spinal  fluid  leaks  occur  most  often  with  this  fracture.  If, 
in  addition  to  the  craniofacial  separation,  a  vertical 
fracture  through  the  central  face  has'  occurred,  then 
transfacial  fixation  with  a  Kirschner  wire  between  the 
two  malar  prominences  may  be  needed.  Usually  the  su¬ 
perior  lateral-orbital  fractures  are  reduced  and  suspen¬ 
sion  wires  placed.  The  mandible  and  maxilla  are  placed 
in  occlusion  and  intermaxillary  wiring  done.  If  the 
middle  third  of  the  face  retrudes  or  the  fractures  are 
unstable,  external  traction  may  be  needed.  This  can  be 
a  simple  plaster  headcap  with  outriggers  or  a  sophis¬ 
ticated  halo  designed  expressly  for  this  purpose.  Me¬ 
dial  or  inferior  orbital  fixation  may  also  be  required.  Im¬ 
mobilization  for  six  weeks  is  needed.  See  figures  5A 
and  B  and  6A  and  B. 

Mandibular  Fractures 

Mandibular  fractures  occur  anywhere  within  the 
mandible:  symphysis,  body,  ramus,  or  subchondral.  The 
simple  undisplaced  stable  fracture  can  often  be  treated 
with  intermaxillary  fixation  by  the  use  of  wire  ligatures 
or  the  application  of  arch  bars.  The  skillful  surgeon  can 
perform  this  task  using  local  anesthesia  without  dis¬ 
comfort  to  the  patient.  Generally  four  weeks  im¬ 
mobilization  will  prove  sufficient. 

Fractures  at  more  than  one  site  usually  require  open 
reduction  and  internal  fixation  of  at  least  one  of  the 
fractures.  The  aim  is  to  convert  the  mandible  which  has 
more  than  one  fracture  into  that  which  has  only  a  single 
unfixed  fracture  by  the  internal  stabilization  of  the  extra 
fractures.  Subsequently,  intermaxillary  fixation  will 
maintain  the  needed  immobilization  for  six  weeks  (Fig. 
7  A  and  B). 

Dental  caries  and  poor  oral  hygiene  markedly 
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increase  the  risk  of  infection  as  most  mandibular  frac-  ! 
tures  are  open  through  the  mucosa  or  a  tooth  socket. 
Antibiotic  coverage  for  seven  to  ten  days  post-injury  is 
recommended  for  most  facial  fractures.  Seldom  do  in¬ 
fections  occur  in  fractures  of  bones  other  than  the  man¬ 
dible.  Once  osteomyelitis  of  the  mandible  is  present, 
the  patient  is  committed  to  a  long  course  of  immobiliza-  *i 
tion,  sequestrectomy,  bone  grafting  (usually  rib),  and  in 
many  cases,  limitation  of  mandibular  excursion  follow¬ 
ing  treatment.  i 

New  techniques  employing  compression  plates  have 
aided  in  the  management  of  complicated  mandibular 
fractures.  Immobilization  is  the  key  to  good  mandibular  f 
healing.  In  the  edentulous  patient,  acrylic  prosthetic 
splints  may  be  employed  to  achieve  proper  occlusion. 
Circumferential  wire  fixation  of  the  patient’s  own  den¬ 
tures  is  the  best  aid  to  immobilization  and  good  align-  1 
ment. 

Often  facial  fractures  will  not  “follow  the  book”  but 
challenge  the  ingenuity  of  the  surgeon  in  treating  them  !*, 
(Figure  8).  □ 


1.  Graham,  W.  P.,  Acker,  G.;  Rosenfeld,  K.;  Lehr,  H.  B.  Simple  reduction  of 
zygomatic  arch  fractures.  J.  Trauma  10:874,  1970. 

2.  Herceg,  S.  J.;  Harding,  R.L.  Simple  method  for  reduction  of  fractures  of  Is* 
zygoma.  Plast.  and  Reconstr.  Surg.  42:176,  1968. 

3.  Kenepp,  N.  B.;  Whitaker,  L.  A.;  Graham,  W.  P.  Evaluation  of  maxillary  an- 
trostomy  in  the  treatment  of  fractures  of  the  middle  third  of  the  face.  J.  of 
Trauma  13:884,  1973. 

4  Converse,  J.  M.;  Firmin,  F.;  Smith,  D.  W.;  Friedland,  J.  A.  The  conjunctival 
approach  in  orbital  fractures.  Plast.  and  Reconstr.  Surg.  52:656,  1973. 


Figure  7B.  Treatment  of  mandibular  fracture  with  internal 
fixation  and  arch  bars. 


Figure  8.  Segmental  fracture  of  superior  orbital  rim  treated 
by  elevation  and  internal  fixation. 


Figure  7 A.  Unstable  fracture  of  the  body  of  the  mandible. 
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Comments  on  PSRO  and  peer  review 


Utilization  Review  Committee 

According  to  Dr.  Francis 
Moore,  distinguished  surgeon  at 
the  Peter  Bent  Brigham  Hospital 
in  Boston,  the  PSRO  as  a  peer 
review  mechanism  is  doomed  to 
failure.*  This  prediction  is  based 
on  his  belief  that  the  peers  doing 
the  peer  reviews  will  constitute 
themselves  a  new  nobility,  a 
“Peerage”  so  to  speak,  who  will 
assume  the  role  of  super  peers. 
He  predicts  the  demise  of  PSRO 
by  1980. 

He  also  makes  the  statement 
that  the  entire  thrust  of  PSRO 
will  be  directed  to  cost  contain¬ 
ment  and  will  accomplish  merely 
the  definition  of  allowable  or 
permissible  charges  without 
consideration  of  the  quality  of 
clinical  care. 

To  illustrate  what  might  be  in 
store  for  the  hapless  conscien¬ 
tious  physician,  who  (adhering 
strictly  to  the  arbitrary  rules  of 
PSRO)  discharges  a  patient 
prematurely  at  the  insistence  of 
the  chairman  of  the  PSRO  com¬ 
mittee,  Dr.  Moore  cites  a  hypo¬ 
thetical  case.  The  patient  is 
depicted  as  a  45-year-old 
woman  who  undergoes  a  hys¬ 
terectomy  for  uterine  bleeding 
due  to  a  small  submucous 
fibroid.  Preoperative  procedures 
are  properly  done  in  accordance 
with  PSRO  guidelines.  The  post¬ 
operative  course  is  uneventful, 
but  on  the  day  of  prescribed 
discharge,  the  patient  is  weak 
and  wobbly,  and  the  surgeon  is 
reluctant  to  discharge  her.  Nev¬ 
ertheless,  because  of  fear  of 
being  penalized  and  because  of 
insistence  by  the  chairman  of 
the  PSRO  committee,  the  patient 
is  discharged.  Two  days  later, 
while  walking  up  the  stairs,  she 
suffers  a  fatal  heart  attack.  The 

*  Peer  review  and  all  that.  Editorial, 
Arch.  Surg.  108-397,  April  1974. 


LOUIS  GOODMAN,  M.D. 

South  Side  Hospital 

scenario  is  completed  with  two 
malpractice  suits — one  against 
the  surgeon  and  the  other  against 
the  chairman  of  the  PSRO  com¬ 
mittee. 

From  this  example  Dr.  Moore 
concludes  that  the  definition  of 
length  of  stay,  permissible 
charges,  and  norms  for  patient 
care  (instituted  by  a  self-ap¬ 
pointed  peerage)  may  constitute 
peer  review;  they  do  not  consti¬ 
tute  either  the  practice  of  medi¬ 
cine  or  the  definition  of  “high 
quality  care.” 

Comment 

With  Regard  to  the  Definitions  of 
Peer  and  Peer  Review:  The 

basic  concept  of  PSRO  should 
rest  on  the  definition  of  “peer” 
as  one  of  the  same  rank — an 
equal,  and  preferably  one  of 
similar  background,  training, 
and  experience.  In  carrying  out 
their  reviews,  the  specialized  re¬ 
viewers  utilize  each  others’  ex¬ 
pertise  in  rounding  out  their 
decisions. 

With  Regard  to  the  Assumption 
that  PSRO’s  Entire  Thrust  is  Cost 
Containment:  True  peer  review 
makes  this  a  virtual  impossi¬ 
bility.  Anyone  who  has  served  on 
utilization  review  committees 
knows  that  the  crucial  question 
of  medical  necessity  for  hospi¬ 
talization  and  length  of  stay  ulti¬ 
mately  and  generally,  with  ex¬ 
ceptions  beyond  the  control  of 
the  utilization  committee,  deter¬ 
mines  the  committee’s  final 
decision.  Furthermore,  that  deci¬ 
sion  has  only  to  do  with  termina¬ 
tion  of  benefits  and  not  with 
discharge  of  the  patient. 

When  there  is  a  conflict  be¬ 
tween  the  cost  containment 
factor  and  bona  fide  medical 
necessity  for  continued  hospital- 


Pittsburgh 

ization,  the  latter  consideration 
prevails.  Adequate  and  accurate 
documentation  recorded  in  the 
progress  notes  provides  a  strong 
and  defensible  deterrent  to 
premature  discharge  of  patients 
based  soley  on  cost  factors. 

With  Regard  to  Dr.  Moore’s 
Prediction:  If  the  peer  review 
committees  function  the  way  Dr. 
Moore  predicts,  then  his  predic¬ 
tion  will  be  fulfilled.  Only  it  will 
take  place  much  sooner  than 
1980.  If  this  is  allowed  to 
happen,  then  “It  would  leave  a 

vacuum . which  will  be  filled 

in  a  manner  not  to  our  liking,  by 
those  not  of  our  choosing,  by 
techniques  not  of  our  selection. 
And  we  will  be  powerless  to  pro¬ 
test,  because  we  stood  above 
the  battle  as  it  swirled  about  us 
and  ultimately  brought  us 
down.”**  Therefore  it  cannot  be 
allowed  to  happen.  Peer  review 
by  peer  groups  must  be  the  con¬ 
ceptual  cornerstone  of  PSRO. 

With  Regard  to  the  Alternative 
Proposed  by  Dr.  Moore:  If  the 

peer  review  process  of  the 
PSRO  brings  together  a  group  of 
“comrades,  reviewing  records 
and  clinical  procedures  out  of 
mutual  interest  and  concern  for 
the  welfare  of  the  patient,  as 
equals,  this  new  legislation  will 
survive  and  might  even  go  down 
in  history  as  a  triumph  for  self¬ 
regulation  in  a  voluntary  medical 
care  delivery  system.” 

This  is  what  we  propose  as 
our  objective.  Intelligent  self  in¬ 
terest  dictates  that  every  effort 
be  made  to  operate  the  peer 
review  mechanism  on  a  purely 
professional  and  non- 
bureaucratic  level. 

**  The  PSRO  issue.  Editorial,  JAMA. 
227:1170,  March  11,  1974. 
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CAMBRIA  COUNTY: 

James  S.  Burgbacher,  M.D.,  First  National  Bank  Bldg.,  Suite 
701,  Johnstown  15901. 

CENTRE  COUNTY: 

James  H.  Dunne,  M.D.,  314  Nimitz  Ave.,  State  College  16801. 

CHESTER  COUNTY: 

Jeanne  A.  Hanache,  M.D.,  11  Horseshoe  Lane,  Paoli  19301. 

CLINTON  COUNTY: 

Frank  W.  Parker,  D.O.,  P.O.  Box  226,  Renovo  17764. 

ERIE  COUNTY: 

Tae  Hyung  Bu,  M.D.,  3306  Holland  St.,  Erie  16504. 

Joseph  M.  DeFranco,  M.D.,  225  W.  25th  St.,  Erie  16502. 

JEFFERSON  COUNTY: 

Kou  Sun  Choi,  M.D.,  Adrian  Hosp.,  Punxsutawney  15767. 

LANCASTER  COUNTY: 

John  J.  Schubert,  M.D.,  555  N.  Duke  St.,  Lancaster  17604. 

Leroy  M.  Steinbrecher,  M.D.,  131  E.  Frederick  St.,  Lancaster 
17602. 

LEHIGH  COUNTY: 

Dennis  W.  Kean,  M.D.,  Box  110,  R.D.  2,  Macungie  18062. 
Charles  S.  McConnel,  Jr.,  M.D.,  Liberty  Square  Medical 
Center,  Allentown  18104. 

Ponnampalam  Sabanayagam,  M.D.,  Allentown  Hosp.,  Allen¬ 
town  18102. 

LUZERNE  COUNTY: 

Marie  A.  Grabowski,  M.D.,  259  E.  Union  St.,  Nanticoke  18634. 

f 

MERCER  COUNTY: 

Alexander  DuLimkakeng,  M.D.,  Hillcrest  Medical  Center, 
Grove  City  16127. 

Loe  V.  Valena,  M.D.,  Grove  City  Hospital,  Grove  City  16127. 

PHILADELPHIA  COUNTY: 

Richard  J.  Citta,  D.O.,  14  E.  Laurel  Rd.,  Stratford,  N.J.  08084. 
Maria  L.  Flores,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 
John  E.  Fryer,  M.D.,  138  W.  Walnut  Lane,  Philadelphia  19144. 
Ronald  Bruce  Heppenstall,  M.D.,  811  Spruce  St.,  Philadelphia 
19107. 

Robert  V.  Mandraccia,  M.D.,  1025  Walnut  St.,  Philadelphia 
19133. 

Edward  Ledesma  Pan,  M.D.,  2016  Welsh  Rd.,  Philadelphia 
19115. 

Ronald  S.  Pennock,  M.D.,  216  N.  Broad  St.,  Philadelphia  19102. 
Michael  N.  Schreiber,  M.D.,  Radiology  Department,  Graduate 
Hospital,  Philadelphia  19146. 

Robert  M.  Steiner,  M.D.,  537  Pine  St.,  Philadelphia  19106. 
Armando  Sulit,  M.D.,  2011  Ferry  Ave.,  N-16,  Camden,  N.J. 
08104. 

Michael  D.  Strong  III,  M.D.,  90  Knollwood  Dr.,  Cherry  Hill,  N.J. 
08034. 

Majed  A.  M.  Tahboub,  M.D.,  51  N.  39th  St.,  Philadelphia  19104. 
John  B.  Webber,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 
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TREAT  THE  SYMPTOMS  IN 


THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 1 
Nicin  II 


A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  ...100  mg 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  ...... .50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  tor  literature  and  samples  . 

■  ■woIMMb  tup  brown  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


Jk 


LIRO-NICIN 

gives  you  a  choice  for 

IMMEDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/100  mg.  LIPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg.  Nicotinic  Acid  . 250  mg. 

Niacinamide  75  mg.  Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg.  Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  25  mg.  Thiamine  HCL  (B-l) _  25  mg. 

Riboflavin  (B-2)  .  2  mg.  Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  10  mg.  pyridoxine  HCL  (B-6)  .10  mg. 

avanarn'c  V*t!>i#tS  «*{£.  cnn  D0SE:  1  t0  3  tablets  dai|7- 

^nnnUBLE:  B°tl  ®S  °f  10°’  5°°’  AVAILABLE:  Bottles  of  100,  500, 

1UUU  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 

DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 

(BR0THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057  PDH 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  ivith  your 
Agent/Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


Name _ 

Office  Address- 


City. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


kLEXkNDER 
KGENCY  NC. 

INSURANCE  WORLD-WIDE  SINCE  1853 


State - Zip 

Telephone - 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Union  Bank  Building,  Pittsburgh,  PA.  15222  hi 


J 


classifieds 


it 


Physician  (General  Practitioner).  Vacancy  in  progres¬ 
sively  changing  Medical  Service  of  500-bed  hospital. 
During  past  year  medical  staff  greatly  expanded  and 
two  special  medical  programs  added.  Salary  range: 
$25,863-$31 ,519  plus  excellent  fringe  benefits.  Su¬ 
burban  living  and  yet  close  to  metropolitan  education¬ 
al,  social,  and  cultural  center.  Several  colleges  within 
fifty  mile  radius.  Nondiscriminatory  employment.  Licen¬ 
sure  any  state.  Contact:  Chief  of  Staff,  VA  Hospital, 
Butler,  Pa.  16001 . 

Student  Health  Care  Personnel  Wanted — Part-time 
college  physician  with  specialization  in  gynecological 
services.  Excellent  opportunity  for  a  qualified  physician 
interested  in  serving  the  gynecological  needs  of  a 
thriving  state  college  in  Northwestern  Pennsylvania. 
Exceptional  facilities  for  gyn.  care  are  immediately 
available  for  student  care.  Excellent  living,  working, 
and  recreational  facilities  are  available.  An  equal  op¬ 
portunity  employer.  For  further  information  send  curric¬ 
ulum  vitae  to  Thomas  R.  Miller  II,  M.D.,  Director  of 
Ghering  Health  Center.  Edinboro  State  College,  Edin- 
boro,  Pa.  16412. 

Director  of  College  Health  Service — Excellent  opportu¬ 
nity  for  qualified  physician  interested  in  continuing  de¬ 
velopment  of  a  comprehensive  program  in  the  health 
field  in  a  college  atmosphere.  Opportunity  to  actively- 
participate  both  in  administration  as  well  as  patient 
care.  Ideal  location  for  family  living,  hunting,  and  fish¬ 
ing.  For  further  information  send  curriculum  vitae  to 
Thomas  R.  Miller  II,  M.D. — Director  Ghering  Health 
Center,  Edinboro  State  College,  Edinboro,  Pa.  16412.  An 
equal  opportunity  employer. 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital:  Affiliated  with  approved  general  hospital  for 
all  medical  and  surgical  treatment  as  required. 
$22,351  to  $29,869  and  liberal  fringes.  Limited  housing 
possible.  Pennsylvania  license  required.  Robert  L. 
Gatski,  M.D.,  Director,  State  Hospital,  Danville,  Pa. 
17821. 

Primary  Care  Physicians  (M.D.  or  D.O.) — Glowing  op¬ 
portunity  for  Internal  Medicine,  Family  Practice,  Pediat¬ 
rics  in  beautiful  north  suburb  of  Pittsburgh.  Modern  250 
bed  hospital  in  immediate  area.  Suburban  country  liv¬ 
ing  with  downtown  Pittsburgh  15  minutes  away.  Con¬ 
tact:  Sanford  Edberg,  M.D.,  Chairman,  Physician 
Recruitment  Committee,  or  John  B.  Mallon,  Adminis¬ 
trator,  Suburban  General  Hospital,  Pittsburgh,  Pa. 
15202.  Telephone:  (412)  734-1800. 

Orthopedic  Surgeon  Wanted — Associate  for  well-es¬ 
tablished  orthopedic  clinic.  Eastern  Pennsylvania. 
Under  37  years.  Partnership  after  IV2  years.  No  invest¬ 
ment  needed.  Board  eligibility  required.  Write  Depart¬ 
ment  612,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


Associate  Industrial  Physician — Pittsburgh  based — 
Dravo,  an  expanding  internationally-known  engineering 
and  construction  corporation,  has  an  immediate 
opening  at  its  manufacturing  facility,  Neville  Island 
location,  for  a  full-time  Industrial  Physician.  This  posi¬ 
tion  has  growth  potential,  regular  hours,  and  requires 
an  individual  interested  in  a  career  in  occupational 
medicine.  The  successful  applicant  should  have  ad¬ 
ministrative  skills  and  be  adept  in  oral  and  written  com¬ 
munications.  License  or  eligibility  for  license  in  the 
state  of  Pennsylvania  is  required.  Industrial  experience 
is  desirable.  However,  motivation  to  become  involved  in 
all  facets  of  a  well  rounded  employee  health  program 
will  be  considered.  Competitive  salary  and  fringe 
benefit  package  available.  Submit  resume,  including 
salary  requirements  to:  J.  L.  Rice,  Jr.,  P.E.,  Mgr., 
Employment  Dept.  Dravo  Corporation,  One  Oliver 
Plaza,  Pittsburgh,  Pa.  15222.  An  Equal  Opportunity  Em¬ 
ployer  M/F. 


Emergency  Room  Physician — Associate  with  es¬ 
tablished  group  providing  emergency  room  service  for  1 
two  275-bed  general  hospital  units  of  merged  hospital 
system.  Base  fee  $18.00  per  hour.  Additional  fringe 
benefits.  Require  Pennsylvania  License.  Contact  Dr.  J 
S.  M.  Reyes,  P.E.D.S.A.,  Medical  Center  of  Beaver  l| 
County,  Inc.,  Rochester,  Pa.  15074. 


Physician  Wanted:  Staff  physician  in  Medicine;  must  be 
Board  qualified  or  Board  eligible  internist;  active  medi¬ 
cal  service  in  resort  area;  excellent  facilities;  license 
any  state;  salary  commensurate  with  training  and  expe¬ 
rience;  equal  opportunity  employer.  Contact  Chief  of 
Staff,  VA  Hospital,  Erie,  Pa.  16501.  Telephone:  (814) 
868-8661,  Ext.  124  for  further  information. 


Associate  Pathologist — Well-equipped,  growing  Lab. 
'73  test  volume  95,750;  ’74,  127,000.  Central  Pennsyl-  1 
vania  college  town,  county  of  40,000,  excellent  recrea-  1 
tional  opportunities.  Accredited  hospital  with  122  acute 
beds  and  92  extended  care  beds.  Salary  negotiable.  •> 
Telephone  Dr.  Brown,  AC,  (814)  643-3273  or  Adminis¬ 
trator,  643-1 785. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical 
Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding  month 
of  publication.  Send  to  PENNSYLVANIA  MEDICINE.  20  Erford  Rd., 
Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or  modify 
copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Ad  vertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  “Write  Department.  .  .,  PENNSYLVANIA  MEDICINE" 
as  five. 
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Physicians — East  Coast  opportunities  in  all  specialties 
including  family  practice.  For  specific  information,  con¬ 
tact:  Mr.  Wayne  Tarlecki,  Health  Care  Career  Service, 
Suite  2202,  117  S.  17th  St.,  Philadelphia,  Pa.  19103. 
Telephone  (215)  568-6900. 

Emergency  Physicians — A  multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi¬ 
tion  to  full-time  emergency  physicians,  a  physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au¬ 
tonomy  in  its  member  physicians.  Financial  arrange¬ 
ments  are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi¬ 
cians  are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Depart¬ 
ment  650,  PENNSYLVANIA  MEDICINE,  20  Erford  Fid., 
Lemoyne,  Pa.  1 7043. 

Family  Practice  Physician — For  beautiful  community  in 
Western  Pennsylvania;  guaranteed  income;  new  hospi¬ 
tal  office  space  available.  Contact  R.  J.  Maurer,  Brook- 
ville  Hospital,  Brookville,  Pa.  15825. 


Hospital,  Lewisburg,  Pa.  17837.  Telephone:  (717)  524- 
0383. 

General  Surgeon  Wanted — Meyersdale  (Somerset 
County),  Pa.  52  bed  general  care — rural  hospital.  All 
modern  equipment — facilities  accredited — all 
agencies.  18,000  patient  service  area.  Resort  area — 
winter  and  summer  sports.  Applicants  must:  acquire 
Pa.  license;  be  willing  to  practice  general  medicine;  be 
Board  Certified  or  eligible;  be  willing  to  direct  OPD  and 
emergency  room.  Hospital  offers  guaranteed  income; 
fee  for  service  practice;  1-year  free  hospital  office 
space;  necessary  administrative  support;  complete 
Board,  staff,  employee  cooperation.  Contact:  James  M. 
Brown,  Hospital  Administrator,  Meyersdale  Community 
Hospital,  Meyersdale,  Pa.  15552. 

Positions  open  at  Dixmont  State  Hospital  for:  Clinical 
Director — full-time  starting  salary  $31,472;  Staff  Psy¬ 
chiatrists — full  or  part-time.  Full  time  salary  $25,926. 
Part  time  rate  $11.49  per  hour,  all  rates  plus  state 
benefits.  Hospital  minutes  away  from  downtown  Pitts¬ 
burgh  and  Oakland  area;  accredited  by  J.C.A.H.  Equal 
Opportunity  Employer.  Contact — Superintendent,  Dix¬ 
mont  State  Hospital,  Sewickley,  Pa.  15143.  Telephone: 
(412)  761-1780. 


Emergency  Room  Physician — for  340  bed  hospital.  St. 
Joseph  Hospital  is  located  in  Lancaster,  Pa.,  a  medium 
sized  city  in  the  heart  of  Pennsylvania  Dutch  Country. 
Lancaster  is  a  charming  community,  rich  in  history,  in 
close  proximity  to  Philadelphia,  Baltimore,  and  New 
York.  Excellent  school  systems  and  three  colleges — 
Franklin  and  Marshall,  Elizabethtown,  and  Millersville 
State  College.  Applicants  must  be  licensed  in  Pennsyl¬ 
vania.  Salary  negotiable.  42-hour  week,  excellent  fringe 
benefits.  Please  direct  reply  to  Kenneth  M.  Carroll, 
M.D.,  St.  Joseph  Hospital,  250  College  Ave.,  Lancaster, 
Pa.  17604.  Telephone  (717)  397-2821. 

Family  Practice,  Internist,  Ophthalmologist,  Ob/Gyn, 
Pediatrician — Needed  in  college  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western 
Pennsylvania.  All  foreign  graduates  must  have  a  per¬ 
manent  immigrant  visa.  Guarantee  negotiable.  Contact: 
Mr.  J.  A.  Colaizzi,  administrator,  Grove  City  Hospital, 
Grove  City,  Pa.  16127.  Telephone:  (412)  458-7132 

Family  Physician — To  associate  with  other  M.  D.  in 
Family  Practice  and  long  term  care — No  obstetrics. 
Salary — $30,000  plus  incentive  arrangement.  Salary 
guaranteed  plus  benefit  program.  Write  to  Post  Office 
Box  806,  Erie,  Pennsylvania  16512. 

Pennsylvania  G.P.s — Outstanding  opportunity  working 
in  college  infirmary  and  private  practice.  Modern  com¬ 
munity  hospital  with  excellent  ancillary  services  in 
delightful  college  town  in  Central  Pennsylvania.  Great 
hunting  and  fishing.  For  more  information  write  or  call 
collect — Dr.  David  Weibel,  Evangelical  Community 


BARNIHGERHENSEL 

REAL  ESTATE 

THE  AGENCY  DEDICATED  TO  SERVING  THE 
PROFESSIONAL  MAN  AND  WOMAN 


This  two  year  old,  twelve  unit  flat  offers  a  good 
potential  return  on  investment,  tax  shelters, 
and  excellent  appreciation.  Financing  Avail¬ 
able. 


★  ★★★★★ 


An  11.65  acre  estate  within  fifteen  minutes  of 
Harrisburg  offers  a  main  home,  guest  house, 
and  outbuildings  overlooking  1200  feet  of 
creek  frontage.  Recreational  benefits  plus  the 
best  in  development  potential. 


4075  Market  St. 
Camp  Hill,  Pa.  17011 


Area  Code  717 
Office  761-3213 
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Western  Psychiatric  Institute 
and  Clinic 

and  the 

Department  of  Psychiatry 
of  the 

University  of  Pittsburgh 
School  of  Medicine 

announce 

Conference 
on  091119- 

THE  LAST  STAGE 
OF  MAN 

OCTOBER  3-4,  1974 
WILLIAM  PENN  HOTEL 
PITTSBURGH,  PA. 


SPEAKERS— James  E.  Birren,  Ph.D.  •  Robert  N.  Butler, 
M.D.  •  Carl  Eisdorfer,  M.D.,  Ph.D.  •  Alvin  I.  Goldfarb, 

M.D.  •  Helen  Gossett,  M.S.W.  •  Inabel  Lindsay,  Ph.D.  • 
Allen  Pincus,  Ph.D. 

Registration  fee:  $15  per  day  including  luncheon. 
Enrollment  limited.  Complete  coupon  and  submit 
with  appropriate  fee  to  Conference  on  Aging, 
Room  1095,  WPIC,  3811  O’Hara  St.,  Pittsburgh, 
Pa.,  15261 .  For  additional  details  write  same 
address  or  phone  41 2-624-2099. 


Please  enroll  me  in  the  Conference  on  Aging  Oct.  3  □ 
Oct.  4  □.  Enclosed  is  my  check  for  $30  □  $15  □. 

Name _ 

Home  address _ 

-  Zip  - 

Institution  _ 


Title  _ 

Business  Phone _ Home  Phone 


Sponsored  in  cooperation  with  Maurice  Falk  Medical  Fund 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 

It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic-analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non¬ 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
13'l  resin  sponge  uptake,  T3  131 1  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  'A  grain;  Vz  grain;  scored  1 
grain;  1Yz  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


IN  NATURALTHYROID  THERAPY: 

ARE  PATIENTS 
GETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid"  (thyro- 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant... for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


•  George  W.  Chernoff,  North  Miami  Beach,  Florida; 
Temple  University  School  of  Medicine,  1933;  age  65; 
died  November  1973.  He  is  survived  by  his  wife  and  a 
daughter. 

•  Michael  E.  Farah,  Pompano  Beach,  Florida;  Loyola 
University  School  of  Medicine,  Chicago,  III.,  1918;  age 
82;  died  June  8,  1974.  He  was  a  member  of  the  Ameri¬ 
can  Urological  Association.  He  is  survived  by  his  wife,  a 
daughter  and  a  sister. 

Charles  D.  Haughey,  Philadelphia;  Yale  University 
Medical  School,  1955;  age  51;  died  June  3,  1974.  He  is 
survived  by  his  mother  and  two  brothers. 

•  Clare  C.  Kenny,  Matamoras;  Loyola  University 
School  of  Medicine,  Chicago,  III.,  1934;  age  66;  died 
January  2,  1974.  He  was  certified  by  the  American 
Board  of  Abdominal  Surgery  and  the  International 
College  of  Surgeons.  He  is  survived  by  his  wife.  Infor¬ 
mation  on  other  survivors  is  not  available. 

•  J.  Stauffer  Lehman,  Ocean  City,  N.J.;  Hahnemann 
Medical  College  and  Hospital,  1931;  age  68;  died  June 
11,  1974.  He  was  former  chairman  of  radiology  at  Hah¬ 
nemann  Hospital,  Philadelphia.  Dr.  Lehman  was  the  in¬ 
ventor  of  the  Lehman  injector  for  coronary  heart 
disease.  He  was  certified  by  the  American  Board  of 
Radiology  and  was  a  member  of  the  World  Health  Asso¬ 
ciation  and  the  American  Institute  of  Ultrasound  in 
Medicine.  He  is  survived  by  his  wife,  two  sons,  a  sister, 
and  a  brother. 

•  Joseph  A.  Mancuso,  Meadville;  University  of 
Buffalo  School  of  Medicine,  1933;  age  70;  died  June  14, 
1974.  He  was  a  member  of  the  American  Society  of  Ab¬ 
dominal  Surgery.  Information  regarding  survivors  is  un¬ 
available. 

•  Israel  Myers,  Cumberland,  R.I.;  University  of  Penn¬ 
sylvania  School  of  Medicine,  1907;  age  90;  died  May  21, 
1974.  He  had  practiced  medicine  for  sixty-four  years. 
He  was  a  diplomate  of  the  American  Board  of 
Otolaryngology  and  had  served  on  the  staffs  of  St. 
Luke’s  and  Children’s  Medical  Center  and  Albert  Ein¬ 
stein  Medical  Center.  He  is  survived  by  his  wife,  a  son, 
and  a  daughter. 

•  Patrick  E.  Pellecchia,  Philadelphia;  Temple  Uni¬ 
versity  School  of  Medicine,  1953;  age  52;  died  May  29, 
1974.  He  was  associate  professor  of  community  medi¬ 
cine  at  Temple  University  School  of  Medicine  and  chief 
of  the  section  of  general  practice  at  Northeastern  Hos¬ 
pital.  He  is  survived  by  his  wife;  four  sons,  one  of  whom 
is  Patrick  E.  Pellecchia,  M.D.;  two  daughters;  two 
sisters;  and  three  brothers. 

•  Alfred  J.  Porter,  Greensburg;  University  of 
Colorado  School  of  Medicine,  1923;  age  79;  died  June 
13,  1974.  He  had  practiced  medicine  in  Greensburg  for 
fifty  years.  He  was  medical  director  of  Westmoreland 
Manor  for  thirty-five  years  until  his  retirement  in  1971. 
He  is  survived  by  his  wife. 


•  George  H.  Smith,  Pittsburgh;  University  of  Pitts-  i 
burgh  School  of  Medicine,  1928;  age  70;  died  June  27, 
1974.  He  is  survived  by  his  wife  and  his  father. 

•  Robert  L.  Shaffer,  Brookville;  University  of  Pitts-  n 
burgh  Medical  School,  1930;  age  77;  died  May  29,  1974.  | 
He  was  a  member  of  the  American  Board  of  Abdominal 
Surgeons.  He  is  survived  by  his  wife,  two  sons,  a  | 
daughter,  and  a  brother. 

•  Esther  F.  Teplitz,  Pittsburgh;  University  of  Pitts-  I 
burgh  School  of  Medicine,  1930;  age  81;  died  June  15,  V 
1974.  No  further  information  is  available. 

•  Henry  F.  Ulrich,  Sunbury;  University  of  Pennsyl- 
vania  School  of  Medicine,  1928;  age  72;  died  June  9, 
1974.  He  was  a  member  of  the  Pennsylvania  State  I 
Coroners  Association,  the  American  College  of  Sur-  1 
geons,  and  the  American  Society  of  Abdominal  Sur-  | 
geons.  His  wife,  a  daughter,  a  sister,  and  a  brother  sur-  f 
vive  him. 

John  G.  Ord,  King  of  Prussia;  Temple  University  j| 
School  of  Medicine,  1937;  age  63;  died  May  11,  1974.  )| 
He  is  survived  by  his  wife,  a  stepson,  two  sisters,  and  a  j 
brother. 

George  D.  Gammon,  Andalusia;  University  of  Penn-  1 
sylvania  School  of  Medicine,  1927;  age  73;  died  May  8,  [I 
1974.  He  was  former  head  of  the  department  of  neurol-  I 
ogy  at  the  University  of  Pennsylvania  School  fo  Medi-  | 
cine  and  a  past  president  of  the  Philadelphia  j 
Neurological  Society.  He  is  survived  by  a  daughter  and  ! 
two  sons. 

Emanuel  M.  Gruess,  Philadelphia;  University  of 
Pennsylvania  School  of  Medicine,  1935;  age  63;  died  j 
February  28,  1974.  No  further  information  is  available. 

Marjorie  E.  Gugger,  Colwyn;  Medical  College  of  ;| 
Pennsylvania,  1951;  age  52;  died  February  7,  1974.  No  l| 
further  information  is  available. 

Bertram  Poludniak,  Philadelphia;  Hahnemann  Medi-  I 
cal  College,  1944;  age  54;  died  February  10,  1974.  No  jj 
further  information  is  available. 

Nina  M.  Price,  East  Stroudsburg;  Woman’s  Medical  ; 
College  (Medical  College  of  Pennsylvania),  1907;  age 
91;  died  June  4,  1974.  She  is  survived  by  seven  daugh- L 
ters. 

Evan  W.  Thomas,  Philadelphia;  New  York  University  ft 
College  of  Medicine,  1933;  age  83;  died  May  19,  1974.  I 
He  was  chief  of  the  venereal  disease  department  for  p 
New  York  State  until  1965,  when  he  came  to  j 
Philadelphia  to  volunteer  as  a  physician  to  the  Institute 
for  the  Achievement  of  Human  Potential.  Two  sisters  if 
survive  him. 

William  A.  Weaver,  Jr.,  Bala  Cynwyd;  Hahnemann 
Medical  College,  1933;  age  64;  died  June  16,  1974.  He  ^ 
was  president  of  the  American  Institute  of  Homeopathy,  F 
a  fellow  of  the  American  Board  of  Homeotherapeutics,  fc 
and  a  member  of  the  Pennsylvania  Homeopathic  Soci-| 
ety.  His  wife,  two  sons,  and  three  daughters  survive! 
him. 
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each  tablet, 

Wmsmm  | H  capsule  or  5  cc. 

H  ■  f  teaspoonful  each 

of  elixir  Donnatal  each 

S&fSfeij  jBi)  (23%  alcohol) _ No.  2 _  Extentab 

hyoscyamine  sulfate  0.1037  mg.  0.1037  mg.  0.31 11  mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg.  0.0582  mg 

hyoscine  hydrobromide  0.0065  mg  0.0065  mg.  0.0195  mg. 

phenobarbital  (k»gr.)16.2mg  (k>gr.)324mg  (%gr.)48.6mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma:  renal  or  hepatic  disease;  obstructive  uropathy  [for  ex¬ 
ample,  bladder  neck  obstruction  due  to  prostatic  hypertrophy):  or 
hypersensitivity  to  any  of  the  ingredients. 

AH-DOBINS  A  H  Robins  Company.  Richmond.  Virginia  23220 


T"eM!MS  iM  C  Scrapbook 
of  Vitamin  Facts  &,  Fallacies 


The  Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose!  Hence  they 
must  obtain  their  vitamin  C  from  exogenous  sources. 


De  Joinville  writing  about  a  1 3th  century  crusade  reported  that 
barber  surgeons  had  to  “cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food!'  The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C  than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
prescription  or 
recommendation 


(inwinr 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee  withC 

MULTIVITAMINS 


Each  capsule  contain 


%M0t 

6  mononitrate  (B.)  15  mg  1500J 
Riboflavin  (Si)  10  mg  834' 

Pyrido*me  hydrochloride  (B.) 5  mg  ' 
Niacmam.de  50  mg  500* 

Calcium  pantothenate  10  mg  ** 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 


A.H.  Robins  Company,  Richmond,  Va.  23220y!|,|_|, 
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Pennsylvania  Medical  Society 

Highlights- 1974 


The  death  of  a  president,  the  passage 
of  the  new  Medical  Practice  Act,  the 
funding  of  the  Foundation  by  the  Depart¬ 
ment  of  Health,  Education,  and  Welfare, 
and  the  launching  of  a  communications 
division— these  are  just  a  few  of  the 
events  which  made  news  in  the  Society 
this  year. 


The  shape  of  the  year  began  with  decisions  of 
e  1973  House  of  Delegates  in  Philadelphia, 
le  House  deliberates  and  directs;  and  the 
)ciety's  Board  of  Trustees  and  Councilors, 
immittees,  and  four  administrative  councils  set 
tout  the  task  of  implementing  the  directions 
id  solving  problems  posed  during  deliberations 
the  House.  Reports  of  each  year's  activity 
turn  in  the  end  to  their  source— the  House  of 
legates,  composed  of  representatives  of  the 
tmponent  county  medical  societies,  the  specialty 
•cieties,  the  Student  American  Medical 
>sociation,  and  ex  officio  members. 

William  Y.  Rial,  M.D.,  from  Swarthmore,  a 
ember  of  Pennsylvania's  AMA  delegation  and 
<  term  speaker  of  the  PMS  House,  stepped 
pwn  to  devote  more  time  to  his  new  job,  vice 
>eaker  of  the  AMA  House.  Delegates  elected 
ce  speaker,  John  B.  Lovette,  M.D.,  Johnstown, 

>  speaker;  and  D.  Ernest  Witt,  M.D.,  Blooms- 
jrg,  as  vice  speaker. 


At  the  state  dinner  Ralph  C.  Wilde,  M.D., 
Pittsburgh,  took  the  oath  of  office  as  the  124th 
president  of  the  Pennsylvania  Medical  Society. 
Before  the  end  of  1973  he  was  hospitalized  with 
leukemia.  Dr.  Wilde  rallied  and  performed 
Society  business.  He  attended  a  three-day  legis¬ 
lative  seminar  in  Lancaster,  spoke  at  the 
Woman's  Auxiliary  Annual  Spring  Conference, 
and  presided  at  the  1974  Officers'  Conference  in 
April.  But  his  condition  deteriorated  and  on 
July  10  at  Allegheny  General  Hospital,  he  died  at 
age  51  following  complications  from  a 
splenectomy. 


Under  the  constitution,  the  president  elect,  A 
Reynolds  Crane,  M.D.,  Philadelphia,  became 
president.  He  is  serving  the  remainder  of  Dr. 
Wilde's  unexpired  term  and  then  will  continue  i 
office  for  the  year  of  his  presidency.  David  S. 
Masland,  M.D.,  Carlisle,  will  become  president 
elect  at  the  Annual  Session  moving  up  from  thn 
office  of  vice  president. 
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Board  of  Trustees  and  Councilors 

Seated  (left  to  right),  Drs:  H.  Thompson  Dale,  A.  Reynolds 
Crane,  Cyrus  B.  S lease,  David  S.  Mas/and,  and  Charles  E. 
Schlager.  Standing,  Drs.  John  B.  Lovette.  D.  Ernest  Witt, 
Or/o  G.  McCoy,  Raymond  C.  Grandon,  William  J.  Kelly, 
Donald  R.  Cooper,  Leroy  A.  Gehris,  William  C.  Ryan,  George 
A.  Rowland,  David  J.  Keck,  Ralph  K.  Shields,  and  Kenneth  L. 
Cooper.  Dr.  Robert  S.  Sanford  was  not  present  when  the 
photograph  was  taken. 


Cyrus  B.  S/ease,  M.D.,  Chairman, 
Board  of  Trustees  and  Councilors. 


When  the  Board  of  Trustees  reorganized  after 
the  1973  Annual  Session  there  were  two  new 
faces  and  some  new  hats.  The  Board  elected 
Cyrus  B.  Slease,  M.D.,  trustee  for  the  Ninth 
Councilor  District,  chairman,  and  H.  Thompson 
.  Dale,  M.D.,  of  the  Sixth  District,  as  vice 
chairman.  Charles  E.  Schlager,  M.D.,  York, 
newly  elected  secretary,  joined  the  Board,  as  did 
D.  Ernest  Witt,  M.D.,  new  vice  speaker.  John  B. 
Lovette,  M.D.,  stayed  on  the  Board  in  his  new 
.  office  of  speaker  of  the  House  of  Delegates,  as 
■  did  David  S.  Masland,  M.D.,  new  vice  president, 
who  had  served  as  chairman  of  the  Board  while 
trustee  from  the  Fifth  District.  Raymond  C. 
Grandon,  M.D.,  Harrisburg,  former  Society 
secretary,  remained  on  the  Board  in  his  new 
►  position  of  trustee  from  the  Fifth  District. 


The  House-mandated  communications  division 
was  launched  by  the  Board  in  November  with 
the  appointment  of  Robert  L.  Lamb,  former 
assistant  secretary,  as  director  of  communi¬ 
cations.  In  addition  to  ongoing  communications 
activities  with  radio  and  newspapers,  the  new 
department  diversified.  It  prepared  a  multimedia 
show  for  the  Officers'  Conference,  and  slide 
shows  on  PSRO  and  the  continuing  education 
requirement.  In  person  communications  were 
stepped  up  with  additional  briefings  for  county 
society  executive  secretaries.  It  also  assumed 
publication  of  Executive  Report.  The  communi¬ 
cations  division  has  served  all  four  councils, 
the  Board  of  Trustees,  and  the  Woman's  Auxiliary. 


Sources  of  PMS  Income 


OVERALL  BUDGET 


How  Do  We  Spend  Your  Money? 

The  Pennsylvania  Medical  Society  uses  its  dollars  primarily  for  educational  scien¬ 
tific  and  informational  projects.  Some  activities  (such  as  Governmental  Relations 
and  Medical  Economics)  are  top  priority,  yet  take  a  relatively  small  dollar  share  to 
carry  out  effectively.  Here's  how  the  Society  spent  its  members'  money  in  1974. 


— 

.  1 ;  • 

— 


4-  io% 

Allocation  to  the  Educational 
and  Scientific  Trust 

$133,967 

4~  9% 

Scientific  Education  of  Members 

114,984 

4~  4% 

Public  Health  Education 

59,807 

4~  21% 

Communication  to  Members 
(Including  Pa.  Medicine) 

278,518 

18% 

Membership  Services  and  Activities 

237,077 

4-  6% 

Governmental  Relations 

75,360 

4~  4% 
j«-  1% 

Medical  Economics  (Third  Parties) 

Pa.  Medical  Care  Foundation  (Peer  Review) 

53,944 

16,043 

4-  n% 

General  Administration 

148,801 

4-  i% 

Research,  Development  and  Training 

16,273 

4-  12% 

Overhead 

153,520 

]♦-  3% 
100 

AMA  Meetings 

37,876 

$1,351,939 

PENNSYLVANIA  MEDICINE,  backbone  of  the 
Society's  communications  program,  took  on  a 
new  look  in  1974  as  the  Publication  Committee, 
chaired  by  David  J.  Keck,  M.D.,  Erie  approved 
format  changes.  New  type  and  revised  layout 
make  PENNSYLVANIA  MEDICINE  easier  to  read. 

The  State  Society  is  a  million  dollar  plus 
corporation  with  the  1  974  budget  set  at 
$1,351,939.  Accountable  for  this  money  is  the 
Board  of  Trustees;  recommendations  on  ways  of 
spending  it  come  from  its  Finance  Committee. 
Chairman  of  this  five-man  committee  is  George 
A.  Rowland,  M.D.,  Millville.  The  accompanying 
illustrations  show  sources  of  Society  income  and 
costs  of  principal  Society  activities.  76  percent 
of  the  budget  supports  activities  and  services. 


While  every  Board  action  is  important  to  some 
component  of  the  Society,  some  stand  out  for 
their  wide  impact.  Such  decisions  included: 

■  Recommending  that  the  continuing 
education  requirement  be  extended  to 
all  members  involved  with  patient  care; 
Mounting  a  massive  letter  writing 
campaign  to  end  Phase  IV  controls; 

■  Attacking  unfair  taxation  of  professional 
corporations; 

■  Funding  and  activation  of  the 
Pennsylvania  Medical  Care  Foundation; 

■  Development  of  a  position  paper  on 
health  care  in  Pennsylvania  for 
presentation  to  both  political  parties; 

■  Exchanging  representatives  of  the 
Boards  of  the  State  Society  and  the 
Hospital  Association  of  Pennsylvania. 


At  the  grass  roots  level.  Trustees  went  out  to 
•meet  the  members.  They  attended  county  society 
meetings  in  their  districts  and  sponsored  special 
councilor  district  meetings.  Some  trustees  helped 
PSRO  Steering  Committees  become  active.  All 
trustees  used  time  at  the  Officers'  Conference 
and  at  Annual  Session  to  hold  councilor  district 
meetings. 


What  began  for  John  F.  Rineman,  executive 
vice  president,  as  a  visit  to  his  family  physician 
for  an  intestinal  disturbance  became  an  eight- 
month  ordeal  including  three  hospitalizations  for 
surgery.  Now  fully  recovered  from  complications 
of  diverticulitis  he  has  resumed  his  full  schedule 
of  Society  work.  Besides  his  administrative 
responsibilities  for  the  forty-four  full  time 
employees  of  the  Society  he  serves  as  treasurer 
of  the  Society,  treasurer  of  the  Pennsylvania 
Medical  Care  Foundation,  exofficio  member  of 
the  Regional  Advisory  Board  of  the  Susquehanna 
Valley  Regional  Medical  Program  and  as  a 
member  of  the  Advisory  Committee  to  the 
executive  vice  president  of  the  American  Medical 
Association. 


Although  the  House  of  Delegates'  Annual 
Session  is  the  focal  point  of  the  year  for  the 
Pennsylvania  Medical  Society,  the  Officers' 
Conference  and  the  Scientific  Assembly  (renamed 
for  1974  the  Educational  Assembly)  serve  to 
disseminate  information  to  officers  and  members 
and  bring  together  large  numbers  of  members 
for  exchange  of  ideas. 

Over  1 ,000  health  professionals  attended 
sessions  of  the  1  973  Scientific  Assembly,  scene 
of  special  seminars  on  heart  and  lung  diseases,  a 
number  of  meetings  planned  for  members  of 
various  specialty  societies,  and  an  educational 
conference. 


A  record-breaking  290  county  and  specialty 
society  secretaries,  executive  secretaries, 
presidents,  and  presidents  elect  attended  the 
1974  Officers'  Conference  in  April  at  the  Host 
Inn,  Harrisburg.  John  F.  Rineman's  multimedia 
report  on  Society  activities  opened  the  program. 
Panel  discussions  covered  physician  distribution 
and  continuing  education.  A  presentation  by  the 
Pennsylvania  Medical  Political  Action  Committee 
underscored  election  year  1  974  and  featured 
Rex  E.  Kenyon,  M.D.,  member  of  the  Board  of 
the  American  Medical  Political  Action  Committee, 
and  Paul  M.  Newman,  California  political  analyst. 
Mark  Russell,  dinner  speaker,  provided  a  fifty- 
minute  laugh  break  with  the  fast-moving 
political  satire  for  which  he  is  famous. 


John  Helwig,  Jr.,  M.D.,  Chairman,  Council  on  Medical  Service. 


Blue  Shield,  under  pressure  from  large 
accounts,  proposed  a  new  fee  schedule  plan  to 
the  1973  House.  Actuaries  designed  Plan  C  to 
pay  "80  percent  of  the  physician's  reported 
charge  at  least  70  percent  of  the  time."  After 
heated  debate,  the  House  authorized  continued 
development,  provided  the  income  limits  were 
reviewed  by  the  Society's  Interspecialty 
Committee,  the  Board,  and  finally  the  House 
itself.  On  June  5  the  Interspecialty  Committee 
reviewed  Plan  C  and  found  the  income  limits  too 
high.  The  Blue  Shield  Board  countered  by 
reducing  them  from  $7,500  per  individual  and 
$15,000  per  family  to  $6,000  per  individual  and 
$12,000  per  family.  Subsequently  a  majority  of 
members  of  the  Interspecialty  Committee  again 
voted  to  recommend  rejection  (10-9)  to  the  PMS 
Board. 


As  with  many  Society  problems,  final  action  c 
this  issue  is  yet  to  come,  and,  as  with  all  such 
complicated  issues,  a  council  or  committee  of  th 
Society  spends  hours  of  study  and  discussion  o* 
issues  to  provide  necessary  information  before 
decisions  are  made.  In  the  Plan  C  matter,  the 
Council  on  Medical  Service  provided  such  as  pa 
of  a  diversity  of  activities  it  performs  on  behalf 
of  the  membership.  h 

The  council  assists  in  the  promotion  and 
administration  of  fourteen  Society  endorsed 
insurance  programs.  Through  the  Commission  c 
Professional  Liability  Insurance,  it  has  provided 
State  Society  members  with  a  program  for 
protection  in  the  event  of  a  malpractice  suit  wit 
a  guarantee  of  five  years  of  continuous  coverac 
and  with  the  right  to  approve  rate  increases  as 
they  become  necessary. 


By  1974  the  Society-sponsored  three  year 
old  professional  liability  insurance  program  felt 
the  effects  of  a  variety  of  social  and  economic 
factors.  The  1  969  rates  based  on  1  967  experi¬ 
ence  brought  the  underwriter.  Argonaut 
Insurance  Company  to  the  Commission  on 
Professional  Liability  Insurance,  an  arm  of  the 
Council  on  Medical  Service.  Meanwhile,  the 
other  major  professional  liability  insurers  in 
Pennsylvania  went  before  the  new  insurance 
commissioner,  William  J.  Sheppard,  with  rate 
increase  filings.  Review  of  Argonaut's  figures 
convinced  the  State  Society  that  a  rate  increase 
was  justified.  A.  Reynolds  Crane,  M.D.,  then 
president  elect,  testified  on  June  18  in 


Philadelphia  before  the  insurance  commissioner 
that  both  the  State  Society  and  Argonaut  were 
providing  leadership  in  loss  prevention.  Out  of 
their  hands,  however,  are  such  detriments  as  the 
contingency  fee  system  and  Pennsylvania's 
burdensome  informed  consent  doctrine,  he  said. 

The  specialty  societies  in  Pennsylvania  are 
becoming  an  ever  stronger  voice  in  Society 
affairs.  At  first  involved  only  with  the  Council 
on  Medical  Service  in  its  specialty  advisory 
review  committees,  the  specialty  societies 
became  advisors  to  the  Board  of  Trustees  in 
1  970  with  the  creation  of  the  Interspecialty 
Committee.  Three  societies,  the  Pennsylvania 
Society  of  Anesthesiologists,  Pennsylvania 


Psychiatric  Society,  and  the  Pennsylvania 
Radiological  Society,  contract  with  the  Society 
for  administrative  services.  Last  year  for  the 
first  time  delegates  from  the  specialty  societies 
in  Pennsylvania  sat  in  the  House  of  Delegates. 
This  year  they  were  formal  attendees  at  Officers' 
Conference. 

The  1 974  Educational  Assembly  is  being 
designed  to  provide  specialty  society  business 
and  educational  sessions  to  the  members. 

The  Society's  first  Practice  Management 
Workshop  held  May  10-1 1  at  the  Hershey  Motor 
Lodge  got  high  marks  from  the  100  participants. 
Demand  for  a  repeat  performance  led  the 
Council  on  Education  and  Science  to  schedule 
"Principles  of  Medical  Practice  Management"  in 
Pittsburgh,  November  15-16.  Earlier  the  Council, 
in  cooperation  with  the  AMA,  sponsored  a 
management  workshop  for  senior  residents 
preparatory  to  establishing  their  practices. 


James  A.  Collins,  Jr.,  M.D.,  Chairman,  Council  on 
Education  and  Science. 

As  the  final  year  for  the  continuing  education 
requirement  (December  31,  1975)  approached, 
the  Commission  on  Accreditation  of  the  Council 
on  Education  and  Science  stepped  up  its  site 
visits.  By  the  fall  of  1974,  Category  One 
continuing  education  activities  were  available  in 
more  than  75  Pennsylvania  communities.  The 
State  Society  authorized  20  hospitals,  one  area 
health  education  center,  and  five  state  specialty 
societies  to  grant  Category  One  Credit  for  their 
educational  activities.  The  American  Medical 
Association  has  accredited  1  7  Pennsylvania 
institutions  for  Category  One  Credit,  making  a 
total  of  44  sources  within  the  Commonwealth 
available  to  members  seeking  to  fulfill  their 
education  requirements. 


Legislative  highlight  of  the  year  was  the 
signing  into  law  of  House  Bills  759,  which 
restructures  the  State  Board  of  Medical 
Education  and  Licensure,  and  760,  amendments 
to  the  Medical  Practice  Act.  Besides  adding  an 
allied  health  person  and  a  public  representative 
to  the  medical  board,  the  new  law  strengthens 
the  board's  disciplinary  powers,  clarifies  limited 
and  temporary  licenses,  and  reaffirms  board 


authority  to  monitor  undergraduate  and  post¬ 
graduate  medical  education  in  Pennsylvania. 

Passage  of  House  Bill  1729,  the  peer  review 
protection  measure,  was  another  major  victory 
for  the  Council  on  Governmental  Relations.  It 
protects  physicians  serving  on  review  committees 
and  those  testifying  before  such  committees 
from  liability  and  protects  the  confidentiality  of 
committee  data  and  records. 


The  Council  on  Governmental  Relations 
considered  more  than  100  bills  during  the  past 
year  as  proposed  health  legislation  proliferated 
on  the  state  level.  Greatest  disappointment  was 
the  passage  of  SB  570,  the  amendments  to  the 
Optometric  Practice  Act,  which  the  Society 
opposed.  The  new  law  gives  optometrists  with 
certain  training  the  right  to  use  drugs  needed  to 
test  for  glaucoma.  The  Society,  operating  on  a 
House  mandate  to  defeat  the  bill,  failed. 

Successful  negotiations  with  the  Department 
of  Health  removed  individual  physicians'  office 
laboratories  from  the  regulations  of  the  new 
Clinical  Laboratory  Act.  Cumbersome  reporting 
requirements  of  the  Drug,  Device,  and  Cosmetic 
Act  regulations  were  also  deleted.  Also  welcomed 
was  the  Attorney  General's  opinion  that 
chiropractors  and  optometrists  are  prohibited 
from  performing  acupuncture. 


Donald  E.  Harr  op,  M.D.,  Chairman,  Council  on 
Governmental  Relations. 


Robert  N.  Moyers,  M.D.,  Chairman,  Council  on  Public  Service  with 
Ulysses  E.  Watson,  M.D.,  vice  chairman. 


A  new  name  is  on  the  horizon  for  the  Council 
on  Public  Service.  In  June  the  Council  recom¬ 
mended  that  the  House  give  it  a  more  appropriate 
title,  "Council  on  Professional  Relations  and 
Services."  The  change  reflects  new  activities  and 
responsibilities,  such  as  an  intensive  '75 


membership  recruitment  campaign  and  plans  t< 
develop  new  types  of  member  benefits.  The 
drive  to  launch  a  cooperative  for  mass 
purchasing,  which  has  been  a  major  project  in 
1974,  is  an  example  of  the  latter. 
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The  three-year  old  Pennsylvania  Medical  Care 
Foundation  passed  a  milestone  on  April  1  with 
the  signing  of  a  nearly  quarter  million  dollar 
contract  with  HEW  to  operate  the  nation's  first 
Statewide  PSRO  Support  Center.  The  contract 
was  tacit  recognition  of  the  Society's  pioneer 
work  in  peer  review.  The  Foundation,  using 
Society  funds,  had  already  helped  determine 
boundaries  of  the  twelve  PSRO  areas.  Under  the 
grant,  major  funding  of  the  Foundation  shifted 
to  the  federal  government,  permitting  the  hiring 
of  additional  staff.  Technical  assistance  was 
given  to  areas  to  hold  planning  meetings,  submit 
contract  applications,  and  develop  administrative 
procedures. 


On  the  utilization  review  front,  the 

j 

Foundation's  Certified  Hospital  Admissions 
Monitoring  Program  (CHAMP)  was  completed 
and  sent  to  hospitals  on  July  16.  Subsequently, 
the  Department  of  Welfare  confirmed  that 
CHAMP  and  other  hospital  based  concurrent 
review  programs  could  be  substituted  for  the 
Department's  own  Pre-Discharge  Utilization 
Review  (PDUR)  program.  The  announcement 
marked  the  successful  conclusion  of  two  years 
of  Foundation  negotiations  with  the  department. 


The  1974  Annual  Session  of  the  House  of 
Delegates  in  Pittsburgh  October  10-12  will  see 
completed  the  activities  of  the  past  year,  and 
will  chart  a  course  for  the  future.  The  state 
dinner  will  highlight  the  session.  After  a  four- 
year  hiatus  the  Society's  prized  Distinguished 
Service  Award  will  be  awarded,  this  time  going 
to  the  128th  President  of  the  American  Medical 
Association,  Russell  B.  Roth,  M.D.  The  Board  of 
Trustees  voted  to  present  the  award  to  the  60- 


- 


year-old  urologist  from  Erie  because  "his  public 
life  and  activities  are  of  such  an  outstanding  n 
nature  as  to  reflect  great  credit  on  the 
profession."  Past  winners  include  Jonas  Salk, 
M.D.;  John  Gibbon,  Jr.,  M.D.;  James  Z.  Appel, 
M.D.;  and  Eugene  P.  Pendergrass,  M.D.  The 
medal  will  be  presented  to  Dr.  Roth  at  the  stati' 
dinner,  October  1 1 .  Also  to  be  honored  at  that 
dinner  is  the  Woman's  Auxiliary  celebrating  its 
Golden  Anniversary. 
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This  list  of  continuing  medical  education  announce¬ 
ments  is  published  as  a  supplement  to  the  September 
and  January  issues  of  PENNSYLVANIA  MEDICINE.  It 
includes  all  intermittent  programs,  courses,  seminars, 
lectures,  and  other  continuing  medical  education  activi¬ 
ties  that  were  reported  prior  to  the  deadline.  Items 
received  after  the  deadline  will  be  published  (if  presen¬ 
tation  date  has  not  passed)  in  the  next  supplement.  For  a 
reprint  of  this  supplement  or  for  submitting  additional 
announcements,  contact  the  Pennsylvania  Medical  Con¬ 
tinuing  Education  Institute  at  the  address  shown  above. 

In  most  cases,  each  of  the  continuing  medical  educa¬ 
tion  activities  listed  in  this  supplement  has  been  granted 
AAFP  and  ACGP  (osteopathic)  credit.  Contact  those  of¬ 
fices  for  details. 
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REFERENCE  CODE  FOR  ACCREDITED  PENNSYLVANIA  INSTITUTIONS 

(Each  of  the  following  institutions  has  continuing  medical  education  accredi¬ 
tation  to  grant  Category  One  credit.) 

Note:  When  any  of  these  names  appear  in  individual  announcements,  the 
code  name  (rather  than  full  name)  is  printed.  Refer  to  this  section  for 
address. 

ACP — Amer.  Coll,  of  Phys.,  4200  Pine  St.,  Philadelphia  19104 
ACS — Amer.  Coll,  of  Surgs.,  55  E.  Erie  St.,  Chicago,  III.  60611 
AHA — Amer.  Heart  Assn.,  Pa.  Affiliate,  P.O.  Box  2435,  Harrisburg  17105 
Allegheny — Allegheny  Gen.  Hosp.,  320  E.  North  Ave.,  Pittsburgh  15212 
AM  A — Amer.  Med.  Assn.,  535  N.  Dearborn  St.,  Chicago,  III.  60610 
Chestnut  Hill — Chestnut  Hill  Hosp.,  8835  Germantown  Ave.,  Philadelphia  19118 
Clin.  Path. — Pa.  Assn,  of  Clin.  Path.,  1735  W.  Main  St.,  Norristown  19401 
Coatesville  VA — Coatesville  Vet.  Admin.  Hosp.,  Coatesville  19320 
Conemaugh — Conemaugh  Valley  Memorial  Hosp.,  1086  Franklin  St.,  Johns¬ 
town  15905 

Delaware  Co. — Delaware  Co.  Mem.  Hosp.,  Lansdowne  Ave.,  Drexel  Hill  19026 
Dermatology — Pa.  Acad,  of  Dermatology,  8220  Castor  Ave.,  Philadelphia  19152 
(clo  Charles  H.  Greenbaum,  M.D.) 

Elwyn — Elwyn  Institute,  111  Elwyn  Rd.,  Elwyn  19063 

EPPI — Eastern  Pa.  Psychiatric  Institute,  Henry  Ave.  and  Abbottstord  Rd., 
Philadelphia  19129 

Geisinger — Geisinger  Med.  Cntr.,  Danville  17821 

Hahnemann — Hahnemann  Med.  Coll.,  230  N.  Broad  St.,  Philadelphia  19102 
Harrisburg — Harrisburg  Hosp.,  Harrisburg  17101 

M.  S.  Hershey — Pa.  State  Univ.  Coll,  of  Med.,  M.  S.  Hershey  Med.  Cntr.,  Univ. 
Dr.,  Hershey  17033 

Institute — Institute  of  the  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139 
Jeanes — Jeanes  Hosp.  of  Fox  Chase  Center  for  Cancer  and  Med.  Sciences, 
7600  Central  Ave.,  Philadelphia  19111 
Jefferson — Jefferson  Med.  Coll.  1025  Walnut  St.,  Philadelphia  19107 
Lebanon  VA — Lebanon  Vet.  Admin.  Hosp.,  Lebanon  17042 
Lehigh  AHEC — Lehigh  Valley  Area  Health  Ed.  Cntr.,  335  N.  Eighth  St.,  Allen¬ 
town  18102 

MCP — Med.  Coll,  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129 
MercylPgh. — Mercy  Hosp.,  Pride  &  Locust  Sts.,  Pittsburgh  15219 
Norristown  State — Norristown  State  Hosp.,  Stanbridge  &  Sterigere  Sts.,  Norris¬ 
town  19141 

Packer — Robert  Packer  Hosp.,  Sayre  18840 

PAFP — Pa.  Acad,  of  Family  Phys.,  5600  Derry  St.,  Harrisburg  17111 
Paoli — Paoli  Mem.  Hosp.,  Paoli  19301 

PAO&O—Pa.  Acad,  of  Oph.  &  Otol.,  232  N.  5th  St.,  Reading  19601 
PMS — Pa.  Med.  Society,  20  Erford  Rd.,  Lemoyne  17043 
Phoenixville — Phoenixville  Hosp.,  140  Nutt  Rd.,  Phoenixville  19460 
Polyclinic — Harrisburg  Polyclinic  Hosp.,  Third  St.  and  Polyclinic  Ave.,  Harris¬ 
burg  17105 

Radiology — Pa.  Radiological  Soc.,  20  Erford  Rd.,  Lemoyne  17043 
Reading — Reading  Hosp.,  6th  Ave.  &  Spruce  St.,  Reading  19602 
St.  Francis — St.  Francis  Gen.  Hosp.,  Penn  Ave.  and  45th  St.,  Pittsburgh  15201 
St.  Margaret — St.  Margaret  Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201 
Temple — Temple  Univ.  Sch.  of  Med.,  3400  N.  Broad  St.,  Philadelphia  19140 
U.  0f  pa. — Univ.  of  Pa.  Sch.  of  Med.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19174 

Pitt — Univ.  of  Pittsburgh  Sch.  of  Med.,  1022-H  Scaife  Hall,  Pittsburgh  15261 
Roentgen  Ray — Phila.  Roentgen  Ray  Soc.,  Temple  U.  Health  Sciences  Cntr., 
Philadelphia  19140 

Warren  State — Warren  St.  Hosp.,  Box  249,  Warren  16365 
Washington — Washington  Hosp.,  155  Wilson  Ave.,  Washington  15301 
West  Penn — Western  Pa.  Hosp.,  4800  Friendship  Ave.,  Pittsburgh  15224 
York — York  Hosp.,  George  St.  &  Rathton  Rd.,  York  17405 
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ANNOUNCEMENTS 


For  more  information,  such  as:  frequency  of  sessions, 
fees,  maximum  registration,  faculty,  etc.,  contact  the 
director  at  the  address  given  in  the  announcement  or  in 
the  REFERENCE  CODE  box  on  the  cover: 


Bridgeville;  Mayview  State  Hosp.;  June  11,  1974  -  Mar.  11,  1975 
(1)  Continuing  Education  for  Physicians;  by  Pitt.;  second  Tuesdays  (75-1- 
110) 

Contact:  Robert  Trivus,  M.D.,  Superintendent,  Mayview  St.  Hosp.,  Bridgeville 
15017 


Bristol;  Sept.  3,  1974  -  June  2,  1975 

(1)  Program  of  Continuing  Medical  Education;  at  Lower  Bucks  Hosp.;  by 
PAFP.  (75-1-40) 

Contact:  Administrator,  Lower  Bucks  Hosp.,  Bath  Rd.  @  Route  13,  Bristol 
19007. 


Abington  Mem.  Hosp.;  Jan.  21  -  Feb.  18,  1975 

(1)  Newer  Diagnostic  Techniques  -  How  to  and  When  to  Use;  by  Temple. 
(75-1-5) 

Contact:  W.  Bernard  Kinlaw,  M.D.,  Dir.  Med.  Dept..  Abington  Mem.  Hosp., 
1200  York  Rd.,  Abington  19001 


Allentown  Gen.  Hosp.:  74-75  Academic  Year 

(1)  Continuing  Education  Program;  by  U.  of  Pa.;  monthly,  alternately  at 
Allentown  and  Sacred  Heart  Hosp.  (75-1-38) 

Contact:  Aaron  D.  Freedman,  M.D.,  Assoc.  Dean,  U.  of  Pa. 

(2)  Human  Sexuality  Today  and  Where  Tomorrow?;  at  Holiday  Inn;  Sept.  19; 
(74-1-69) 

Contact:  Charles  W.  Reninger,  Jr.,  M.D.,  Allentown  Gen.  Hosp.,  17th  &  Chew 
Sts.,  Allentown  18102 


Allentown;  Lehigh  AHEC;  ’74-75  Academic  Year 

(1)  Workshop  on  Acid  Base  Balance;  Nov.  16;  at  George  Washington  Motor 
Lodge  (74-1-28) 

Contact:  John  Galgon,  M.D.,  1730  Chew  St.,  Allentown  18102. 


Allentown;  Sacred  Heart  Hosp.;  ’74-75  Academic  Year 

(1)  Visiting  Lectureship  Program;  by  Allentown  Phys.  Anesthesia  Assoc.,  Inc. 
and  U.  of  Pa.;  3  times  monthly,  8  months  (75-1-210) 

Contact:  Ramon  J.  Deeb,  M.D.,  Dir.  of  Educ.,  APAA,  Inc.,  421  Chew  St.,  Allen¬ 
town  18102 


Aliquippa;  Sept.  18,  1974  -  May  21,  1975 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  alternately  at  Beaver  Co. 
and  Aliquippa  Hosps.,  Third  Wednesdays  (75-1-119) 

Contact:  Mrs.  Susan  Frey,  Exec.  Secy.,  Beaver  Co.  Med.  Soc.,  350  Adams  St., 
Rochester  15074 


AJtoona  Hospital;  Oct.  1974  -  June,  1975 

(1)  Continuing  Medical  Education  Program;  by  Penn  State  and  Jefferson 
(75-1-39) 

Contact:  Philip  W.  Hoovler,  M.D.,  DME,  Altoona  Hosp.,  Altoona  16601 


Bedford;  Apr.  22-24,  1975 
(1)  Annual  Conference  -  PAO&O  (75-1-6) 
Contact:  Donald  Kamerer,  M.D.,  Secy.,  PAO&O. 


Bethlehem;  Nov.  13,  1974 

(2)  Annual  Scientific  Meeting — Eastern  Pa.  Chapt,  Amer.  Coll,  of  Surgs.;  at 
Holiday  Inn  East.  (74-1-22) 

Contact:  George  W.  Hartzell,  Jr.,  M.D.,  Secy.,  2004  Allen  St.,  Allentown  18104 


Bethlehem,  St.  Luke's  Hosp.;  74-75  Academic  Year 
(1)  Important  Topics  in  Internal  Medicine;  by  Lehigh  AHEC  and  MCP; 
monthly,  Sept-June  (75-1-49) 

Contact:  William  R.  Thompson,  M.D.,  Chief,  Dept,  of  Med.,  St.  Luke's  Hosp., 
801  Ostrum  St.,  Bethlehem  18015 

(1)  Important  Topics  in  Obstetrics  and  Gynecology;  by  Lehigh  AHEC  and 
MCP;  monthly  Oct.  -  June  (75-1-50) 

Contact:  Frank  S.  Flor,  M.D.,  Chief,  Dept,  of  Ob/Gyn,  St.  Luke's  Hosp.,  801 
Ostrum  St.,  Bethlehem  18015 

(1)  Important  Topics  in  Psychiatry;  by  Lehigh  AHEC  and  MCP;  monthly, 
Oct-June  (75-1-51) 

Contact:  Leon  A.  Skweir,  M.D.,  Dept,  of  Psych.,  M.C.P. 


Key  to  symbols: 

(  )  Numbers  in  parentheses  at  the  beginning  of  an  announcement  indicate  the 

PRA  Category  number  in  which  attendance  at  this  program  should  be 
reported.  You  may  report  each  hour  of  attendance. 

(75-1  -XX)  Numbers  in  parentheses  at  the  end  of  an  announcement  are  code 
numbers  which  wilt  be  helpful  as  a  cross  reference  from  the  Subject  Index 
section  of  this  supplement. 

Bold  Face  Type  indicates  an  institution  that  has  Category  One  accreditation. 

This  name  MUST  APPEAR  on  your  PRA  APPLICATION  to  the  AMA  if  you  are 

to  receive  Category  One  credit. 


Butler;  74-75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  monthly,  Sept-June  (75-1  - 
111) 

Contact:  S.  A.  Nallathambi,  M.D.,  Prgm.  Chrm.,  Butler  Co.  Med.  Soc.,  230  S. 
Washington  St.,  Butler  16001 


Canonsburg  Gen.  Hosp.;  Sept.  10,  1974  -  May  6,  1975 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly  (75-1-112) 
Contact:  Louis  Signorella  M.D.,  Canonsburg  Gen.  Hosp.,  Canonsburg  15317 


Champion;  Sept.  20-22,  1974 

(1)  Advances  in  Dermatology  -  1974;  by  Dermatology;  at  Seven  Springs  (74- 
1-10) 

Contact:  Charles  H.  Greenbaum,  M.D.,  Dermatology 


Charleroi;  Sept.  17,  1974  -  Feb.  18,  1975 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  alternately  at  Charleroi 
Div.  and  Monongahela  Div.,  Monongahela  Valley  Hosp.  (75-1-41) 

Contact:  U.A.  DeRienzo,  M.D.,  Charleroi  Div.,  Monongahela  Valley  Hosp., 
Inc.,  Charleroi  15022 


Chester;  Sept.  10,  1974  -  May  27,  1975. 

(1)  Continuing  Education  Program;  at  Crozer-Chester  Med.  Center;  by  Hah¬ 
nemann  (75-1-92) 

Contact:  Robert  J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann 


Coatesville  VA;  Oct.  16,  1974 

(1)  Biological  Considerations  in  the  Treatment  of  Neuropsychiatric  Condi¬ 
tions;  by  Jefferson  and  Chester  Co.  Med.  Soc.  (74-1-21) 

Contact:  J.  Clifford  Scott,  M.D.,  Dir.,  Prof.  Educ.,  Coatesville  VA. 


Danville;  Geisinger;  74-75  Academic  Year 
(1)  Cardiovascular  Conference;  Wednesdays  (75-1-95) 

(1)  Cardiac  Electrophysiology  Conference;  Fridays  (75-1-97) 

(1)  Dermatology  Conference;  Daily  (75-1-98) 

(1)  Dermatology  for  the  Non-Dermatologist;  Oct.  23  (74-1-24) 

(1)  Clinical  Aspects  of  Pituitary  Disease;  Nov.  13  (74-1-42) 

(1)  Common  Problems  in  Practice;  at  Danville  Holiday  Inn;  by  Susquehanna 
Valley  Inter-hospital  Organization;  Sept.  18  -  Oct.  2  (74-1-40) 

(1)  Montour  Co.  Med.  Soc.  Visiting  Professor  Program;  Third  Mondays  (75- 
1-108) 

(1)  Advances  in  Internal  Medicine;  Second  Wednesdays  (75-1-101) 

(1)  Advances  in  Medical  Pharmacy  and  Therapeutics;  Fourth  Wednesdays 
(75-1-102) 

(1)  Hospital  Grand  Rounds;  Fridays  (75-1-103) 

(1)  Medical  Clinical  Pathologic  Conference;  First  Wednesdays  (75-1-100) 

(1)  Neurology-Neurosurgery  Conference;  Mondays  (75-1-105) 

(1)  Primary  Cesarean  Section  Review;  Third  Tuesdays  (75-1-93) 

(1)  Head  and  Neck  Tumor  Conference;  Mondays  (75-1-106) 

(1)  Multidisciplinary  Tumor  Conference;  First  and  Third  Tuesdays  (75-1  - 
107) 

(1)  Converting  Your  Serology  Lab  to  Microtiter:  Oct.  25  (74-1-4) 

(1)  Pediatric  Perinatal  Conference;  Third  Thursdays  (75-1-94) 

(1)  Pediatric  Teaching  Conference;  Tuesdays  and  Thursdays  (75-1-96) 

(1)  Pediatric  Grand  Rounds;  Second  and  Fourth  Tuesdays  (75-1-104) 

(1)  Pulmonary  Emergencies;  Oct.  30  (74-1-41) 

(1)  Rehabilitation  Medicine  Teaching  Program;  Thursdays  (75-1-99) 

Contact:  Mildred  K.  Fleetwood,  Ph.D.,  Secy.,  Educ.  Cmte.,  Geisinger 


DuBois;  DuBois  Hosp.;  Winter  75 

(1)  Continuing  Education  for  Physicians;  by  Pitt,  and  Jefferson  Co.  Med. 
Soc.;  weekly  (75-1-136) 

Contact:  W.  G.  Lundgren,  M.D.,  Deposit  Natl.  Bank  Bldg.,  DuBois  15801 


DuBois;  Maple  Ave.  Hosp.;  Oct.  3,  1974 

(1)  Current  Aspects  of  Cardiovascular  Disease  1974;  by  Geisinger;  at 
Sheraton  Motor  Inn.  (74-1-13) 

Contact:  Howard  Fugate,  Jr.,  M.D.,  Maple  Ave.  Hosp.,  DuBois  15801. 


Easton  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  Program;  by  Hahnemann;  Oct.  2  -  June  4  (75-1-10) 
Contact:  Robert  J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann 
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(1)  Psychiatric  Luncheon  Conference;  by  Hahnemann;  monthly,  Sept.  23- 
June  16  (75-1-217) 

Contact:  Richard  E.  Hicks,  M.D.,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann. 


Erie;  Sept.  20-21,  1974 

(2)  Trustee,  Administrator  and  Physician  Institute  (74-1-76) 

Contact:  Richard  L.  Storrer,  Hosp.  Educ.  and  Research  Foundation,  Box  608, 
Camp  Hill  17011 


Franklin  Hosp.;  '74-75  Academic  Year 

(1)  Postgraduate  Seminar  for  Physicians;  by  Jefferson;  Nov.  13,  1974.  (74-1  - 
7) 

Contact:  Helen  Griffin,  M.D.,  Chrm.,  Educ.  Cmte.,  Franklin  Hosp.,  Franklin 
16323 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  alternately  at  Franklin,  Oil 
City  and  Titusville  Hosps.  (75-1-113) 

Contact:  Robert  M.  Pilewski,  M.D.,  Venango  Co.  Med.  Soc.,  9  Glenview  Ave., 
Oil  City  16301 


Harrisburg;  Oct.  25,  1974 

(2)  Central  Pa.  Chapter,  Amer.  Coll,  of  Surgeons;  at  Host  Inn  (74-1-90) 
Contact:  William  P.  Graham,  III,  M.D.,  M.S.  Hershey 


Harrisburg;  Oct.  25,  1974 

(2)  Pa.  Orthopaedic  Soc.  (Annual  Meeting);  at  Host  Inn  (74-1-80) 

Contact;  John  B.  Blakley,  M.D.,  Pres.,  P.O.S.,  1  Allegheny  Sq.,  Allegheny 
Center,  Pittsburgh  15212. 


Harrisburg;  Oct.  25,  1974 

(2)  Pa.  Acad,  of  Physical  Medicine  and  Rehabilitation  (Fall  Meeting);  at 
Host  Inn  (74-1-81) 

Contact:  Leon  Reinstein,  M.D.,  Secy-Treas.,  PAPM&R,  Dept,  of  Rehabilitation 
Med.,  Jefferson. 


Harrisburg;  Oct.  25,  1974 

(2)  Pa.  Psychiatric  Society  (Fall  Meeting);  at  Host  Inn  (74-1-82) 

Contact:  Wilbert  A.  Lyons,  M.D.,  Prgm.  Chrm.,  PPS,  20  Erford  Rd.,  Lemoyne, 
17043 


Harrisburg;  Oct.  25,  1974 

(2)  Robert  H.  Ivy  Soc.  (Plastic  Surgery);  at  Host  Inn  (74-1-89) 
Contact:  William  P.  Graham,  III,  M.D.,  M.S.  Hershey 


Harrisburg;  Community  Gen.  Osteo.  Hosp.;  Oct.  3  -  Nov.  19,  1974 
(2)  Program  for  Continuing  Medical  Education  (74-1-14) 

Contact:  Charles  M.  Worrell,  D.O.,  DME,  Community  Gen.  Osteo.  Hosp.,  Har¬ 
risburg  17109 


Harrisburg;  PMS;  74-75  Academic  Year 

(2)  An  Overview  of  Acupuncture;  Oct.  23;  at  Host  Inn  (74-1-77) 

(2)  Physician  in  Long-Term  Care  Facility;  Oct.  24-25;  at  Host  Inn  (74-1-78) 
Contact:  Council  on  Educ.  and  Science,  PMS. 


Harrisburg;  Harrisburg;  74-75  Academic  Year 

(1)  Continuing  Education  for  Family  Practitioners;  monthly  Sept.  -  Apr.;  al¬ 
ternately  at  Harrisburg  and  Polyclinic  Hosps.  (75-1-124) 

(1)  Problems  in  Medicine;  weekly  (75-1-125) 

(1)  Keep  Sharp  in  Surgery;  one  day  alternate  weeks  (75-1-126) 

(1)  Medical  Grand  Rounds;  Tuesdays  (75-1-127) 

Contact:  Thomas  F.  Fletcher,  M.D.,  Dir.  of  Med.  Affairs,  Harrisburg 


Haverford  State  Hosp.;  Oct.  1-29,  1974 

(1)  Contemporary  Trends  in  Psychopharmacology:  A  Comprehensive 
Review;  by  the  Institute  (74-1-8) 

Contact:  Howard  B.  Rosen,  M.D.,  Dir.  of  Prof.  Educ.,  Haverford  St.  Hosp., 
3500  Darby  Rd„  Haverford  19041 


Hazleton  St.  Gen.  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  Program;  by  U.  of  Pa.,  Thursdays,  Sept.  19  -  May 
29  (75-1-47) 

Contact:  Aaron  D.  Freedman,  M.D.,  Assoc.  Dean.,  U.  of  Pa. 


Hershey;  AHA;  Sept.  27-28,  1974 

(1)  Role  of  Practitioner  in  Treatment  and  Preventative  Management  of  Car¬ 
diovascular  Disease;  at  Hershey  Motor  Lodge  and  Convention  Center  (74-1- 
92) 

Contact:  AHA,  Pa.  Affiliate 


Hershey;  M.  S.  Hershey;’74-’75  Academic  Year 

(1)  Evenings  in  Cardiology;  1st  Wednesdays  (75-1-24) 
(1)  Family  &  Community  Medicine;  Tuesdays  (75-1-25) 
(1)  Emergency  Medicine;  Tuesdays  (75-1-26) 


(1)  Endocrinology  and  Reproductive  Biology;  Wednesdays  (75-1-37) 

(1)  Medical  Grand  Rounds;  Thursdays  (75-1-27) 

(1)  Neurology-Neurosurgery  Grand  Rounds;  Saturdays  (75-1-28) 

(1)  Obstetrics  and  Gynecology  Grand  Rounds;  Saturdays  (75-1-29) 

(1)  Pathology  Study  Group;  2nd  Wednesdays  (75-1-30) 

(1)  Pediatrics  Grand  Rounds;  Thursdays  (75-1-31) 

(1)  Pediatric-Pathology  Conference;  2nd  Fridays  (75-1-32) 

(1)  Neonatal  Teaching  and  Pathology  Rounds;  Tuesdays  (75-1-33) 

(1)  Psychiatry  Grand  Rounds;  1st  &  3rd  Thursdays  (75-1-34) 

(1)  Radiology  Grand  Rounds;  1st  &  3rd  Thursdays  (75-1-35) 

(1)  Surgery  Grand  Rounds;  Saturdays  (75-1-36) 

Contact:  Ray  A.  Snyder,  Area  Director,  Dept,  of  Cont.  Med.  Educ.,  M.  S. 

Hershey 


Kittanning;  Armstrong  Co.  Mem.  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  semi-monthly  (75-1-138) 
Contact:  Roderick  R.  McLeod,  M.D.,  Box  150,  Kittanning  16201. 


Lancaster  Gen.  Hosp.;  74-75  Academic  Year 

(1)  Program  in  Continuing  Medical  Education;  by  Temple,  weekly  (75-1-52) 
(1)  Clinical  Correlation  in  Family  Medicine;  by  Temple;  weekly  (75-1-199) 

(1)  Human  Dimensions  in  Medicine;  by  Temple  and  Institute;  weekly  (75-1  - 
200) 

(1)  Ambulatory  Health  Care  Conference;  by  Temple;  weekly  (75-1-201) 

(1)  Medical  Grand  Rounds;  by  Temple;  weekly  (75-1-202) 

(1)  Monthly  Staff  Meeting;  by  Temple  (75-1-203) 

Contact:  John  H.  Esbenshade,  Jr.,  M.D.,  DME,  Lancaster  Gen.  Hosp.,  555  N. 
Duke  St.,  Lancaster  17604 


Lancaster;  St.  Joseph's  Hosp.;  74-75  Academic  Year. 

(1)  Postgraduate  Seminars  for  Physicians;  by  Jefferson;  bi-monthly.  Sept. 
18  -  May  28  (75-1-53) 

Contact:  Kenneth  Carroll,  M.D.,  Med.  Dir.,  St.  Joseph’s  Hosp.,  250  College 
Ave.,  Lancaster  17604 


Lock  Haven  Hosp.;  74-75  Academic  Year 

(1)  Program  of  Continuing  Medical  Education;  by  Polyclinic;  second  and 
third  Wednesdays  Oct.,  Nov.,  Jan.,  Feb.,  Mar.  (75-1-272) 

Contact:  William  C.  Long,  Jr.,  M.D.,  53  W.  Main  St.,  Lock  Haven  17745 


McKeesport  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  weekly  Fall  of  74.  (74-1  - 
43) 

Contact:  Frank  Bondi,  M.D.,  McKeesport  Hosp.,  McKeesport  15132 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  weekly  Winter  of  75.  (75- 
1-114) 

Contact:  Rudolph  Buck,  M.D.,  McKeesport  Hosp.,  McKeesport  15132 


Meadowbrook;  Holy  Redeemer  Hosp.;  74-75  Academic  Year 

(1)  Medical  Seminars  for  Physicians;  by  Jefferson;  Sept.  18,  1974  -  May  7, 
1975  (75-1-19) 

Contact:  W.  F.  Warrender,  M.D.,  Co-Chrm.  Educ.  Cmte.,  Holy  Redeemer 
Hosp.,  Meadowbrook  19046. 

(1)  Continuing  Education  Program;  by  Hahnemann;  Oct.  10,  1974-Mar.  12, 
1975  (75-1-11) 

Contact:  Robert  J.  Schaefer,  Ex.  Dir.  Cont.  Educ.,  Hahnemann 


Monongahela;  Sept.  17,  1974  -  Jan.  21,  1975 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  alternately  at  Charleroi 
and  Monongahela  Div.,  Monongahela  Valley  Hosp.  (75-1-42) 

Contact:  H.  J.  Levin,  M.D.,  Monongahela  Div.,  Monongahela  Valley  Hosp., 
Inc.,  426  W.  Main  St.,  Monongahela  15063. 


New  Castle;  Sept.  3,  1974  -  Mar.  4,  1975 
(1)  Continuing  Education  for  Physicians;  by  Pitt  and  Lawrence  Co.  Med. 
Soc.  (75-1-109) 

Contact:  James  Bower,  M.D.,  Chrm.  Cmte  on  Cont.  Med.  Educ.,  Lawrence  Co. 
Med.  Soc.,  Temple  Bldg.,  New  Castle  16101 


New  Kensington;  74-75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  at  Citizens  Gen.  Hosp.;  by  Pitt; 
some  Tuesdays  Sept.  3  -  Dec.  3  (74-1-16) 

(1)  Continuing  Education  for  Physicians;  at  Holiday  Inn;  by  Pitt,  and  Tri-Co. 
Branch  Med.  Soc.,  First  Wednesdays  (74-1-15) 

Contact:  Walter  Zuck,  M.D.,  Citizens  Gen.  Hosp.,  New  Kensington  15068 

I 

Norristown  State,  74-75  Academic  Year 

(1)  Endocrinology  for  Psychiatrists;  weekly,  Feb.  18  -  Mar.  11  (75-1-207) 

(1)  Medical  Genetics;  weekly,  Nov.  8  -  Dec.  13  (74-1-73) 

(1)  Limbic  System;  weekly,  Jan.  10-24  (75-1-209) 

(1)  Medical  Practice  and  the  Law;  weekly,  Feb.  6  -  Apr.  24  (75-1-204) 

(1)  Problems  in  Neurological  Management;  weekly,  Oct.  16  -  Nov.  13  (74-1  - 
71) 

(1)  Intensive  Review  of  Neurology;  weekly,  Sept.  9  -  Apr.  14  (75-1-206) 
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(1)  PSRO  and  the  Impact  of  Government  on  Medicine;  weekly  Sept.  6-20 
(74-1-72) 

(1)  Partial  Hospitalization  Workshop;  weekly,  Jan  8  -  Feb.  12  (75-1-208) 

(1)  Psychopathology  for  Medical  Practitioners;  weekly,  Sept.  10  -  Oct.  15 
(74-1-70) 

(1)  Psychopharmacology  Workshops;  monthly,  Sept.  27  -  May  2  (75-1-205) 

(1)  Human  Sexuality;  Oct.  12  (74-1-74) 

Contact:  John  D.  Pruitt,  M.D.,  Dir.,  Cont.  Med.  Educ.,  Norristown  State 

Oil  City;  74-’75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  alternately  at  Oil  City,  Ti¬ 
tusville  and  Franklin  Hosps.  (75-1-113) 

Contact:  Robert  M.  Pilewski,  M.D.,  Venango  Co.  Med.  Soc.,  9  Glenview  Ave., 
Oil  City  16301 

Philadelphia;  ACP;  '74-'75  Academic  Year 

(1)  Innovations  in  the  Diagnosis  and  Management  of  Acute  Myocardial  In¬ 
farction;  at  Jefferson;  Oct.  30  -  Nov.  1  (74-1-2) 

(1)  Physiologic  Approaches  to  the  Diagnosis  and  Treatment  of  Gl  Disease; 
at  Philadelphia  Marriott;  by  U.  of  Pa.;  Sept.  30  -  Oct.  3  (74-1-3). 

(1)  Mechanisms  and  Management  of  Clinical  Pulmonary  Disease;  at  U.  of 
Pa.;  Sept.  30  -  Oct.  4  (74-1-6) 

(1)  Recent  Developments  in  Medical  Oncology;  at  Coll,  of  Phys.  of 
Philadelphia;  by  Jeanes;  May  12-14  (75-1-2) 

Contact:  Calvin  F.  Kay,  M.D.,  Deputy  Exec.  Vice  President,  ACP 


Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.;  ’74-75  Academic 
Year 

(1)  Anesthesia  Seminar;  by  Temple;  3  days  a  week  Oct  7  -  May  29  (75-1  - 
246) 

(1)  Cardio-Pulmonary-Renal  Research  Seminars;  by  Temple;  every  other 
week  July  1  -  June  20  (75-1-247) 

(1)  Network  for  Cont.  Educ.  TV  Series;  by  Temple;  4  days  a  week,  all  year 
(75-1-248) 

(1)  TV  Grand  Rounds  in  Medicine;  by  Temple;  weekly.  Sept  18  -  July  9  (75- 
1-249) 

(1)  Renal  Conference;  by  Temple;  weekly,  all  year  (75-1-250) 

(1)  Kidney  Transplant  Conference;  by  Temple;  weekly,  all  year  (75-1-251) 

(1)  Medical  Grand  Rounds;  by  Temple;  weekly,  Sept  10  -  June  24  (75-1-252) 
(1)  Basic  Pathophysiology  in  Internal  Medicine;  by  Temple;  weekly,  Sept.  9 
June  9  (75-1-253) 

(1)  Neurology  Grand  Rounds;  by  Temple;  weekly,  all  year  (75-1-267) 

(1)  Clinical  Neurology  and  Neuro-ophthalmology;  by  Temple;  weekly,  Oct.  3 
June  26  (75-1-254) 

(1)  Neuro-radiology  Conference;  by  Temple;  weekly,  all  year  (75-1-255) 

(1)  Obstetrics  and  Gynecology  Grand  Rounds;  by  Temple;  weekly,  all  year 
(75-1-256) 

(1)  Reproductive  Endocrinology  and  Infertility;  by  Temple;  every  other 
week,  Sept  3  -  May  13  (75-1-257) 

(1)  Clinical  Neuropathological  Correlation  Conference;  by  Temple;  every 
other  week  all  year  (75-1-258) 

(1)  Autopsy  Review  Conference;  by  Temple;  weekly,  all  year  (75-1-259) 

(1)  Pediatric  Grand  Rounds;  by  Temple;  weekly,  all  year  (75-1-260) 

(1)  Nuclear  Medicine  -  Introductory  Physics  and  Clinical  Aspects;  by 
Temple;  weekly,  Apr.  2  -  July  16  (75-1-261) 

(1)  Radiation  Therapy  -  Introductory  Physics  and  Clinical  Aspects;  by 
Temple;  2  days  a  week,  Dec.  2  -  Mar.  31  (75-1-262) 

(1)  Radiology  Grand  Rounds;  by  Temple;  weekly,  Sept.  16  -  May  12  (75-1  - 
263) 

(1)  Introduction  to  Radiological  Physics  and  Physics  of  Diagnostic 
Radiology;  by  Temple;  weekly,  Aug.  5  -  Nov.  27  (74-1-84) 

(1)  Surgical  Basic  Science  Conference  and  Lecture  Series;  by  Temple; 
weekly,  Sept.  3  -  May  27  (75-1-264) 

(1)  General  Surgery  Conference;  by  Temple;  weekly,  Sept.  7  -  June  28  (75- 
1-265) 

(1)  Departmental  Surgical  Conference;  by  Temple;  weekly,  Sept.  5  -  June 
26  (75-1-266) 

Contact:  Irving  Woldow,  M.D.,  Coordinator  of  Med.  Educ.,  Albert  Einstein 
Med.  Center  -  Northern  Div.,  York  &  Tabor  Rds.  Philadelphia  19141 


Philadelphia;  Amer.  Coll,  of  Cardiology;  '74-'75  Academic  Year 

(1)  Echocardiography  in  Its  Clinical  Setting;  Apr.  16-18.  1975  (75-1-290) 

(1)  Optimal  Standards  of  Care  in  Cardiac  Emergencies;  Apr.  22-24,  1975 
(75-1-291) 

(1)  Core  Curriculum:  Mechanisms  and  Therapy  of  Cardiac  Arrhythmias; 
Sept.  12-14  (74-1-17) 

Contact:  Miss  Mary  Anne  Mclnerny,  Dir.,  Dept,  of  Cont.  Educ.  Prgms.,  Amer. 
Coll,  of  Cardiology.  9650  Rockville  Pike,  Bethesda,  Md.  20014 


Philadelphia;  Colon  and  Rectal  Surgs.;  Sept  12,  1974 

Quarterly  Scientific  Meeting;  Pa.  Soc.  of  Colon  and  Rectal  Surg.;  at  Union 
League  (74-1-65) 

Contact:  Indru  T.  Khubchandani,  M.D.,  Liberty  Square  Med.  Center,  501  N. 
17th  St.,  Allentown  18104. 


Philadelphia;  EPPI;  '74-’75  Academic  Year 

(1)  Recent  Advances  in  Child  Psychiatry,  Apr.  3  -  May  8  (75-1-82) 

(1)  Introduction  to  Family  Therapy:  Practical  Experience  and  Theoretical 
Applications;  Wednesdays,  Sept.  18  -  Apr.  30  (75-1-83) 

(1)  Drug  Interaction:  Psychoactive  Drugs  in  Combination  with  Other  Com¬ 
monly  Prescribed  Drugs;  Thursdays,  Jan.  1  -  Feb.  20  (75-1-84) 

(1)  Genetics  and  Psychiatry;  Thursdays,  Oct.  3  -  Nov.  14  (74-1-33) 

(1)  Altered  States  of  Awareness  in  Psychotherapy;  Feb.  -  Apr.  (75-1-85) 
Contact:  Geraldine  DePaula,  M.D.,  Acting  Dir.  of  CME,  EPPI. 


Philadelphia;  Frankford  Hosp.;  '74-'75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  weekly,  Sept.  13  -  June  21;  by 
MCP  (75-1-244) 

Contact:  Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp.,  4940  Frankford 
Ave.,  Philadelphia  19124. 


Philadelphia;  Friends  Hosp.;  Oct.  3-4,  1974 

(2)  Adolescence:  Development  and  Intervention  (Second  Annual  Clinical 
Conference)  (74-1-38) 

Contact:  David  B.  Arnold,  Dir.  of  Development,  Friends  Hosp.,  Roosevelt  Blvd. 
at  Adams  Ave.  Philadelphia  19124. 


Philadelphia;  Hahnemann  '74-’75  Academic  Year 
(1)  Rheumatology  Tutorial;  8  days  repeated  Sept  2  -  June  26  (75-1-236) 

(1)  Cardiac  Radiology  and  Angiography  Tutorial  Course;  15  days,  repeated 
Oct.  7  -  June  27  (75-1-221) 

(1)  Cardiology  for  the  Practicing  Physician;  Wednesdays;  Sept.  4-25;  at 
Marriott  Motor  Hotel  (74-1-11) 

(1)  Hypertension,  Clinical  and  Laboratory  Tutorial;  10  days,  repeated  Sept. 
2  -  June  13  (75-1-226) 

(1)  Cardiac  Care  Unit  Tutorial  Course;  15  days,  repeated  Oct.  7  -  June  27 
(75-1-218) 

(1)  Cardio-Hemodynamics  Tutorial  Course;  15  days,  repeated  Oct.  7  -  June 
27  (75-1-219) 

(1)  Clinical  Cardiology-Physiology  and  Pathophysiology;  15  days  repeated 
Oct.  7  -  June  27  (75-1-220) 

(1)  Clinical  Cardiology  and  Cardiovascular  Surgery  Tutorial;  15  days, 
repeated  Oct.  7  -  June  27  (75-1-222) 

(1)  Noninvasive  Cardiac  Techniques  Tutorial;  15  days,  repeated  Oct.  7  - 
June  27  (75-1-223) 

(1)  Vector  Electrocardiography  and  Cardiovascular  Pharmacology  Tutorial; 
15  days;  repeated  Oct.  7  -  June  27  (75-1-224) 

(1)  Dialysis  Tutorial  Course;  10  days,  repeated  Sept.  2  -  June  13  (75-1-225) 
(1)  Fluid  and  Electrolyte  Metabolism  Tutorial  Course;  10  days;  repeated 
Sept.  2  -  June  13  (75-1-227) 

(1)  Fluid,  Electrolyte  and  Acid  Base  Disorders;  at  Benjamin  Franklin  Hotel, 
Mar.  17-20  (75-1-22) 

(1)  Gastrointestinal  Emergencies;  Dec.  2-4;  at  Marriott  Motor  Hotel  (74-1  - 
12) 

(1)  Gastrointestinal  Endoscopy  Tutorial;  5  days,  repeated  Sept.  9  -  June  13 
(75-1-237) 

(1)  Clinical  Gastroenterology  Tutorial;  6  days,  Sept  19-24  and  Mar.  20  -  Apr. 
24  (75-1-238) 

(1)  General  Medicine  Reviews;  May  5-9;  at  Marriott  Motor  Hotel  (75-1-23) 

(1)  Chairman's  Medical  Grand  Rounds;  Thursdays,  Oct.  3  -  May  29  (75-1  - 
239) 

(1)  Internal  Medicine  Reviews;  Wednesdays,  Oct.  2  -  Apr.  30  (75-1-240) 

(1)  Basic  Tutorial  Course;  60  days,  repeated  Sept.  9  -  June  27  (75-1-241) 

(1)  Clinical  Immunology  Tutorial  Course;  40  days,  repeated  Sept.  2  -  June 
27  (75-1-228) 

(1)  Clinical  Pulmonary  Disease  Tutorial;  20  days,  repeated  Sept.  2  -  June  27 
(75-1-232) 

(1)  Pulmonary  Physiology  Tutorial;  20  days,  repeated  Sept.  2  -  June  27  (75- 
1-233) 

(1)  Respiratory  Intensive  Care  Tutorial;  20  days;  repeated  Sept.  2  -  June  27 
(75-1-234) 

(1)  Respiratory  Inhalation  Therapy  Tutorial;  20  days,  repeated  Sept.  2  -  June 
27  (75-1-235) 

(1)  Respiratory  Intensive  Care  Workshop;  Oct.  14-25  and  Apr.  14-25  (75-1  - 
21) 

(1)  Adult  Neurology  Tutorial;  60  days,  repeated  Oct.  7  -  June  27  (75-1-229) 
(1)  Pediatric  Neurology  Tutorial;  60  days,  repeated  Oct.  7  -  June  27  (75-1- 
230) 

(1)  Neuropathology  Tutorial;  60  days,  repeated  Oct.  7  -  June  27  (75-1-231) 
(1)  Orthopedics  for  the  Practicing  Physician;  Wednesdays,  Apr.  2-30  (75-1  - 
20) 

Contact:  Robert  J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann 

(1)  Psychological  Pediatrics  Conference;  weekly,  Sept  19  -  May  8  (75-1-212) 
(1)  Basic  Review  of  Neurology;  weekly,  Nov.  -  Jan.  and  Feb.  -  Apr.  (75-1- 

213) 

(1)  Basic  Review  of  Psychiatry;  weekly,  Nov.  -  Jan.  and  Feb.  -  Apr.  (75-1- 

214) 

(1)  Human  Sexuality;  weekly,  Mar.  26  -  May  28  (75-1-215) 


Pennsylvania  Medicine,  September  1974 


5-S 


(1)  Adolescence  and  the  Youth  Culture;  weekly,  Mar.  19  -  May  21  (75-1-216) 
Contact:  Richard  Hicks,  M.D.,  Dept,  of  Mental  Health  Sciences,  Hahnemann 
(1)  Psychiatric  Sun  Seminar  in  Guadalupe;  Nov.  16-24  (74-1-76) 

Contact:  Richard  Newman,  M.D.,  Dept,  of  Mental  Health  Sciences,  Hah¬ 
nemann 

Philadelphia;  Institute;  '74-'75  Academic  Year 
(1)  Advances  in  Psychiatry  &  the  Behavioral  Sciences,  1st  Thursdays,  Sept. 
June  (75-1-78) 

(1)  Advances  in  Psychiatry  &  the  Behavioral  Sciences,  Alternate  Fridays, 
Jan.  -  May  at  Philadelphia  St.  Hosp.  (75-1-79) 

(1)  Films  and  Human  Personality;  1st  Saturdays  Oct.  -  Mar.  (75-1-80) 

(1)  Literature  and  Human  Personality;  Last  Tuesdays  Sept.  -  Mar.  (75-1-81) 
(1)  Practical  Issues  in  the  Law  for  Psychiatrists;  Wednesdays  Oct.  23  -  Nov. 
20  (74-1-29) 

(1)  Professional  Management  and  Economics  of  Psychiatric  Practice; 
Mondays  Sept.  23  -  Oct.  14  (74-1-30) 

(1)  Psychopharmacology  1974;  Mondays  Oct.  21  -  Dec.  9  (74-1-31) 

(1)  Review  of  Basic  Psychiatry;  Thursdays  Oct.  3  -  Dec.  12  (74-1-32) 

Contact:  Peter  B.  Bloom,  M.D.,  Dir.,  Cont.  Educ.  in  Psychiatry  Institute 
(1)  Medical  Hypnosis;  Wednesdays,  Oct.  2  -  Mar.  5  (75-1-292) 

(1)  Doctor  and  the  Sexual  Revolution;  Thursdays,  Oct.  10  -  Dec.  19  (74-1- 
93) 

(1)  Treating  the  Whole  Child:  A  Seminar  for  Pediatricians;  Wednesdays, 
Sept.  25  -  Nov.  27  (74-1-94) 

Contact:  Sydney  E.  Pulver,  M.D.,  Dir.,  Phys.  Educ.  Project,  Institute 


Philadelphia;  Jeanes;  '74-'75  Academic  Year 

(1)  Anemia  -  Differential  Diagnosis;  Wednesdays,  Apr.  2  -  May  7  (75-1-89) 

(1)  Diagnosis  and  Treatment  of  Arrhythmia;  Wednesdays,  Feb.  19  -  Mar.  26 
(75-1-88) 

(1)  Cancer  Detection  in  Office  Practice;  5  consecutive  Wednesdays, 
repeated  Sept.  -  Apr;  at  Amer.  Oncologic  Hosp.  (75-1-86) 

(1)  Medical  Oncology  for  Practicing  Physicians;  Wednesdays,  Sept.  4  -  Oct. 
9  (74-1-36) 

(1)  New  Diagnostic  Modalities  in  Radiology;  Wednesdays,  May  14  -  June  18 
(75-1-90) 

(1)  Pain  -  Diagnosis  and  Control;  Tuesdays,  Oct.  15  -  Nov.  19  (74-1-37) 

(1)  Trends  in  Pediatric  Cancer;  Nov.  15-16;  at  Bellevue-Stratford  Hotel  (74- 
1-35) 

(1)  Renal  Disease  -  1974;  Nov.  20  (74-1-34) 

(1)  What  Is  This  Skin  Disease  and  How  Do  I  Treat  It?;  Wednesdays,  Jan.  8  - 
Feb.  12  (75-1-87) 

Contact:  Joseph  M.  Winston,  M.D.,  D.M.E.,  Jeanes  Hosp.,  Philadelphia  19111 

Philadelphia;  Jefferson;  ’74-'75  Academic  Year 

(1)  Modern  Therapeutics;  Nov.  20-22,  1974  (74-1-91) 

(1)  Fiberoptic  Colonoscopy  -  A  Multidisciplinary  Symposium;  Sept.  13-14; 
at  Marriott  Motor  Hotel  (74-1-19) 

(1)  Mechanisms  and  Therapy  of  Cardiac  Arrhythmias;  by  Amer.  Coll,  of  Car¬ 
diology  and  Lankenau  Hosp.;  at  Marriott  Motel;  Sept.  12-14  (74-1-17) 

Contact:  John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson 


Philadelphia;  John  F.  Kennedy  Mem.  Hosp;  ’74-'75  Academic  Year 
(1)  Continuing  Education  Program;  by  Hahnemann  (75-1-77) 
Contact:  Robert  J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann 


Philadelphia;  MCP;  '74-'75  Academic  Year 

(1)  Preceptorships  for  Practicing  Physicians  (in  sub  specialties);  scheduled 
as  convenient  (75-1-211) 

Contact:  Gerald  H.  Escovitz,  M.D.,  Assoc.  Dean,  MCP 


Philadelphia;  Philadelphia  Co.  Med.  Soc.;  Sept.  24-25,  1974 

(1)  Laboratory  and  Clinical  Investigative  Techniques  in  Rheumatology;  by 
Eastern  Pa.  Arthritis  Foundation  and  PAFP(74-1-83) 

Contact:  H.  Ralph  Schumacher,  M.D.,  Arthritis  Foundation,  331  S.  Juniper  St., 
Philadelphia  19107 


Philadelphia,  Philadelphia  Gen.  Hosp.;  ’74-'75  Academic  Year 

(1)  Dermatology  Staff  Conference;  Thursdays;  by  U.  of  Pa.  (75-1-278) 

(1)  Neuroradiology  Clinical  Correlation  Conference;  Wednesdays;  by  U.  of 
Pa.  (75-1-279) 

(1)  PM&R  Teaching  Conference  and  Journal  Club;  Thursdays;  by  U.  of  Pa. 
(75-1-280) 

(1)  PM&R  &  Psychiatric  Conference;  Mondays;  by  U.  of  Pa.  (75-1-281' 

(1)  Prosthetic  -  Orthotic  Conference;  fourth  inursdays;  by  U.  of  Pa.  (75-1  - 
282) 

(1)  Psychiatry  Departmental  Academic  Seminar;  Tuesdays;  by  U.  of  Pa.  (75- 
1-283) 

(1)  Surgical  Pathology  Conference;  first  Tuesdays;  by  U.  of  Pa.  (75-1-284) 

(1)  Mortality/Morbidity  Conference;  fourth  Tuesdays;  by  U.  of  Pa.  (75-1-285) 
(1)  Tumor  Conference;  Tuesdays;  by  U.  of  Pa.  (75-1-286) 

(1)  Weekly  Psychiatric  Case  Conference;  Wednesdays;  by  U.  of  Pa.  (75-1  - 
287) 

Contact:  Henry  G.  Sparks,  Coordinator,  Cont.  Educ.  Program,  U.  of  Pa. 


Philadelphia;  Presbyterian  -  Univ.  of  Pa.  Med.  Center;  Oct.  30,  1974 

(2)  Current  Practical  Approaches  to  Common  Medical  Problems  (74-1-39) 
Contact:  Myron  Frederick,  M.D.,  Dir.  Cont.  Educ.,  Presbyterian  -  Univ.  of  Pa. 
Med.  Center,  51  N.  39th  St.,  Philadelphia  19104 


Philadelphia;  Temple;  ’74-’75  Academic  Year 

(1)  Anesthesiology  Seminar;  Thursdays  (75-1-190) 

(1)  Anesthesiology  Basic  Science  Lecture;  Wednesdays  (75-1-191) 

(1)  Anesthesiology  Case  Conference,  Thursdays  (75-1-192) 

(1)  Thrombohemorrhagic  Conference;  Fridays  (75-1-165) 

(1)  Cardiac  Arrhythmia  Conference;  Thursdays  (75-1-160) 

(1)  Cardiac  Catheterization  Conference;  Fridays  (75-1-164) 

(1)  Chest  Conference;  Wednesdays  (75-1-158) 

(1)  Rheumatology  Conference;  Thursdays  (75-1-159) 

(1)  Infectious  Disease  Clinical  Microbiology  Conference;  Thursdays  (75-1- 
161) 

(1)  Pulmonary  Grand  Rounds;  Fridays  (75-1-162) 

(1)  G.  I.  Conference;  Fridays  (75-1-163) 

(1)  Clinical  Dermatology  Conference;  Thursdays;  at  Skin  and  Cancer  Hosp. 
(75-1-174) 

(1)  Office  Dermatology;  May  14  (75-1-16) 

(1)  Office  Endocrinology;  May  21  (75-1-13) 

(1)  Preceptor  Program  in  Emergency  Room  Medicine;  Apr.  28  -  May  16  (75- 
1-146) 

(1)  Socratic  Seminars;  subject  -  place  -  format  chosen  by  applicant  (75-1  - 
151) 

(1)  Recent  Advances  in  Medicine;  weekly,  Oct.  16  -  Dec.  4  (74-1-66) 

(1)  Hepatology  Conference;  Mondays  (75-1-154) 

(1)  Endocrine-Metabolic  Conference;  Tuesdays  (75-1-155) 

(1)  CPC/Medicine;  Wednesdays  (75-1-156) 

(1)  Medical  Grand  Rounds;  Wednesdays  (75-1-157) 

(1)  Musculoskeletal  Problems  As  Seen  in  Office  Practice;  Apr.  16  (75-1-15) 
(1)  Peripheral  Vascular  Disease  Symposium;  Nov.  15-16;  at  Holiday  Inn  (74- 
1-68) 

(1)  New  Developments  in  Pulmonary  Embolism  and  Venous  Thrombosis; 
Mar.  12  (75-1-153) 

(1)  Management  of  Benign  Intractable  Pain;  May  7  (75-1-14) 

(1)  Human  Sexuality  and  Related  Problems;  Mar.  28-29  (75-1-12) 

(1)  Neuroradiology  Conference;  Tuesdays  (75-1-182) 

(1)  Grand  Rounds  in  Neurosurgery;  Fridays  (75-1-183) 

(1)  Neurology  Conference;  Tuesdays  (75-1-181) 

(1)  Ob  Gyn  Grand  Rounds;  Mondays  (75-1-169) 

(1)  Ob  Gyn  Postgraduate  Program;  Wednesdays  (75-1-170) 

(1)  The  Impact  of  Abortion  on  Health  Care  (17th  Isadore  Forman  Course): 
Nov.  6  (74-1-67) 

(1)  Hematology-Oncology  Conference;  Mondays  (75-1-245) 

(1)  Tumor  Conference;  Thursdays  (75-1-175) 

(1)  Basic  Science  Seminar;  Wednesdays;  at  Fels  Research  Inst.  (75-1-176) 
(1)  Orthopedic  Surgery  Grand  Rounds,  Wednesdays  (75-1-193) 

(1)  Fracture  Conference;  Tuesdays  (75-1-194) 

(1)  Anatomy  Conference  and  Class;  Thursdays  (75-1-195) 

(1)  Orthopedic  Radiology;  Saturdays  (75-1-196) 

(1)  Orthopedic  Surgery  Basic  Science  Conference;  Saturdays  (75-1-197) 

(1)  Patient  Care  Mortality  and  Morbidity  Conference  (Orthopedic  Surgery); 
Saturdays  (75-1-198) 

(1)  Microsurgery  Ophthalmologic  Workshops;  Spring  1975;  at  Sugar  Loaf 
Conference  Center  (75-1-150) 

(1)  Chevalier  Jackson  Course  in  Bronchoesophagology;  Oct.  28  -  Nov.  8 
(repeat)  Feb.  3-14  (75-1-46) 

(1)  Pediatric  Grand  Rounds;  Tuesdays  and  Fridays;  at  St.  Christopher’s 
Hosp.  for  Children  (75-1-171) 

(1)  Pediatric  Conference;  Thursdays;  at  St.  Christopher's  Hosp.  for  Children 
(75-1-172) 

(1)  Pediatric  Ophthalmology  Symposium;  May  8-9;  at  Coll,  of  Phy.  of 
Philadelphia  (75-1-17) 

(1)  Pediatric  Cardiology  Conference;  Fridays;  at  St.  Christopher’s  Hosp.  for 
Children  (75-1-173) 

(1)  24th  Annual  Pediatric  Seminar;  May  13-16;  at  Coll,  of  Phys.  of 
Philadelphia  (75-1-18) 

(1)  Hemiplegic  Rehabilitation;  Apr.  17-18  (75-1-148) 

(1)  Concepts  and  Implications  of  Sensory  Feedback  Therapy;  May  15-16  (75- 
1-149) 

(1)  Frontiers  of  Psychotherapy;  Mar.  13-14;  at  Albert  Einstein  Med.  Center 
(75-1-147) 

(1)  Rehabilitation  Chairman's  Rounds;  Tuesdays  (75-1-178) 

(1)  Electrodiagnostic  Rounds;  Thursdays  (75-1-179) 

(1)  Orthotic  Rounds;  Tuesdays  (75-1-180) 

(1)  Grand  Rounds  in  Psychiatry;  First  Fridays  (75-1-177) 

(1)  Neuroradiology;  Tuesdays  (75-1-184) 

(1)  Pediatric  Radiology;  Wednesdays  (75-1-185) 

(1)  Urologic  Radiology;  alternate  Thursdays  (75-1-186) 

(1)  Angiography;  Fridays  (75-1-187) 

(1)  Staufer  Lecture  (Radiology);  Apr.  23  (75-1-188) 

(1)  Diagnostic  Ultrasound  Training  Course-Introductory;  Sept.  9-13 
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(repeated  Dec.  9-13,  Mar.  3-7,  June  2-6);  at  Episcopal  Hosp.  (75-1-143) 

(1)  Advanced  Diagnostic  Ultrasound  Training  Course  in  Abdominal  Scan¬ 
ning;  Oct.  21-25  (repeated  Jan.  13-18,  Apr.  7-11);  at  Episcopal  Hosp.  (75-1-144) 
(1)  Advanced  Diagnostic  Ultrasound  Training  Course  in  Echocardiography; 
Nov.  11-15  (repeated  Feb.  10-14,  May  5-9);  at  Episcopal  Hosp.  (75-1-145) 

(1)  Sports  Medicine  Clinics;  weekly,  Apr.  (75-1-152) 

(1)  Basic  Science  (Surgery)  Review;  Tuesdays  (75-1-166) 

(1)  Clinical  Pathology  Radiology  Conference;  Wednesdays  (75-1-167) 

(1)  Surgical  Morbidity  Conference;  Saturdays  (75-1-168) 

(1)  Urologic  Radiology  Conference;  Mondays  (75-1-189) 

Contact:  Albert  J.  Finestone,  M.D.,  Assistant  Dean  for  C.M.E.,  Temple. 


Philadelphia;  U.  of  Pa.  Hosp.;  74-75  Academic  Year. 

(1)  Anesthesia  Case  Conference;  Thursdays  (75-1-273) 

(1)  Angiography  Conference;  second  Wednesdays  (75-1-274) 

(1)  Cardiology  Conference;  Thursdays  (75-1-275) 

(1)  Neuroradiology  Conference;  Saturdays  (75-1-276) 

(1)  Surgical  Grand  Rounds;  Saturdays  (75-1-277) 

(1)  Suburban  Pathology  Society;  first  Wednesdays  at  Montgomery  Co.  Med. 
Soc.  (75-1-289) 

(1)  Pathology  Society  of  Philadelphia;  second  Thursdays;  at  Coll,  of  Phys. 
(75-1-288) 

Contact:  Henry  G.  Sparks,  Coordinator,  Cont.  Educ.  Program,  U.  of  Pa. 


Philadelphia;  Wills  Eye  Hosp.,  74-75  Academic  Year 
(1)  Third  Annual  Course  on  Oculo-Plastic  Surgery;  by  PAO&O;  Apr.  24-26 
(75-1-8) 

Contact;  Gerard  Shannon,  M.D.,  Dir.  Oculo-Plastic  Serv.,  Wills  Eye  Hosp., 
16th  &  Spring  Garden  Sts.,  Philadelphia  19130 
(1)  Diagnosis  and  Management  of  Glaucoma;  by  PAO&O;  Apr.  10-12 
(75-1-7) 

Contact:  George  Spaeth,  M.D.,  Dir.,  Glaucoma  Serv.,  Wills  Eye  Hosp.;  16th 
and  Spring  Garden  Sts.,  Philadelphia  19130 


Pittsburgh;  Mercy;  '75-'76  Academic  Year 
(1)  Anesthesiology  Basic  Science  Lectures;  Wednesdays  (75-1-75) 

(1)  Cardiology  Seminars;  Wednesdays  (75-1-74) 

(1)  Seminars  in  Medicine;  Saturdays  (75-1-73) 

(1)  Mercy  Day  Scientific  Conference;  Sept.  20,  1974  (74-1-5) 

(1)  Otolaryngology  and  Maxillofacial  Conference;  Saturdays  (75-1-76) 

(1)  Concepts  in  Soft  Tissue  Surgery;  Jan.  27-31,  1975.  (75-1-3) 

Contact:  John  J.  Kenny,  M.D.,  Chrm.,  Cont.  Med.  Educ.,  Mercy  Hosp.,  1400 
Locust  St.,  Pittsburgh  15219. 


Pittsburgh;  North  Hills  Passavant  Hosp.;  Sept.  25,  1974  -  May  22,  1975 
(1)  Continuing  Education  for  Physicians;  by  Pitt.:  monthly  (75-1-115) 
Contact:  Herbert  Anderson,  M.D.,  North  Hills  Passavant  Hosp.,  9100  Babcock 
Blvd..  Pittsburgh,  15237 


Pittsburgh;  PMS;  Nov.  15-16,  1974 

(2)  Medical  Practice  Management;  at  Chatham  Center  (74-1-85) 

Contact:  LeRoy  Erickson,  Dir.  of  Educ.  Activities,  Cncl.  on  Educ.  &  Science, 
PMS. 


Pittsburgh;  Pitt.;  ’74-’75  Academic  Year 

(1)  Tri  State  Meeting  of  ACP;  Sept.  27-28  (74-1-20) 

(5)  Lunch  Box  Theatre;  Wednesdays  (75-1-128) 

(1)  Seminars  for  the  Practicing  Physician;  Wednesdays  (75-1-129) 

(1)  Seminars  in  Clinical  Cardiology;  Wednesdays  (75-1-130) 

(1)  Practical  Clinical  Dermatology;  Sept.  12-14;  at  Chatham  Center  (74-1-46) 
(1)  Internal  Medicine  Recertification  Review  Course;  Sept.  18  -  Oct.  23  (74- 
1-47) 

(1)  Refresher  Course  for  Family  Physicians;  Sept.  19-22;  at  William  Penn 
Hotel  (74-1-48) 

(1)  Diabetes  Day;  Sept.  25  (74-1-49) 

(1)  Diseases  Due  to  Immune  Mechanisms;  Oct.  3-6;  at  William  Penn  Hotel 
(74-1-50) 

(1)  Regional  Bi-State  Meeting  of  ACP;  Oct.  11-12;  at  Montefiore  Hosp.  (74- 
1-51) 

(1)  Seminar  on  Family  Planning;  Oct.  17;  at  Magee-Women's  Hosp.  (74-1  - 
52) 

(1)  Clinical  Neuro-otolaryngology;  at  William  Penn  Hotel;  Oct.  24-26  (74-1  - 
55) 

(1)  Second  Ob/Gyn  Anesthesia  Symposium;  Nov.  2;  at  Grad.  Sch.  of  Public 
Health  (74-1-56) 

(1)  Surgical  Anatomy  and  Techniques  of  the  Temporal  Bone;  Nov.  3-9;  at 
Eye  and  Ear  Hosp.  (74-1-57) 

(1)  Use  of  Staplers  in  Surgery;  Nov.  18-19;  at  Montefiore  Hosp.  (74-1-58) 

(1)  Diagnostic  and  Operative  Laparoscopy;  Dec.  5-6;  at  Magee-Women's 
Hosp.  (74-1-59) 

(1)  Applied  Surgical  Anatomy;  Jan.  6  -  Feb.  14  (75-1-131) 

(1)  The  Law  and  the  Physician;  Wednesdays,  Jan.  8  -  Mar.  26  (75-1-132) 

(1)  Biochemical  Mechanisms  of  Disease;  Tuesdays,  Jan.  14  -  Apr.  8  (75-1  - 
133) 


(1)  Anatomy  and  Surgery  of  the  Nose;  Feb.  9-15;  at  Eye  and  Ear  Hosp.  (75- 
1-134) 

Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Pittsburgh;  Pittsburgh  Otological  Soc.;  74-75  Academic  Year 

(1)  Otolaryngology  Conferences;  Four  Single  Days;  by  PAO&O  (75-1-55) 
Contact:  Herman  Felder,  M.D.,  Secy.,  Pittsburgh  Otological  Soc.,  3600  Forbes 
Ave.,  Pittsburgh  15213 


Pittsburgh;  Shadyside  Hosp.;  ’74-’75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  monthly  (75-1-117) 
Contact:  William  J.  Garner,  M.D.,  Shadyside  Hosp.,  Centre  Ave.,  Pittsburgh 
15232 


Pittsburgh;  St.  Clair  Mem.  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  monthly  (75-1-116) 
Contact:  W.  Lawrence  Wilson,  M.D.,  Chrm.,  Med.  Educ.  Cmte.,  St.  Clair  Mem. 
Hosp.,  1000  Bower  Hill  Rd.,  Pittsburgh  15243 


Pittsburgh;  St.  Francis;  74-75  Academic  Year 

(1)  Medical  Grand  Rounds;  Wednesdays,  Aug.  1  -  June  15  (75-1-139) 

(1)  19th  Medical  Horizons;  Dec.  6  (74-1-61) 

(1)  20th  Medical  Horizons;  Dec.  13  (74-1-62) 

(1)  Ob/Gyn  Conference;  First  and  Third  Wednesdays,  Sept.  9  -  June  30  (75- 
1-140) 

(1)  PM  &  R  Grand  Rounds;  Wednesdays,  Sept.  3  -  June  30  (75-1-141) 

(1)  Pulmonary  Disease  Seminar;  Sept.  5-6  (74-1-63) 

(1)  Psychological  Aspects  of  Families  Seen  by  Practicing  Physicians,  Ob¬ 
stetricians  and  Pediatricians;  Tuesdays,  Oct.  1  -  Dec.  17  (74-1-64) 

(1)  Grand  Surgical  Ward  Rounds;  Fridays,  Sept.  3  -  June  30  (75-1-42) 
Contact:  Joseph  A.  Marasco,  Jr.,  M.D.,  Dir.  of  Cont.  Educ.,  St.  Francis  Gen., 
Pittsburgh  15201 


Pittsburgh;  St.  John’s  Gen.  Hosp.;  '74-’75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  monthly;  alternately  at  St. 
John's  Gen.  and  Suburban  Gen.  Hosps.  (75-1-37) 

Contact:  R.  J.  Wojciak,  D.O.  St.  John's  Gen.  Hosp.,  3339  McClure  Ave.,  Pitts¬ 
burgh  15212. 


Pittsburgh;  St.  Margaret;  ’74-'75  Academic  Year 
(1)  Arthritis  and  the  Rehabilitation  Team  (75-1-56) 

(1)  Cardiology  Conferences;  Alternate  Fridays  (75-1-57) 

(1)  Community  and  Family  Practice  Seminars  (75-1-58) 

(1)  Continuing  Medical  Education  and  Postgraduate  Lectures  (75-1-59) 

(1)  Neurology  Conferences;  2nd  and  4th  Fridays  (75-1-60) 

(1)  OB-GYN  Conference;  Alternate  Tuesdays  (75-1-61) 

(1)  Pediatric  Conference;  Alternate  Tuesdays  (75-1-62) 

(1)  Psychiatry  Seminars  in  Family  Practice  (75-1-63) 

(1)  Radiology  Conferences  (75-1-64) 

(1)  Rehabilitation  Team  in  Action  (75-1-65) 

(1)  Rheumatology  Grand  Rounds;  Monthly  (75-1-66) 

(1)  Rheumatology  for  the  Orthopedic  Surgeon  (75-1-67) 

(1)  Rheumatology-Pathology  Review  (75-1-68) 

(1)  Rheumatology-Radiology  Review  (75-1-69) 

(1)  Selected  Topics  in  Rheumatology  (75-1-70)  . 

(1)  Surgery  Conference  (75-1-71) 

(1)  Workshop  in  Rheumatology  and  Orthopedics  (Surgical  Indications);  6 

days  a  mo.  (75-1-72) 

Contact:  Paul  W.  Dishart,  M.D.,  Coordinating  Director,  CME,  St.  Margaret 


Pittsburgh;  Staunton  Clinic:  ’74-’75  Academic  Year 

(1)  Seminar  on  Patient  Care  for  Physicians;  by  Pitt;  13  weeks,  starting  Sept. 
11  (74-1-87) 

(1)  Seminar  on  Psychotherapy  for  Psychiatrists;  by  Pitt;  10  weeks  (74-1-88) 
Contact:  Rex  A.  Pittenger,  M.D.,  Dir.,  Staunton  Clinic,  3601  Fifth  Avenue, 
Pittsburgh  15261 . 


Pittsburgh;  Suburban  Gen.  Hosp.;  ’74-'75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  monthly;  alternately  at 
Suburban  Gen.  Hosp.  and  St.  John's  Gen.  Hosp.  (75-1-137) 

Contact:  Wayne  Greenburg,  M.D.,  Suburban  Gen  Hosp.,  S.  Jackson  Ave., 
Pittsburgh  15202 


Pottsville;  Good  Samaritan  Hosp.;  '74-75  Academic  Year 

(1)  Continuing  Education  Program;  by  U.  of  Pa.;  monthly,  Sept.  19  -  May  29 
(75-1-293) 

Contact:  Office  of  Cont.  Educ.,  U.  of  Pa. 


Pottsville;  Pottsville  Hosp.  &  Warne  Clinic;  74-75  Academic  Year 

(1)  Postgraduate  Seminars  for  Physicians;  by  Jefferson;  first  Thursdays 
Sept  5  -  June  5  (75-1-1) 

Contact:  E.  W.  Cubler,  M.D.,  D.M.E.,  Pottsville  Hosp.  and  Warne  Clinic,  420  S. 
Jackson  St.,  Pottsville  17901. 
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Reading;  Berks  Co.  Med.  Soc.;  ’74-'75  Academic  Year 

(1)  Continuing  Medical  Education  Program;  at  Medical  Hall;  by  PAFP  and 
Reading;  first  three  Wednesdays  each  month  (74-1-86) 

Contact:  Leonard  M.  Del  Vecchio,  M.D.,  Chrm.,  Cont.  Med.  Educ.  Comm., 
Berks  Co.  Med.  Soc.  429  Walnut  St.,  Reading  19601 


Reading  Eye,  Ear,  Nose  and  Throat  Soc.;  ’74-’75  Academic  Year 

(1)  Combined  EENT  Conferences;  by  PAO&O  monthly,  Sept.  -  Apr.  (75-1-54) 
Contact:  Donald  Burns,  M.D.,  Secy.,  Reading  Eye,  Ear,  Nose  and  Throat  Soc., 
1500  Penn  Ave.  Wyomissing  19610 


Roaring  Spring;  Nason  Hosp.;  Sept  3,  1974  -  June  5,  1975 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  First  Tuesdays  (75-1-118) 
Contact:  Marion  A.  Morelli,  M.D.,  Chrm.  Educ.  Cmte.,  Nason  Hosp.,  Roaring 
Spring  16673 


Rochester;  Sept  18,  1974  -  May  21,  1975 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  alternately  at  Beaver  Co. 
and  Aliquippa  Hosps.,  Third  Wednesdays  (75-1-119) 

Contact:  Mrs.  Susan  Frey,  Exec.  Secy.,  Beaver  Co.  Med.  Soc.,  350  Adams  St., 
Rochester  15074. 


Sayre;  Packer  '74-75  Academic  Year 

(1)  Surgical  Grand  Rounds;  Saturdays  (75-1-268) 

(1)  Tumor  Conference;  second  and  fourth  Thursdays  (75-1-269) 

(1)  Clinical  Pathological  Conference;  third  Wednesdays  (75-1-270) 
(1)  Medical  Grand  Rounds;  Fridays  (75-1-271) 

Contact:  Paul  C.  Royce,  M.D.,  Ph.  D.,  D.M.E.,  Packer 


St.  Mary’s;  Sept.  4  -  Nov.  6,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt,  and  Elk-Cameron  Co.  Med. 
Soc.,  at  Andrew  Kaul  Mem.  Hosp.;  weekly  (74-1-60) 

Contact:  B.  L.  Coppolo,  M.D.,  121  Arch  St.,  St.  Marys  15857 


Sharon  Gen.  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly;  at  Tumor  Clinic 
(75-1-135) 

Contact:  Thomas  V.  Murray,  M.D.,  Dir.,  Tumor  Clinic,  Sharon  Gen.  Hosp., 
East  State  St.,  Sharon,  16147 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  first  and  third  Wednes¬ 
days  (75-1-120) 

Contact:  Allen  H.  Holt,  M.D.,  Mercer  Co.  Med.  Soc.,  32  Jefferson  Ave.,  Sharon 
16146 


Sunbury;  Sept  11  -  Nov.  27,  1974 

(1)  Continuing  Education  Program;  by  Hahnemann  and  Northumberland  and 
Union  County  Medical  Societies;  at  Community  Hosp.  (75-1-9) 

Contact:  Willard  W.  Christman,  M.D.,  Dir.  of  Med.  Educ.,  Community  Hosp., 
Sunbury  17801 


Titusville;  74-75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  alternately  at  Titusville, 
Franklin  and  Oil  City  Hosps.  (75-1-113) 

Contact:  Robert  M.  Pilewski,  M.D.,  Venango  Co.  Med.  Soc.,  9  Glenview  Ave., 
Oil  City  16301 


Uniontown  Hosp.;  Sept.  25,  1974  -  May  28,  1975 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  Fourth  Wednesdays  (75-1  - 
121) 

Contact:  Walter  Lion,  Exec.  Secy.,  Fayette  Co.  Med.  Soc.,  30  Delaware  Ave., 
Uniontown  15401 


University  Park;  74-75  Academic  Year 

(1)  Chariman's  Medical  Grand  Rounds  (video-cassettes);  at  Ritenour  Health 
Center;  by  Hahnemann;  weekly  (75-1-243) 

Contact:  John  A.  Hargleroad,  II,  M.D.,  Ritenour  Health  Center,  Pa.  State 
Univ.,  University  Park  16802 


Washington  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  for  Physicians;  by  Pitt;  monthly  (75-1-122) 

Contact:  John  Pirris,  M.D.,  Chrm.,  Staff  Educ.  Cmte.,  Washington  Hosp.,  155 
Wilson  Ave.,  Washington  15301 


Wellsboro;  Oct.  16,  1974  -  June  18,  1975 

(1)  Postgraduate  Seminars  for  Physicians;  at  Soldiers  and  Sailors  Mem. 
Hosp.;  by  Jefferson  (75-1-4) 

Contact:  Mr.  Ralph  C.  Antrim,  Admin.,  Soldiers  and  Sailors  Mem.  Hosp., 
Wellsboro  16901 


Wilkes  Barre;  Luzerne  Co.  Med.  Soc.;  Sept.  11  -  Nov.  13,  1974 

(1)  Continuing  Education  Program;  by  Hahnemann;  monthly  (74-1-18) 
Contact:  Leona  O.  Franey,  Exec.  Secy.,  130  S.  Franklin  St.,  Wilkes-Barre 
18701 


Wilkes-Barre;  Mercy  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  Program;  by  Geisinger;  Sept.  5,  Oct.  3  and  17, 
Nov.  14  (74-1-75) 

Contact:  J.  P.  Brennan,  M.D.,  D.M.E.,  Mercy  Hosp.,  Wilkes-Barre  18702 


Wilkes-Barre;  Wyoming  Valley  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  Program;  by  Hahnemann;  weekly,  Sept.  11  -  May 
28  (75-1-48) 

Contact:  Robert  J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann 


Williamsport;  Williamsport  Hosp.;  74-75  Academic  Year 

(1)  Continuing  Education  Program;  by  U.  of  Pa.;  Second  Fridays,  Sept.  - 
June  (75-1-43) 

(1)  Medical  and  Surgical  Grand  Rounds;  by  U.  of  Pa.;  Saturdays,  Sept.  7  - 
Dec.  28  (74-1-23) 

Contact:  Herman  W.  Rannels,  M.D.,  Vice  President  and  Med.  Dir., 
Williamsport  Hosp.,  777  Rural  Ave.,  Williamsport  17701 


York  Hosp.;  Sept.  12,  1974  -  Apr.  24,  1975 
(1)  Seminars  in  Continuing  Medical  Education;  by  Jefferson;  weekly  (75-1  - 
44) 

Contact:  Merle  S.  Bacastow,  M.D.,  Vice  Pres.  Med.  Affairs,  York. 


ANNUAL  MEETINGS 

ACP  Tri-State  Meeting  -  September  27-28,  1974  -  University 
of  Pittsburgh 

ACS-Central  Pennsylvania  Chapter  -  October  25,  1974  - 
Host  Inn,  Harrisburg 

ACS-Eastern  Pennsylvania  Chapter  -  November  13,  1974  - 
Holiday  Inn  East,  Bethlehem 
Allergy  Association,  Pennsylvania  -  June  1975  -  Hershey 
Anesthesiologists,  Pennsylvania  Society  of  -  May  2-4,  1975  - 
Penn  Harris  Motor  Inn,  Camp  Hill 
Clinical  Pathologists,  Pennsylvania  Association  of  -  May 
1975  -  Hotel  Hershey 

Colon  and  Rectal  Surgeons,  Pennsylvania  Society  of  - 

(Quarterly  Meeting)  September  12,  1974  -  Union  League, 
Philadelphia 

Dermatology,  Pennsylvania  Academy  of  -  September  20-22, 

1974  -  Seven  Springs,  Champion 

Emergency  Physicians,  Pennsylvania  Chapter  of  American 
College  of  -  April  24-26,  1975  -  University  Hilton  Hotel, 
Philadelphia 

Family  Physicians,  Pennsylvania  Academy  of  -  May  6-10, 

1975  -  Seven  Springs,  Champion 

Internal  Medicine,  Pennsylvania  Society  of  -  March  1975  - 
Philadelphia 

Keystone  State  Medical  Society  -  March  23,  1975  -  Holiday 
Inn  Town,  Harrisburg 

Ophthalmology  and  Otolaryngology,  Pennsylvania  Academy 

of  -  April  22-24,  1975  -  Bedford  Springs  Hotel,  Bedford 

Orthopaedic  Society,  Pennsylvania  -  October  24-25,  1974  - 
Host  Inn,  Harrisburg 

Pennsylvania  Medical  Society  -  (Annual  Session)  October 
9-12,  1974  -  William  Penn  Hotel,  Pittsburgh 
Physical  Medicine  and  Rehabilitation,  Pennsylvania  Acade¬ 
my  of  -  October  25,  1974  -  Host  Inn,  Harrisburg 

Psychiatric  Society,  Pennsylvania  -  (Fall  Meeting)  October 
25,  1974  -  Host  Inn,  Harrisburg;  (Annual  Meeting)  April 
11-13,  1975  -  Philadelphia 

Radiological  Society,  Pennsylvania  -  May  15-18,  1975  -  Host 
Corral,  Lancaster 

Robert  H.  Ivy  Society  (Plastic  Surgery)  -  October  25,  1974  - 
Host  Inn,  Harrisburg 

Thoracic  Surgery,  Pennsylvania  Association  for  -  Sep¬ 
tember  13-15,  1974  -  Hotel  Hershey 
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CALENDAR 


A  quick  reference  to  Category  One  continuing  medical 
education  opportunities  in  Pennsylvania  by  date. 


SEPTEMBER 


3  Renal  Disease — Part  I;  at  Citizens  Gen.  Hosp.  New  Kensington 

(74-1-16) 

4  Hematology;  at  Holiday  Inn.  New  Kensington  (74-1-15) 

4  Cardiology  for  the  Practicing  Physician;  by  Hahnemann, 

Philadelphia  (74-1-1 1 ) 

4  Prostaglandins;  Berks  Co.  Med.  Soc.,  Reading  (74-1-86) 

5  Glands  Not  to  Monkey  With;  at  Pottsville  Hosp.  (75-1-1) 

5  Practical  Uses  of  Ultrasound  in  Aiding  the  Family  Practitioner, 

Mercy  Hosp.,  Wilkes  Barre  (74-1-75) 

5-6  •  Pulmonary  Disease  Seminar;  at  St.  Francis,  Pittsburgh  (74-1-63) 

7  Respiratory  Failure;  at  Williamsport  Hosp.  (74-1-23) 

9-13  •  Diagnostic  Ultrasound  Training  Course-Introductory;  by  Temple, 
Philadelphia  (75-1-143) 

10  Renal  Disease — Part  II;  at  Citizens  Gen.  Hosp.  New  Kensington 

(74-1-16) 

11  Cardiology  for  the  Practicing  Physician;  by  Hahnemann, 

Philadelphia  (74-1-11 ) 

11  Hypertension;  Berks  Co.  Med.  Soc.,  Reading  (74-1-86) 

11  Diagnosis  of-Thyroid  Disease;  at  Sunbury  Community  Hosp.  (75-1  - 

9) 

11  Chronic  Liver  Disease;  Luzerne  Co.  Med.  Soc.,  Wilkes  Barre  (74- 

1-18) 

12-14  Mechanisms  and  Therapy  of  Cardiac  Arrhythmias;  by  Jefferson 
and  ACC,  Philadelphia  (74-1-17) 

12- 14  •  Practical  Clinical  Dermatology;  by  Pitt,  Pittsburgh  (74-1-46) 

13  Cancer  Workshop;  at  Williamsport  Hosp.  (75-1-43) 

13- 14  •  Fiberoptic  Colonscopy  -  A  Multidisciplinary  Symposium;  by  Jef¬ 

ferson,  Philadelphia  (74-1-19) 

14  Intrauterine  Growth;  at  Williamsport  Hosp.  (74-1-23) 

17  VD  in  Daily  Practice;  Monongahela  Div.,  Monogahela  Valley  Hosp 

(75-1-42) 

18  The  Retrieval  of  Medical  Information;  at  Allentown  Hosp.  (75-1- 

38) 

18  Malabsorption  -  What’s  New;  at  Holy  Redeemer  Hosp, 

Meadowbrook  (75-1-19) 

18  Cardiology  for  the  Practicing  Physician;  by  Hahnemann, 

Philadelphia  (74-1-11) 

18  Anemias — Office  Diagnosis,  Testing  and  Management;  at 

Shadyside  Hosp.,  Pittsburgh  (75-1-117) 

18  Antibiotics-Mechanism  of  Action  and  How  to  Select;  at  Suburban 

Gen.  Hosp.,  Pittsburgh  (75-1-137) 

18  Basic  Immunology;  Berks  Co.  Med.  Soc.,  Reading  (74-1-86) 

18  Cardiac  Drugs  -  Use  &  Abuse;  at  Sharon  Gen.  Hosp.  (75-1-120) 

18- 23  •  Internal  Medicine  Recertification  Review  Course;  at  Pitt  (74-1-47) 

19  EENT  Problems  in  Family  Practitioners  Office;  at  Polyclinic 

Hosp.,  Harrisburg  (75-1-124) 

19  Fiberoptics — Colonoscopy  and/or  Upper  Gl  Tract;  at  Hazleton 

(75-1-47) 

19  Clinical  Approach  to  Coagulation  Mechanisms;  at  Good  Samari¬ 

tan  Hosp.,  Pottsville  (75-1-293) 

19- 22  Refresher  Course  for  Family  Physicians;  by  Pitt,  Pittsburgh  (74-1- 

48) 

20  Mercy  Day  Scientific  Conference;  at  Pittsburgh  Mercy  (74-1-5) 

20- 23  Advances  in  Dermatology  -  1974;  (Dermatology);  at  Seven 

Springs,  Champion  (74-1-10) 

21  Immunotherapeutic  Approach  to  Malignant  Melanoma;  at 

Williamsport  Hosp.  (74-1-23) 

KEY: 

•  Indicates  session  that  will  be  presented  at  a  specialty 
level. 

(75-1-XX)  Numbers  in  parentheses  at  the  end  of  the  item 
are  code  numbers  which  will  be  helpful  as  a  reference  to 
find  a  contact  for  more  information. 

See:  town,  institution  and  code  numbered  item  in  “An¬ 
nouncements”  section  for  complete  details. 


Laboratory  and  Clinical  Investigative  Techniques  in  Rheumato¬ 
logy;  at  Philadelphia  Co.  Med.  Soc.  (74-1-83) 

Cardiology  for  the  Practicing  Physician;  by  Hahnemann, 
Philadelphia  (74-1-11) 

Diabetes  Day;  at  Pitt  (74-1-49) 

Management  of  Difficult  Diabetic;  at  Sunbury  Community  Hosp. 
(75-1-9) 

Lupus,  Gout;  at  Washington  Hosp.  (75-1-122) 

Cutaneous  Manifestations  of  Systemic  Diseases:  at  Hazleton  St. 
Gen.  Hosp.  (75-1-47) 

•  Tri-State  Mtg.  of  ACP;  at  Pitt.  (74-1-20) 

Role  of  Practitioner  in  Treatment  and  Preventative  Management  of 
Cardiovascular  Disease;  by  AHA,  Hershey  (74-1-92) 

Systemic  Lupus  Erythematosus;  at  Williamsport  Hosp.  (74-1-23) 

3  •  Physiologic  Approaches  to  the  Diagnosis  and  Treatment  of  Gl 

Disease;  by  ACP,  Philadelphia  (74-1-3) 

4  •  Mechanisms  and  Management  of  Clinical  Pulmonary  Disease;  by 

ACP,  Philadelphia  (74-1-6) 


OCTOBER 


Contemporary  Trends  in  Psychopharmacology:  A  Comprehensive 
Review;  at  Haverford  St.  Hosp.  (74-1-8) 

Immunizations  in  Childhood  and  for  Travel;  at  Sacred  Heart  Hosp; 
Allentown  (75-1-38) 

The  Comatose  Patient;  at  Easton  Hosp.  (75-1-10) 

Pediatrics:  (Pitt.);  at  Holiday  Inn,  New  Kensington  (74-1-15) 

Social  Development  of  the  Infant  and  Young  Child;  Berks  Co. 
Med.  Soc.;  Reading  (74-1-86) 

Cardiopulmonary  Resuscitation;  at  Sharon  Gen.  Hosp.  (75-1-120) 
Current  Aspects  of  Cardiovascular  Disease  1974;  Maple  Avenue 
Hosp.,  DuBois  (74-1-13) 

Hematologic  Manifestations  of  Systemic  Diseases;  at  Hazleton  St. 
Gen.  Hosp.  (75-1-47) 

Anemias,  Diagnosis  and  Evaluation;  at  Pottsville  Hosp.  (75-1-1) 
Practical  Use  of  Thyroid  Tests  in  Clinical  Practice;  Mercy  Hosp., 
Wilkes  Barre  (74-1-75) 

Diseases  Due  to  Immune  Mechanisms;  at  Pitt.  (74-1-50) 

Evaluation  of  Stroke  Syndromes;  at  Williamsport  Hosp.  (74-1-23) 
Contemporary  Trends  in  Psychopharmacology:  A  Comprehensive 
Review;  at  Haverford  St.  Hosp.  (74-1-8) 

Hypertension — Part  I;  at  Citizens  Gen.  Hosp.,  New  Kensington 
(74-1-16) 

Hyperlipidemia,  Diagnosis  &  Treatment;  at  Holy  Redeemer  Hosp., 
Meadowbrook  (75-1-19) 

Pulmonary  Function  Testing  for  the  Practicing  Physicians;  Berks 
Co.  Med.  Soc.  Reading  (74-1-86) 

Diagnosis  &  Management  of  Acid  Base  Disorders;  Luzerne  Co. 

Med.  Soc.,  Wilkes-Barre  (74-1-18) 

Lumps  in  the  Breast:  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 
Ultrasonic  Techniques  in  Medical  Diagnosis;  at  Holy  Redeemer 
Hosp.,  Meadowbrook  (75-1-11) 

Small  Bowel  and  Inflammatory  Bowel  Diseases — Diet  Consider¬ 
ations,  etc,  at  Williamsport  Hosp  (75-1-43) 

Regional  Bi  State  Meeting-ACP;  by  Pitt.,  (74-1-51) 

Human  Sexuality;  Norristown  State  (74-1-74) 

Systemic  Lupus  Erythematosus  (Part  II);  at  Williamsport  Hosp. 
(74-1-23) 

Workshops  in  Respiratory  Intensive  Care;  at  Hahnemann, 
Philadelphia  (75-1-21 ) 

Urinary  Tract  Infections — Treatment;  at  Charleroi  Div.,  Monon¬ 
gahela  Valley  Hosp.  (75-1-41) 

Contemporary  Trends  in  Psychopharmacology:  A  Comprehensive 
Review;  at  Haverford  St.  Hosp.  (74-1-8) 

Hypertension — Part  II;  at  Citizens  Gen.  Hosp.,  New  Kensington 
(74-1-16) 

Multi-Phasic  Health  Screening — Pros  and  Cons;  at  Allentown 
Hosp.  (75-1-38) 

17th  Neuropsychiatric  Institute — Biological  Considerations  in  the 
Treatment  of  Neuropsychiatric  Conditions;  at  Coatesville  V.A. 
Hosp.  (74-1-21) 

Headache;  at  Shadyside  Hosp.,  Pittsburgh  (75-1-117) 

Arthritis;  at  Suburban  Gen.  Hosp.,  Pittsburgh  (75-1-137) 

Thyroid  Tests  and  the  Treatment  of  Hyperthyroidism  & 
Hypothyroidism;  Berks  Co.  Med.  Soc.;  Reading  (74-1-86) 

Acute  Infectious  Disease;  at  Sharon  Gen.  Hosp.  (75-1-120) 

Clinical  Evaluation  of  Renal  Function;  at  Sunbury  Community 
Hosp.  (75-1-9) 

Cancer,  Immunotherapy;  at  Washington  Hosp.  (75-1-122) 
Evaluation  of  Thyroid  Disease;  at  Soldiers  &  Sailors  Mem.  Hosp; 
Wellsboro  (75-1-4) 

Fractures  of  the  Cervical  Spine;  at  Hazleton  St.  Gen.  Hosp.  (75-1  - 
47) 


24-25 

25 

25 

25 

25 

26 

27-28 

27-28 

28 

30-Oct 

30- Oct 

1 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3-6 

5 

8  • 

8 

9 

9 

9 

10 

10 

11 

11-12 

12  • 

12 

14-25 

15 

15 

15 

16 

16  • 

16 

16 

16 

16 

16 

16 

16 

17 
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17 

17 

19 

21-25  • 
22  • 

23 

24 

24 

24-26  • 

25  • 

26 

28-Nov.  8 

29 

30 

30-Nov  1 
30 

30 

31 
31 


Seminar  on  Family  Planning;  by  Pitt;  at  Magee-Women's  Hosp., 
Pittsburgh  (74-1-52) 

Practical  Aspects  in  the  Antibiotic  Treatment  of  Pneumonia; 

Mercy  Hosp.,  Wilkes  Barre  (74-1-75) 

Analysis  of  Problems  Associated  with  the  Cuffs  on  Intratraceal 
Tubes;  at  Williamsport  Hosp.  (74-1-23) 

Advanced  Diagnostic  Ultrasound  Training  Course  in  Abdominal 
Scanning;  by  Temple,  Philadelphia  (75-1-144) 

Contemporary  Trends  in  Psychopharmacology:  A  Comprehensive 
Review;  at  Haverford  St.  Hosp.  (74-1-8) 

Dermatology  for  the  Non-Dermatologist:  at  Geisinger,  Danville 
(74-1-24) 

Infectious  Disease  Problems  for  the  Practitioners;  at  Harrisburg 
(75-1-124) 

Transfusions — Indications,  Reactions  and  Treatment,  Use  of 
Blood  Components;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

Clinical  Neuro-otolaryngology;  at  Pitt.  (74-1-55) 

Workshop  and  Lectures  on  Converting  Your  Serology  Lab  tc 
Microtiter;  at  Geisinger,  Danville  (74-1-4) 

Liver  Disease;  at  Williamsport  Hosp.  (74-1-23) 
Bronchoesophagology;  at  Temple,  Philadelphia  (75-1-46) 
Contemporary  Trends  in  Psychopharmacology:  A  Comprehensive 
Review;  at  Haverford  St.  Hosp.  (74-1-8) 

Pulmonary  Emergencies;  at  Geisinger,  Danville  (74-1-41) 
Innovations  in  the  Diagnosis  and  Management  of  Acute  Myocar¬ 
dial  Infarction;  by  ACP,  Philadelphia  (74-1-2) 

Headaches:  Differential  Diagnosis  and  Treatment;  at  Sunbury 
Community  Hosp.  (75-1-9) 

Ulcerative  Colitis,  Regional  Ileitis;  at  Washington  Hosp.,  (75-1  - 
122) 

Recent  Advances  in  Anesthesiology;  at  Hazleton  Gen.  Hosp.  (75- 
1-47) 

Treatment  and  Management  of  Diabetes;  at  Good  Samaritan 
Hosp.,  Pottsville  (75-1-293) 


16-24  Psychiatric  Sun  Seminar  in  Guadalupe;  Hahnemann,  Philadelphia 
(74-1-76) 

18-19  •  Use  of  Staplers  in  Surgery;  by  Pitt.  (74-1-58) 

19  Connective  Tissue  Diseases  (Collagen  Diseases);  at  Monongahela 

Div.,  Monongahela  Valley  Hosp.  (75-1-42) 

19  Chronic  Lung  Disease — Part  I;  at  Citizens  Gen  Hosp.,  New  Kens¬ 

ington  (74-1-16) 

20  Abuse  of  Antibiotics  in  and  out  of  the  Hospital;  at  Allentown 

Hosp.  (75-1-38) 

20  •  Renal  Disease  -  1974;  at  Jeanes,  Philadelphia  (74-1-34) 

20  Thyroid  Problems;  at  Shadyside  Hosp.,  Pittsburgh  (75-1-117) 

20  Medical  Management  of  Major  Psychiatric  Illnesses;  at  Suburban 

Gen.  Hosp.,  Pittsburgh  (75-1-137) 

20  Peptic  Ulcer  Disease;  Berks  Co.  Med.  Soc.,  Reading  (74-1-86) 

20  Modern  Management  of  Common  Skin  Disorders;  at  Sharon  Gen. 

Hosp.  (75-1-120) 

20  Headaches;  at  Washington  Hosp.  (75-1-122) 

20  Hematology  Refresher  Course;  at  Soldiers  &  Sailors  Mem.  Hosp; 

Wellsboro  (75-1-4) 

20-22  Modern  Therapeutics;  by  Jefferson,  Philadelphia  (74-1-91) 

21  Gastrointestinal  Problems  Seen  by  the  Practitioner;  at  Polyclinic 

Hosp.,  Harrisburg  (75-1-124) 

21  Stroke — Diagnosis  and  Treatment;  at  Hazleton  St.  Gen.  Hosp.  (75- 

1-47) 

21  Clinical  Approach  to  Endocrinology  for  the  Practicing  Physician; 

Good  Samaritan  Hosp.,  Pottsville  (75-1-293) 

23  Pituitary  Disease;  at  Williamsport  Hosp.  (74-1-23) 

26  Chronic  Lung  Disease — Part  II;  at  Citizens  Gen.  Hosp.,  New 

Kensington  (74-1-16) 

27  Acute  Abdomen:  Diagnosis  and  Management;  at  Sunbury  Commu¬ 

nity  Hosp.  (75-1-9) 

30  Diagnostic  &  Therapeutic  Considerations  in  Mixed  Respiratory 

and  Metabolic  Acid-Base  Problems:  at  Williamsport  Hosp.  (74- 
1-23) 


NOVEMBER 


DECEMBER 


2  •  Second  Ob-Gyn  Anesthesia  Symposium;  at  Pitt.  (74-1-56) 

2  Breast  Cancer  &  Its  Complications;  at  Williamsport  Hosp.  (74-1- 

23) 

3-9  •  Surgical  Anatomy  and  Techniques  of  the  Temporal  Bone;  by  Pitt. 
(74-1-57) 

6  Phases  in  Adult  Life  with  the  Predictable  Crises;  at  Sacred  Heart 

Hosp.,  Allentown  (75-1-38) 

6  Plastic  Surgery:  (Pitt.)  at  Holiday  Inn.  New  Kensington  (74-1-15) 

6  •  Impact  of  Abortion  on  Health  Care;  at  Temple,  Philadelphia  (74-1  - 

67) 

6  Management  of  the  VD  Patient  in  the  Private  Physician's  Office, 

Berks  Co.  Med.  Soc.;  Reading  (74-1-86) 

6  Congestive  Heart  Failure;  at  Sharon  Gen.  Hosp.  (75-1-120) 

6  Anemias:  at  Washington  Hosp.,  (75-1-122) 

7  Drug  Interactions;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

7  Osseous  Manifestations  of  Systemic  Diseases;  at  Holy  Redeemer 

Hosp.,  Meadowbrook  (75-1-19) 

7  Alcoholism  -  The  Many  Faces  of;  at  Pottsville  Hosp.  (75-1-1) 

8  Gynecology  Oncology;  at  Williamsport  Hosp.  (75-1-43) 

9  Adrenal  Disease  &  Steroid  Metabolism;  at  Williamsport  Hosp.  (74- 

1-23) 

11-15  •  Advanced  Diagnostic  Ultrasound  Training  Course  in  Echocar¬ 
diography  by  Temple,  Philadelphia  (75-1-145) 

13  •  Annual  Scientific  Meeting  -  Eastern  Pa.  Chapt.  A.C.S.;  Bethlehem 

(74-1-22) 

13  Clinical  Aspects  of  Pituitary  Disease;  at  Geisinger,  Danville  (74-1  - 

42) 

13  Postgraduate  Seminars  for  Physicians;  at  Franklin  Hosp.  (74-1-7) 

13  Hyperinsulinism  in  Diabetes  Mellitus;  at  Holy  Redeemer  Hosp., 

Meadowbrook  (75-1-11) 

13  Arthrititides;  Berks  Co.  Med.  Soc.,  Reading  (74-1-86) 

13  Differential  Diagnosis  of  the  Rheumatic  Diseases;  at  Sunbury 

Community  Hosp.  (75-1-9) 

13  Respiratory  Failure:  Diagnosis  &  Management;  Luzerne  Co.  Med. 

Soc.,  Wilkes-Barre  (74-1-18) 

14  Brain  Tumors;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

14  Diagnosis  and  Management  of  Inflammatory  Disease  of  Bowel; 

Mercy  Hosp.,  Wilkes  Barre  (74-1-75) 

15-16  •  Trends  in  Pediatric  Cancer;  by  Jeanes,  Philadelphia  (74-1-35) 

15-16  Peripheral  Vascular  Disease  Symposium;  by  Temple;  Philadelphia 
(74-1-68) 

15-16  Medical  Practice  Management;  by  PMS,  Pittsburgh  (74-1-85) 

16  Workshop  on  Acid-Base  Balance;  Lehigh  AHEC,  Allentown  (74-1  - 

28) 

16  Physiologic  Consequences  &  Bodily  Adaptions  to  Hyper-  and 

Hypo-carbia;  at  Williamsport  Hosp.  (74-1-23) 


2-4  Gastrointestinal  Emergencies;  by  Hahnemann,  Philadelphia  (74-1  - 

12) 

3  VD  in  Daily  Practice;  at  Citizens  Gen.  Hosp.,  New  Kensington  (74- 

1-16) 

4  Cardiac  Rehabilitation;  at  Sacred  Heart  Hosp.,  Allentown  (75-1- 

38) 

4  Pre-  and  Post  Operative  Medical  Evaluation  and  Management;  at 

Easton  Hosp.  (75-1-10) 

4  Hormones  &  Disorders  of  the  Gastrointestinal  Tract;  at  Holy  Re¬ 

deemer  Hosp.,  Meadowbrook  (75-1-19) 

4  Treatment  of  Tuberculosis  in  1974;  Berks  Co.  Med.  Soc.,  Reading 

(74-1-86) 

4  Medico-Legal  Aspects  of  Emergency  Care;  at  Sharon  Gen.  Hosp. 

(75-1-120) 

4  Orthopaedic  Conference;  at  Washington  Hosp.  (75-1-122) 

4  Urology  Conference;  at  Washington  Hosp.  (75-1-122) 

5  The  Acute  Abdomen:  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

5  Upper  Respiratory  Insufficiency  in  Children;  at  Pottsville  Hosp. 

(75-1-1) 

5-6  •  Diagnostic  and  Operative  Laparoscopy;  by  Pitt.  (74-1-59) 

6  19th  Medical  Horizons  Program;  at  St.  Francis,  Pittsburgh  (74-1  - 

61) 

7  Drug  Interaction;  at  Williamsport  Hosp.  (74-1-23) 

9-13  •  Diagnostic  Ultrasound  Training  Course-Introductory;  by  Temple, 
Philadelphia  (75-1-143) 

11  Use  and  Misuse  of  Antibiotics;  at  Holy  Redeemer  Hosp., 

Meadowbrook  (75-1-11) 

11  Emotional  Problems  in  General  Practice;  Berks  Co.  Med.  Soc., 

Reading  (74-1-86) 

12  Surgery  in  Peripheral  Vascular  Disease:  at  Hazleton  St.  Gen. 

Hosp.  (75-1-47) 

13  20th  Medical  Horizons  Program;  at  St.  Francis,  Pittsburgh  (74-1  - 

62) 

13  Rheumatology  Collagen,  Vascular  Disease;  at  Williamsport  Hosp. 

(75-1-43) 

14  Carcinoma  of  the  Prostate;  at  Williamsport  Hosp.  (74-1-23) 

17  Alcoholism;  at  Charleroi  Div.,  Monongahela  Valley  Hosp.  (75-1-41) 

18  Common  Fractures  and  Dislocations  for  the  Primary  Physician;  at 

Allentown  Hosp.  (75-1-38) 

18  Office  treatment  of  the  Alcoholic;  at  Shadyside  Hosp.,  Pittsburgh 

(75-1-117) 

18  Office  Gynecology;  at  Suburban  Gen.  Hosp.,  Pittsburgh 

18  Cutaneous  Manifestations  of  Internal  Disease;  Berks  Co.  Med. 

Soc.,  Reading  (74-1-86) 

19  Metastic  Ca  of  the  Breast — Surgical  and  Hormonal  Treatment:  at 

Hazleton  St.  Gen.  Hosp.  (75-1-47) 
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21  How  to  Suspect  Immune  Deficiency  Disease;  at  Williamsport  27 

Hosp.  (74-1-23)  27 

26  Tuberculosis  and  Hemoptysis;  at  Good  Samaritan  Hosp.,  Potts- 

ville  (75-1-293)  27 

28  Undescended  Testicle;  Williamsport  Hosp.  (74-1-23) 


Evaluation  of  Jaundice;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 
Neurological  Complication  of  Visceral  Malignancy;  at  Holy  Re¬ 
deemer  Hosp.,  Meadowbrook  (75-1-11) 

Endoscopy,  Clinical  Applications  and  New  Techniques;  Good  Sa¬ 
maritan  Hosp.,  Pottsville  (75-1-293) 


1975 


JANUARY 


6-Feb  14  •  Applied  Surgical  Anatomy;  at  Pitt.  (75-1-131) 

8  Gynecology  Conference,  Psy.  Conf.;  at  Washington  Hosp.  (75-1- 

122) 

9  Heart  Disease  in  Pregnancy;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

9  Bloody  Stools;  at  Pottsville  Hosp.  (75-1-1) 

10  Edema  and  Hyponatremia;  at  Williamsport  Hosp.  (75-1-43) 

13-16  •  Advanced  Diagnostic  Ultrasound  Training  Course  in  Abdominal 
Scanning;  by  Temple,  Philadelphia  (75-1-144) 

15  Tuberculosis;  at  Allentown  Hosp.  (75-1-38) 

15  Hepatitis — Other  Liver  Disease;  at  Shadyside  Hosp.,  Pittsburgh 

(75-1-117) 

15  Differential  Dx  of  Strokes  &  Immediate  Rx;  at  Suburban  Gen. 

Hosp.,  Pittsburgh  (75-1-137) 

15  Cancer  Immunology;  at  Sharon  Gen.  Hosp.  (75-1-120) 

15  Office  Gynecology;  at  Soldiers  &  Sailors  Mem.  Hosp;  Wellsboro 

(75-1-4) 

16  Ca  of  the  Prostate;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

21  Newer  Diagnostic  Techniques  -  How  to  &  When  to  Use;  at  Ab- 

ington  Mem.  Hosp.  (75-1-5) 

21  Diseases  Due  to  Protein  Abnormalities;  Monongahela  Div., 

Monongahela  Valley  Hosp.  (75-1-42) 

22  Internal  Medicine  Day;  at  Washington  Hosp.  (75-1-122) 

23  Hyperlipidemias;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

23  Headaches:  Differential  Dx  and  Treatment;  at  Holy  Redeemer 

Hosp.,  Meadowbrook  (75-1-11) 

27-31  •  Concepts  in  Soft  Tissue  Surgery;  at  Pittsburgh  Mercy  (75-1-3) 

28  Newer  Diagnostic  Techniques  -  How  to  &  When  to  Use;  at  Ab- 

ington  Mem.  Hosp.  (75-1-5) 

30  Hyperuricemia;  at  Hazleton  St.  Gen.  Hosp.  (74-1-47) 

30  Symposium  on  the  Kidney;  Good  Samaritan  Hosp.,  Pottsville  (75- 

1-293) 


FEBRUARY 


3-14  Bronchoesophagology;  at  Temple,  Philadelphia  (75-1-46) 

4  Newer  Diagnostic  Techniques  -  How  to  &  When  to  Use;  at  Ab- 

ington  Mem.  Hosp.  (75-1-5) 

5  Veneral  Diseases;  at  Sacred  Heart  Hosp.,  Allentown  (75-1-38) 

5  Growth  &  Development  -  When  to  Reassure,  When  to  Treat;  at 

Holy  Redeemer  Hosp.,  Meadowbrook  (75-1-19) 

5  Congenital  Heart  Disease;  at  Sharon  Gen.  Hosp.  (75-1-120) 

5  General  and  Thoracic  Surgery  Day;  at  Washington  Hosp.  (75-1- 

122) 

6  Problems  of  Adolescence;  at  Pottsville  Hosp.  (75-1-1) 

9-15  •  Anatomy  and  Surgery  of  the  Nose;  by  Pitt.,  (75-1-134) 

10-14  •  Advanced  Diagnostic  Ultrasound  Training  Course  in  Echocar¬ 
diography;  by  Temple,  Philadelphia  (75-1-145) 

11  Newer  Diagnostic  Techniques  -  How  to  &  When  to  Use;  at  Ab- 

ington  Mem.  Hosp.  (75-1-5) 

12  Medical  Management  of  Rheumatic  Heart  Disease;  at  Sunbury 

Community  Hosp.  (75-1-9) 

13  Genetic  Counselling;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

14  Genetics  and  Genetic  Counselling  Workshop;  at  Williamsport 

Hosp.  (75-1-43) 

18  Nfewer  Diagnostic  Techniques  -  How  to  &  When  to  Use;  at  Ab- 

ington  Mem.  Hosp.  (75-1-5) 

18  Peripheral  Vascular  Disease — Elective  &  Emergency  Surgery; 

Charleroi  Div.,  Monongahela  Valley  Hosp.  (75-1-41) 

19  Early  Detection  and  Management  of  Chronic  Lung  Diseases:  at 

Allentown  Hosp.  (75-1-38) 

19  Immunologic  Tests  and  Interpretations;  at  ADR  Center,  St.  John's 

Hosp.,  Pittsburgh  (75-1-137) 

19  Office  Management  of  the  Diabetic;  at  Shadyside  Hosp.,  Pitts¬ 

burgh  (75-1-117) 

19  Fluid  Electrolyte  Management;  at  Sharon  Gen.  Hosp.  (75-1-120) 

19  Complications  of  Pregnancy;  at  Soldiers  &  Sailors  Mem.  Hosp.; 

Wellsboro  (75-1-4) 

20  Office  Emergencies;  at  Harrisburg  (75-1-124) 

20  The  Child  Asthmatic;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

26  Diagnosis  and  Treatment  of  Gastrointestinal  Hemorrhage;  at  Sun¬ 

bury  Community  Hosp.  (75-1-9) 

26  X-Ray  Conference,  Laboratory  Conference;  at  Washington  Hosp. 

(75-1-122) 


MARCH 


3-7  •  Diagnostic  Ultrasound  Training  Course-Introductory;  by  Temple, 
Philadelphia  (75-1-143) 

5  Endocrinology — Newer  Methods  of  Hormonal  Assays  and  Their 

Practical  Use;  at  Sacred  Heart  Hosp.;  Allentown  (75-1-38) 

5  Treatment  of  Abnormalities  of  Acid-Base  Balance;  at  Holy  Re¬ 

deemer  Hosp.,  Meadowbrook  (75-1-19) 

5  Burn  Management;  at  Sharon  Gen.  Hosp.  (75-1-120) 

6  Neurologic  Emergencies — Dx  and  Rx;  at  Hazleton  St.  Gen.  Hosp. 

(75-1-47) 

6  Acute  Management  of  Burns;  at  Pottsville  Hosp.  (75-1-1) 

12  Jaundice:  Differential  Dx  and  Management;  at  Holy  Redeemer 

Hosp.,  Meadowbrook  (75-1-11) 

12  New  Developments  in  Pulmonary  Embolism  and  Venous  Throm¬ 

bosis;  at  Temple,  Philadelphia  (75-1-153) 

12  Jaundice:  Differential  Diagnosis  and  Management:  at  Sunbury 

Community  Hosp.  (75-1-9) 

13  Hospital  Infections;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

13-14  •  Frontiers  of  Psychotherapy;  by  Temple,  Philadelphia  (75-1-147) 

14  G.U.  Tract  Infection;  at  Williamsport  Hosp.  (75-1-43) 

17-20  Fluid,  Electrolyte  and  Acid  Base  Disorders;  by  Hahnemann, 

Philadelphia  (75-1-22) 

19  Peptic  Ulcer  Disease — Recent  Aspects;  at  Allentown  Hosp.  (75-1- 

38) 

19  Evaluation  of  Jaundice  and  Liver  Function  Tests;  at  ADR  Center, 

St.  John's  Hosp.,  Pittsburgh  (75-1-137) 

19  Proteinuria — Its  Significance;  at  Shadyside  Hosp.,  Pittsburgh  (75- 

1-117) 

19  Skeletal  Stress  &  Strain — Management  of  Acute  Pain;  at  Sharon 

Gen.  Hosp.  (75-1-120) 

19  Common  Ear  Problems;  at  Soldiers  &  Sailors  Mem.  Hosp;  Wells¬ 

boro  (75-1-4) 

20  Lupus  Erythematosis;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

26  Diagnosis  and  Management  of  Acid  Base  Disorders;  at  Sunbury 

Community  Hosp.  (75-1-9) 

27  Hand  Injuries;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

27  Hyperlipidemia;  Good  Samaritan  Hosp.,  Pottsville  (75-1-293) 

28-29  Human  Sexuality  and  Related  Problems;  by  Temple,  Philadelphia 
(75-1-12) 


APRIL 


2  Genetic  Counseling  (What  It  Is,  Who  Needs  It,  and  How  to  Get  It); 

at  Sacred  Heart  Hosp.,  Allentown  (75-1-38) 

2  Cardiac  Resuscitation;  at  Easton  Hosp.  (75-1-10) 

2  Diarrhea;  at  Sharon  Gen.  Hosp  (75-1-120) 

3  Evaluation  and  Uses  of  New  Antibiotic  Medications;  at  Pottsville 

Hosp.  (75-1-1) 

7-11  •  Advanced  Diagnostic  Ultrasound  Training  Course  in  Abdominal 
Scanning;  by  Temple,  Philadelphia  (75-1-144) 

9  Treatment  of  Peripherovascular  Disorders;  at  Holy  Redeemer 

Hosp.,  Meadowbrook  (75-1-19) 

9  Common  Skin  Infections;  at  Sunbury  Community  Hosp.  (75-1-9) 

10  Renal  Calculi;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

10-12  •  Diagnosis  &  Management  of  Glaucoma;  at  Wills  Eye  Hosp., 
Philadelphia  (75-1-7) 

11  Respiratory  Failure  in  Infancy  and  Childhood;  at  Williamsport 

Hosp.  (75-1-43) 

14-25  Workshops  in  Respiratory  Intensive  Care;  at  Hahnemann, 

Philadelphia  (75-1-21) 

16  Sleep  Disorders;  at  Allentown  Hosp.  (75-1-38) 

16  Musculoskeletal  Problems  as  Seen  in  Office  Practice;  at  Temple, 

Philadelphia  (75-1-15) 

16  Thyroid  Function  Tests,  Interpretations  and  Drug  Interference; 

ADR  Center,  St.,  John's  Hosp.,  Pittsburgh  (75-1-137) 

16  Diagnosis  and  Treatment  of  Disease  of  the  Peripheral  Circulation 

(Arterial  &  Venous)  in  the  Office,  at  Shadyside  Hosp.,  Pitts¬ 
burgh  (75-1-117) 

16  Diagnosis  and  Treatment  of  Liver  Disorders;  at  Soldiers  &  Sailors 

Mem.  Hosp.;  Wellsboro  (75-1-4) 

16-18  Echocardiography  in  Its  Clinical  Setting;  by  Amer.  Coll,  of  Car¬ 
diology,  Philadelphia  (75-1-290) 

17  You  Asked  For  It!;  at  Polyclinic  Hosp.,  Harrisburg  (75-1-124) 

17  Bleeding  and  Clotting  Time  Disorders;  at  Hazleton  St.  Gen.  Hosp. 

(75-1-47) 
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17-18  • 
22-24* 

22-24 

23  • 

23 

24 
24 

24-26* 

28-May 
16  • 


Hemiplegic  Rehabilitation;  at  Temple,  Philadelphia  (75-1-148) 
Annual  Conference  of  PAO&O;  at  Bedford  Springs  Hotel,  Bedford 
(75-1-6) 

Optimal  Standards  of  Care  in  Cardiac  Emergencies;  by  Amei. 

Coll,  of  Cardiology,  Philadelphia  (75-1-291) 

Staufer  Lecture  (Radiology);  at  Temple.  Philadelphia  (75-1-188) 
Pre-  and  Post-operative  Evaluation  and  Management;  at  Sunbury 
Community  Hosp.  (75-1-9) 

Gl  Bleeding;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

The  Physical  Diagnosis  of  the  Cardiovascular  System;  Good  Sa¬ 
maritan  Hosp.,  Pottsville  (75-1-293) 

Third  Annual  Course  on  Oculo-Plastic  Surgery;  at  Wills  Eye 
Hosp.,  Philadelphia  (75-1-18) 

Emergency  Room  Medicine  (Preceptor  Program);  at  Temple, 
Philadelphia  (75-1-146) 


MAY 


1  Preoperative  Evaluation  and  Sedation  -  (Anesthesiologist);  at 

Hazleton  St.  Gen.  Hosp.  (75-1-47) 

1  Management  of  Drug  Eruption:  at  Pottsville  Hosp.  (75-1-1) 

5-9  General  Medicine  Reviews;  by  Hahnemann,  Philadelphia  (75-1-23) 

5-9  •  Advanced  Diagnostic  Ultrasound  Training  Course  in  Echocar¬ 
diography;  by  Temple,  Philadelphia  (75-1-145) 

7  Management  of  Benign  Intractable  Pain  Syndromes;  at  Sacred 

Heart  Hosp.,  Allentown  (75-1-38) 

7  Obesity  -  Facts  and  Fancy  Concerning  Causation  &  Treatment;  at 

Holy  Redeemer  Hosp.,  Meadowbrook  (75-1-19) 

7  Management  of  Benign  Intractable  Pain;  at  Temple,  Philadelphia 

(75-1-14) 

8  Recent  Innovations  in  Radiologic  Diagnosis;  at  Hazleton  St.  Gen. 

Hosp.  (75-1-47) 

8-9  •  Pediatric  Ophthalmology  Symposium;  by  Temple,  Philadelphia 
(75-1-17) 

9  Evaluation  of  Gallbladder  Disease  and  Current  Therapy;  at 

Williamsport  Hosp.  (75-1-43) 

12- 14  •  Recent  Developments  in  Medical  Oncology;  ACP,  Philadelphia 

(75-1-2) 

13- 16  •  24th  Annual  Pediatric  Seminar;  by  Temple,  Philadelphia  (75-1-18) 

14  Office  Dermatology;  at  Temple,  Philadelphia  (75-1-16) 

15  Immunology  I;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

15-16  •  Concepts  and  Implications  of  Sensory  Feedback  Therapy;  at 
Temple,  Philadelphia  (75-1-149) 

21  Allergic  Problems  in  Childhood;  at  Allentown  Hosp.  (75-1-38) 

21  Office  Endocrinology;  at  Temple,  Philadelphia  (75-1-13) 

21  Modern  Management  of  Common  Skin  Disorders;  ADR  Center,  St. 

John's  Hosp.,  Pittsburgh  (75-1-137) 

21  Fluid  Replacement;  at  Soldiers  &  Sailors  Mem.  Hosp.;  Wellsboro 

(75-1-4) 

22  Immunology  II;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

29  Immunology  III;  at  Hazleton  St.  Gen.  Hosp.  (75-1-47) 

29  Symposium  on  Pneumoconiosis  with  Interpretation  of  Pulmonary 

Function  Testing;  Good  Samaritan  Hosp.,  Pottsville  (75-1-293) 


JUNE 


2-6  •  Diagnostic  Ultrasound  Training  Course-Introductory;  by  Temple, 
Philadelphia  (75-1-143) 

4  Diagnosis  and  Treatment  of  Drug  Overdose;  at  Easton  Hosp.  (75- 

1-10) 

5  Changing  Concepts  in  Contraceptive  Techniques;  at  Pottsville 

Hosp.  (75-1-1) 

13  Immunology  and  Allergy  Workshop;  at  Williamsport  Hosp.  (75-1- 

43) 

14  Mechanisms  of  Diarrhea  with  Implications  for  Treatment  at 

Sacred  Heart  Hosp.,  Allentown  (75-1-38) 

18  Dermatology;  at  Allentown  Hosp.  (75-1-38) 

18  U.R.I.  in  Children;  ADR  Center,  St.  John's  Hosp.,  Pittsburgh  (75-1- 

137) 

18  EKG  (Simplified  Interpretation);  at  Soldiers  &  Sailors  Mem. 

Hosp.,  Wellsboro  (75-1-4) 


The  Pennsylvania  Steering  Committee  on  Continuing  Edu¬ 
cation  for  Physicians  in  Psychiatry,  Benjamin  Schneider, 
M.D.,  Chairman,  remains  interested  in  helping  physicians 
find  approved  training  opportunities.  The  Committee  can  be 
contacted  through  the  office  of  the  Pennsylvania  Academy  of 
Family  Physicians,  5600  Derry  Street,  Harrisburg,  Pennsyl¬ 
vania,  1 71 1 1 ;  Phone:  (71 7)  564-5365. 


Announcing  . . . 

HERS 

(Health  Education  Resource  Service) 

A  new  catalog  is  being  published  that  will  include  the 
various  media  resources  that  are  available  in  the  major 
medical  institutions  in  Pennsylvania.  Many  of  these  items 
are  available  for  loan  on  request.  The  catalog  will  explain 
the  specific  provisions  regarding  loan  and  will  include  the 
name  of  the  person  to  contact  to  complete  the  loan  ar¬ 
rangements. 

For  your  copy  of  the  HERS  Catalog,  contact: 

Pennsylvania  Medical 

Continuing  Education  Institute 

20  Erford  Road 

Lemoyne,  Pennsylvania  17043 


Accredited  Institutions 

All  continuing  medical  education  programs  planned  by  any  of  these  institu¬ 
tions  may  be  reported  on  an  hour-for-hour  basis  for  credit  in  Category  I  toward 
the  AMA  Physician’s  Recognition  Award  and  the  PMS  membership 
requirement. 

Medical  Schools 

Albany  Medical  College  of  Union  University 

Albert  Einstein  College  of  Medicine  of  Yeshiva  University 

Baylor  College  of  Medicine 

Boston  University  School  of  Medicine  (Division  of  Psychiatry) 

Bowman  Grey  School  of  Medicine  of  Wake  Forest  U. 

Charles  R.  Drew  Postgraduate  Medical  School  -  Los  Angeles  County/Martin 
Luther  King,  Jr.  Hospital 

Chicago  Medical  School  (Department  of  Psychiatry) 

College  of  Physicians  and  Surgeons  of  Columbia  University 
Columbia  University  School  of  Public  Health  and  Administrative  Medicine 
Cook  County  Graduate  School  of  Medicine 
Duke  University  Medical  School 

French  and  Polyclinic  Medical  School  and  Health  Center 
Georgetown  University  School  of  Medicine 
George  Washington  University  Medical  Center 
"Hahnemann  Medical  College 
Harvard  Medical  School 
Howard  University  College  of  Medicine 
Indiana  University  School  of  Medicine 
"Jefferson  Medical  College  of  Philadelphia 
Johns  Hopkins  University  School  of  Medicine 
Loma  Linda  University  School  of  Medicine 

Louisiana  State  University  Medical  Center  School  of  Medicine  in  Shreveport 
Louisiana  State  University  School  of  Medicine 
Mayo  Clinic  (Mayo  Graduate  School  of  Medicine) 

Medical  College  of  Georgia 
"Medical  College  of  Pennsylvania 
Medical  College  of  Virginia  School  of  Medicine 
Medical  University  of  South  Carolina 
Meharry  Medical  College 

Mount  Sinai  School  of  Medicine  of  the  City  University  of  New  York  -  Page 
and  William  Black  Postgraduate  School  of  Medicine 
New  York  Medical  College  Dept,  of  Psychiatry 

Ohio  State  University  College  of  Medicine  (Center  for  Continuing  Medical 
Education) 

"Pennsylvania  State  University  College  of  Medicine,  Milton  S.  Hershey  Medi¬ 
cal  Center 

St.  Louis  University  School  of  Medicine  (Department  of  Psychiatry) 

Stanford  University  School  of  Medicine 
State  University  of  New  York  at  Buffalo  School  of  Medicine 
State  University  of  New  York,  Downstate  Medical  Center 
"Temple  U.  Health  Sciences  Center 
Tufts  University  School  of  Medicine 
Tulane  University  School  of  Medicine 
University  of  Alabama  School  of  Medicine 
University  of  California,  Irvine-California  College  of  Medicine 
University  of  California,  Los  Angeles  School  of  Medicine  (UCLA  Center  for 
Health  Sciences) 


*  Pennsylvania  Institution 


12-S 


Pennsylvania  Medicine,  September  1974 


University  of  California,  San  Francisco  (Continuing  Education  in  Health 
Sciences) 

University  of  Chicago 

University  of  Cincinnati  College  of  Medicine 
University  of  Colorado  School  of  Medicine 
University  of  Florida  College  of  Medicine 
University  of  Iowa  College  of  Medicine 
University  of  Kansas  School  of  Medicine 
University  of  Kentucky  College  of  Medicine 
University  of  Maryland  School  of  Medicine 
University  of  Miami  School  of  Medicine 
University  of  Michigan  School  of  Medicine 
University  of  Minnesota  Medical  School 
University  of  Mississippi  School  of  Medicine 
University  of  Missouri-Columbia  School  of  Medicine 

University  of  Missouri-Kansas  City  School  of  Medicine  (Kansas  City  S.W. 
Clinical  Society) 

University  of  Nebraska  Medical  Center 

University  of  New  Mexico  School  of  Medicine  and  New  Mexico  Regional 
Medical  Program 

University  of  North  Carolina  School  of  Medicine 
University  of  Oklahoma  Medical  Center 
University  of  Oregon  Medical  School 
University  of  Pennsylvania  School  of  Medicine 
University  of  Pittsburgh  School  of  Medicine 
University  of  Southern  California  School  of  Medicine 
University  of  Tennessee  College  of  Medicine 
University  of  Texas  Health  Science  Center  at  Houston 
University  of  Texas  Medical  Branch 
University  of  Texas  Medical  School  at  San  Antonio 
University  of  Texas  S.W.  Medical  School  at  Dallas 
University  of  Utah  College  of  Medicine 
University  of  Washington  School  of  Medicine 
University  of  Wisconsin  Medical  School 
Vanderbilt  University  School  of  Medicine 
Yale  University  School  of  Medicine 


Specialty  Societies 

American  Academy  of  Allergy 
American  Academy  of  Dermatology 

American  Academy  of  Facial,  Plastic  and  Reconstructive  Surgery,  Inc. 
American  Academy  of  Family  Physicians 
American  Academy  of  Neurology 

American  Academy  of  Ophthalmology  and  Otolaryngology 
American  Academy  of  Orthopaedic  Surgeons 
American  Academy  of  Pediatrics 

American  Academy  of  Physical  Medicine  and  Rehabilitation 

American  Academy  of  Psychoanalysis 

American  Association  for  Clinical  Immunology  and  Allergy 

American  Association  for  Thoracic  Surgery 

American  Association  of  Neurological  Surgeons 

American  College  Health  Association 

American  College  of  Allergists 

American  College  of  Cardiology 

American  College  of  Chest  Physicians 

American  College  of  Emergency  Physicians 

American  College  of  Gastroenterology 

American  College  of  Obstetricians  and  Gynecologists 

American  College  of  Physicians 

American  College  of  Psychiatrists 

American  College  of  Radiology 

American  College  of  Surgeons 

American  Electroencephalographic  Society 

American  Fertility  Society 

American  Fracture  Association 

American  Gastroenterological  Association 

American  Geriatrics  Society 

American  Institute  for  Psychoanalysis 

American  Neurotology  Society 

American  Psychiatric  Association 

American  Psychoanalytic  Association 

American  Rhinologic  Society 

American  Society  for  Adolescent  Psychiatry 

American  Society  for  Head  &  Neck  Surgery 

American  Society  of  Abdominal  Surgeons 

American  Society  of  Anesthesiologists 

American  Society  of  Clinical  Hypnosis 

American  Society  of  Clinical  Pathologists 

American  Society  of  Contemporary  Medicine  and  Surgery/Society  for  Con¬ 
temporary  Ophthalmology 
American  Society  of  Cytology 
Am.  Soc.  of  Ophthalmologic  &  Otolaryn.  Allergy 
Am.  Soc.  of  Plastic  &  Reconstructive  Surg.  Inc. 


American  Thoracic  Society  of  Louisiana 
American  Urological  Association,  Inc. 

Arthritis  Foundation  and  Constituent  Societies 
Boston  Psychoanalytic  Society  and  Institute,  Inc. 

Chicago  Ophthalmological  Society 
College  of  American  Pathologists 
Congress  of  Neurological  Surgeons,  Inc. 

Eastern  Orthopaedic  Association 

Illinois  Society  of  Anesthesiologists 

Industrial  Medical  Association 

International  Anesthesia  Research  Society 

International  College  of  Surgeons 

New  Jersey  State  Society  of  Anesthesiologists  Inc. 

New  Orleans  Academy  of  Ophthalmology 
New  York  State  Society  of  Anesthesiologists  Inc. 

Nuclear  Medicine  Institute 

Oregon  Academy  of  Ophthalmology  and  Otolaryngology 
Pacific  Coast  Fertility  Society,  Inc. 

Pacific  Dermatologic  Association 
’Pennsylvania  Academy  of  Dermatology 
’Pennsylvania  Academy  of  Family  Physicians 
*Pa.  Academy  of  Ophthalmology  and  Otolaryngology 
’Pennsylvania  Association  of  Clinical  Pathologists 
’Pennsylvania  Radiological  Society 
’Philadelphia  Roentgen  Ray  Society 
Puget  Sound  Academy  of  Ophthalmology 
Puget  Sound  Academy  of  Otolaryngology 
Radiological  Society  of  North  America,  Inc. 

Regional  Council  of  Child  Psychiatry 
Research  Study  Club  of  Los  Angeles,  Inc. 

Rogers  Heart  Foundation,  Inc. 

Southwestern  Gynecologic  Assembly 
Undersea  Medical  Society 
Washington  Psychoanalytic  Society 
Western  Orthopaedic  Association 

William  Alanson  White  Institute  of  Psychiatry,  Psychoanalysis  and 
Psychology 

Wisconsin  Society  of  Anesthesiologists 

Voluntary  Health  Agencies 

American  Cancer  Society,  Inc. 

American  Diabetes  Association,  Inc. 

American  Heart  Association,  Inc. 

La  Leche  League  International 
New  York  Trudeau  Society 

State  Medical  Associations  and  Societies 

Academy  of  Medicine  of  New  Jersey 

Illinois  Council  on  Continuing  Medical  Education 

Kentucky  Medical  Association 

Medical  and  Chirurgical  Faculty — State  of  Maryland 

Minnesota  State  Medical  Association 

New  Mexico  Medical  Society 

’Pennsylvania  Medical  Society 

Postgraduate  Medical  Institute,  Boston,  Mass,  t 

Hospitals 

Adolf  Gundersen  Medical  Foundation,  LaCrosse,  Wis. 

Akron  City  Hospital,  Akron,  Ohio 
Alexian  Brothers  Hospital,  Elizabeth,  N.J. 

Atlantic  City  Hospital,  Atlantic  City,  N.J. 

Baroness  Erlanger  Hospital  -  Chattanooga,  Tenn. 

Beckley  Appalachian  Regional  Hospital.  Beckley,  W.  Va. 

Bristol  Memorial  Hospital  -  Bristol,  Tenn. 

Bronx-Lebanon  Hospital  Center  (Div.  of  Microbiology  &  Epidemiology  - 
Bronx,  N.Y. 

Brooklyn  Eye  &  Ear  Hospital  -  Brooklyn,  N.Y. 

California  Hospital  Medical  Center,  Los  Angeles,  Calif. 

Cedars-Sinai  Medical  Center,  Cedars  of  Lebanon  Hospital  Division,  Los  An¬ 
geles,  Calif. 

Chapman  General  Hospital,  Orange,  Calif. 

’Chestnut  Hill  Hospital,  Philadelphia,  Pa. 

Children's  Hospital,  Denver,  Colo. 

Children's  Hospital,  Long  Beach,  Calif. 

Children's  Hospital,  San  Francisco,  Calif. 

Children's  Hospital  of  Los  Angeles  (Division  of  Anesthesiology)  Los  An¬ 
geles,  Calif. 

Children’s  Hospital  of  Orange  County,  Orange,  Calif. 

Clarksville  Memorial  Hospital,  Clarksville,  Tenn. 

Cleveland  Clinic  Educational  Foundation,  Cleveland,  Ohio 
Community  Hospital  -  Los  Gatos,  Calif. 
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'Conemaugh  Valley  Memorial  Hospital,  Johnstown,  Pa. 

Cooper  Hospital  (The),  Camden,  N.J. 

‘Delaware  County  Memorial  Hospital,  Drexel  Hill,  Pa. 

Donald  N.  Sharp  Memorial  Community  Hospital,  San  Diego,  Calif. 

‘Eastern  Pennsylvania  Psychiatric  Institute,  Philadelphia,  Pa. 

Elizabeth  General  Hospital  and  Dispensary,  Elizabeth,  N.J. 

‘Elwyn  Institute,  Elwyn,  Pa. 

Esperanza  Intercommunity  Hospital,  Verba  Linda,  Calif. 

Everett  A.  Gladman  Memorial  Hospital,  Oakland,  Calif. 

FAB  3/CME,  c/o  American  Hospital,  Chicago,  III. 

Franklin  Square  Hospital,  Baltimore,  Md. 

Fullerton  Community  Hospital,  Fullerton,  Calif. 

‘Geisinger  Medical  Center,  Danville,  Pa. 

General  Hospital,  County  of  Ventura,  Ventura,  Calif. 

Gill  Memorial  Hosp.  Fndn.  Inc.  Roanoke,  Va. 

Good  Samaritan  Hospital,  Phoenix,  Ariz. 

Good  Samaritan  Hospital  and  Medical  Center,  Portland,  Oreg. 

Greater  Baltimore  Medical  Center,  Baltimore,  Md. 

Greenwich  Hospital,  Greenwich,  Conn. 

'Harrisburg  Hospital,  Harrisburg,  Pa. 

‘Harrisburg  Polyclinic  Hospital,  Harrisburg,  Pa. 

Hospital  of  the  Good  Samaritan,  Los  Angeles,  Calif. 

‘Institute  of  the  Pennsylvania  Hospital,  Philadelphia,  Pa, 

Jackson-Madison  County  General  Hospital,  Jackson,  Tenn. 

'Jeanes  Hospital,  Philadelphia,  Pa. 

Johnson  Memorial  Hospital,  Stafford  Springs,  Conn. 

Kaiser  Foundation  Hospital  -  Bellflower,  Calif. 

Kaiser  Foundation  Hospital  -  Fontana,  Calif. 

Kaiser  Foundation  Hospital,  Harbor  City,  Calif. 

Kaiser  Foundation  Hospital,  Hayward,  Calif. 

Kaiser  Foundation  Hospital,  Los  Angeles,  Calif. 

Kaiser  Foundation  Hospital,  Oakland,  Calif. 

Kaiser  Foundation  Hospital  -  Panorama  City,  Calif. 

Kaiser  Foundation  Hospital,  Redwood  City,  Calif. 

Kaiser  Foundation  Hospital,  Richmond,  Calif. 

Kaiser  Foundation  Hospital,  Sacramento,  Calif. 

Kaiser  Foundation  Hospital,  San  Francisco,  Calif. 

Kaiser  Foundation  Hospital,  Santa  Clara,  Calif. 

Kaiser  Foundation  Hospital,  Vallejo,  Calif. 

Kaiser  Foundation  Hospital,  Walnut  Creek,  Calif. 

Lahey  Clinic  Foundation,  Boston,  Mass. 

Lawrence  and  Memorial  Hospitals,  New  London,  Conn. 

'Lehigh  Valley  Area  Health  Education  Center,  Allentown,  Pa. 

Lenox  Hill  Hospital,  New  York,  N.Y. 

Long  Beach  Community  Hospital,  Long  Beach,  Calif. 

Long  Island  Jewish-Hillside  Medical  Center/Queens  Hospital  Center  Clinical 
Campus,  New  Hyde  Park,  N.Y. 

Lovelace  Foundation  for  Medical  Education  and  Research,  Albuquerque, 

N.  Mex. 

Manchester  Memorial  Hospital,  Manchester,  Conn. 

Maricopa  County  General  Hospital  -  Phoenix,  Ariz. 

Martha  Washington  Hospital,  Chicago,  III. 

Memorial  Hospital,  South  Bend,  Ind. 

Memorial  Hospital  for  Cancer  &  Allied  Diseases,  N.Y.,  N.Y. 

Memorial  Hospital  Medical  Center  of  Long  Beach,  Long  Beach,  Calif. 
Memorial  Hospital  of  DuPage  County,  Elmhurst,  III. 

Menorah  Medical  Center,  Kansas  City,  Missouri 
Mercy  Hospital,  Baltimore,  Md. 

'Mercy  Hospital,  Pittsburgh,  Pa. 

Mercy  Hospital  &  Medical  Center,  San  Diego,  Calif. 

Midway  Hospital,  Los  Angeles,  Calif. 

Mills  Memorial  Hospital,  San  Mateo,  Calif. 

Monmouth  Medical  Center,  Long  Branch,  N.J. 

Morristown  Memorial  Hospital,  Morristown,  N.J. 

Mound  Park  Hospital  Foundation,  Inc.,  St.  Petersburg,  Fla. 

Mt.  Sinai  Hospital  of  Greater  Miami,  Miami  Beach,  Fla. 

Mt.  Zion  Hospital  and  Medical  Center,  San  Francisco,  Calif. 

Newark  Beth  Israel  Medical  Center,  Newark,  N.J. 

'Norristown  State  Hospital,  Norristown,  Pa. 

Oak  Park  Hospital,  Oak  Park,  III. 

O'Connor  Hospital,  San  Jose,  Calif. 

Orthopaedic  Hospital,  Los  Angeles,  Calif. 

Pacific  Hospital  of  Long  Beach,  Long  Beach,  Calif. 

‘Paoli  Memorial  Hospital,  Paoli,  Pa. 

‘Phoenixville  Hospital,  Phoenixville,  Pa. 

Piedmont  Hospital,  Atlanta,  Georgia 
Placentia-Linda  Hospital,  Placentia,  Calif. 

Postgraduate  Institute  of  the  New  York  Eye  and  Ear  Infirmary,  New  York,  N.Y. 
Presbyterian  Hospital  of  Pacific  Medical  Center,  San  Francisco,  Calif. 
Presbyterian  Hospital  -  Albuquerque,  N.M. 

Providence  Hospital,  Washington,  D.C. 

‘Reading  Hospital,  Reading,  Pa. 

‘Robert  Packer  Hospital,  Sayre,  Pa. 

Roosevelt  Hospital,  Metuchen,  N.J. 


Roseville  Community  Hospital,  Roseville,  Calif. 

St.  Barnabas  Medical  Center,  Livingston,  N.J. 

St.  Elizabeth  Hospital,  Elizabeth,  N.J. 

*St.  Francis  General  Hospital,  Pittsburgh,  Pa. 

St.  Francis  Hospital,  Trenton,  N.J. 

St.  Joseph  Hospital  -  Albuquerque,  N.M. 

St.  Joseph  Hospital,  Baltimore,  Md. 

St.  Joseph  Hospital,  Orange,  Calif. 

St.  Joseph  Hospital,  South  Bend,  Ind. 

St.  Joseph  Hospital  &  Medical  Center,  Phoenix,  Az. 

St.  Jude  Hospital,  Fullerton,  Calif. 

St.  Luke’s  Hospital  &  Medical  Center,  Phoenix,  Ariz. 

‘St.  Margaret  Memorial  Hospital,  Pittsburgh,  Pa. 

St.  Mary's  Long  Beach  Hosp.,  Long  Beach,  Calif. 

St.  Mary’s  Hospital,  San  Francisco,  Calif. 

St.  Michael's  Medical  Center,  Newark,  N.J. 

San  Joaquin  General  Hospital,  Stockton,  Calif. 

Santa  Monica  Hospital  Medical  Center,  Santa  Monica,  Calif. 

Scott  and  White  Memorial  Hospital,  Scott  Sherwood  &  Brindley  Foundation, 
Temple,  Tex. 

Scripps  Clinic  &  Research  Fndn.,  Lajolla,  Calif. 

Sequoia  Hospital  District,  Redwood  City,  Calif. 

Sinai  Hospital  of  Baltimore,  Inc.,  Baltimore,  Md. 

Sonoma  Valley  District  Hospital,  Sonoma,  Calif. 

South  Baltimore  General  Hospital,  Baltimore,  Md. 

South  Coast  Community  Hospital,  South  Laguna,  Calif. 

Spring  Grove  State  Hospital,  Baltimore,  Md. 

United  Hospitals  of  Newark,  Newark,  N.J. 

Valley  Presbyterian  Hospital,  Van  Nuys,  Calif. 

Variety  Children's  Hospital,  Miami,  Florida 
Veterans  Administration  Center,  Prescott,  Ariz. 

Veterans  Admin.  Hosp.,  Perry  Point,  Md. 

‘Veterans  Adm.  Hosp.,  Coatesville,  Pa. 

‘Veterans  Admin.  Hosp.,  Lebanon,  Pa. 

Veterans  Home  &  Hospital,  Rocky  Hill,  Conn. 

Virginia  Mason  Medical  Center,  Seattle,  Wash. 

‘Warren  State  Hospital,  Warren,  Pa. 

‘Washington  Hospital,  Washington,  Pa. 

Washington  Hospital  Center,  Washington,  D.C. 

Watson  Clinic,  Lakeland,  Fla. 

‘Western  Pennsylvania  Hospital,  Pittsburgh,  Pa. 

West  Valley  Community  Hospital  Foundation,  Encino,  Calif. 

William  S.  Hall  Psychiatric  Institute,  Columbia,  S.C. 

Wilmer  Ophthalmological  Institute,  The  Johns  Hopkins  Hospital,  Baltimore, 
Md. 

Woodland  Clinic  Medical  Group,  Woodland,  Calif. 

‘York  Hospital,  York,  Pa. 

Others 

American  Medical  Association,  Council  on  Scientific  Assembly,  Chicago,  III. 
AMA  Dept,  of  Mental  Health  &  Council  on  Mental  Health,  Chicago,  III. 

Armed  Forces  Institute  of  Pathology,  Washington,  D.C. 

Association  for  Hospital  Medical  Education,  Arlington,  Va. 

Brigham  Young  University,  Provo,  Utah 

Bureau  of  Medicine  &  Surgery,  Navy  Dept.,  Washington,  D.C. 

Center  for  Disease  Control,  Atlanta,  Ga. 

Chicago  Medical  Society,  Chicago,  III. 

Colby  College,  Waterville,  Maine 

Commission  on  Professional  and  Hospital  Activities,  Ann  Arbor,  Mich. 

Civil  Aeromedical  Institute,  Office  of  Aviation  Medicine,  FAA,  Oklahoma 
City,  Okla. 

Dallas  Southern  Clinical  Society,  Dallas,  Tex. 

Department  of  the  Air  Force,  Division  of  Medical  Education,  Washington, 
D.C. 

Department  of  the  Army,  Office  of  the  Surgeon  General,  Washington,  D.C. 
International  Academy  of  Pathology,  Augusta,  Ga. 

Interstate  Postgraduate  Medical  Association  of  North  America,  Madison, 
Wis. 

Joint  Commission  on  Accreditation  of  Hospitals,  Chicago,  III. 

Knoxville  Academy  of  Medicine,  Knoxville,  Tenn. 

Margaret  Sanger  Research  Bureau,  Inc.,  N.Y.,  N.Y. 

Menninger  Foundation,  Div.  Industrial  Mental  Health,  Topeka,  Kan. 
Montelores  Medical  Society,  Cortez,  Colo. 

National  Association  of  Private  Psychiatric  Hospitals,  Leonia,  N.J. 
Northwestern  Ohio  Institute  for  Continuing  Medical  Education,  Toledo,  Ohio 
Oak  Ridge  Associated  Universities  -  Special  Training  Division,  Oak  Ridge, 
Tenn. 

Omaha  Mid-West  Clinical  Society,  Omaha,  Nebr. 

Phil  Thorek  Postgraduate  Courses,  Chicago,  III. 

Postgraduate  Center  for  Mental  Health,  New  York,  N.Y. 

Rudolph  Ellender  Medical  Foundation,  Inc.,  Houma,  La. 

Southern  Medical  Assn.,  Birmingham,  Ala. 
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Philadelphia;  Temple  (75-1-163) 


SUBJECT  INDEX 


Classifying  is  done  by  sponsor.  Activities  shown  under 
any  given  subject  are  generally  of  a  quality  that  would 
be  helpful  to  specialists  in  that  field.  Registration  may 
be  open  to  others. 

ADMINISTRATIVE  MEDICINE 

Erie  (74-1-76) 

Pittsburgh;  PMS  (74-1-85) 

ALLERGY 

Philadelphia:  Hahnemann  (75-1-228  and  236) 

ANESTHESIOLOGY 

Allentown;  Sacred  Heart  Hosp.  (75-1-210) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-246) 
Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Temple  (75-1-190  to  192) 

Philadelphia;  U.  of  Pa.  (75-1-273) 

Pittsburgh;  Mercy  (75-1-75) 

ARTHRITIS  and  RHEUMATISM 

Philadelphia;  Philadelphia  Co.  Med.  Soc.  (74-1-83) 

Philadelphia;  Temple  (75-1-159) 

CARDIOVASCULAR  DISEASE 

Danville  (75-1-95  and  97) 

Hershey  (75-1-24) 

Hershey;  AHA  (74-1-92) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-247) 
Philadelphia;  Amer.  Coll,  of  Cardiology  (72-1-290  and  291) 

Philadelphia;  Hahnemann  (74-1-11) 

Philadelphia;  Hahnemann  (75-1-218  to  227) 

Philadelphia;  Jeanes  (75-1-88) 

Philadelphia;  Jefferson  (74-1-17) 

Philadelphia;  Temple  (75-1-160,  164  and  165) 

Philadelphia;  U.  of  Pa.  (75-1-274  and  275) 

Pittsburgh;  Mercy  (75-1-74) 

Pittsburgh;  Pitt  (75-1-130) 

Pittsburgh;  St.  Margaret  (75-1-57) 

CHEST  DISEASE 

Allentown;  Lehigh  AHEC  (74-1-28)' 

Philadelphia;  Hahnemann  (75-1-21  and  232  to  235) 

Philadelphia;  Temple  (75-1-158  and  162) 

Pittsburgh;  St.  Francis  (74-1-63) 

DERMATOLOGY 

Champion  (74-1-10) 

Danville  (75-1-98) 

Philadelphia;  Philadelphia  Gen.  Hosp.  (75-1-278) 

Philadelphia;  Temple  (75-1-174) 

Pittsburgh;  Pitt  (74-1-46) 

EMERGENCY  MEDICINE 

Hershey  (75-1-26) 

Philadelphia;  Temple  (75-1-146) 

ENDOCRINOLOGY 

Danville  (74-1-42) 

Hershey  (75-1-37) 

Philadelphia;  Temple  (75-1-155) 

FAMILY  MEDICINE 

Hershey  (75-1-25) 

Lancaster;  Lancaster  Gen.  Hosp.  (75-1-199  and  201) 

Philadelphia;  EPPI  (74-1-33) 

Philadelphia;  EPPI  (75-1-83  and  84) 

Philadelphia;  Temple  (75-1-12) 

Pittsburgh;  Pitt  (74-1-48) 

Pittsburgh;  St.  Margaret  (75-1-58) 

GASTROENTEROLOGY 
Philadelphia;  Hahnemann  (74-1-12) 

Philadelphia;  Hahnemann  (75-1-237  and  238) 

Philadelphia;  Jefferson  (74-1-19) 

KEY: 

(75-1-XX)  Numbers  in  parentheses  are  code  numbers 
which  refer  to  specific  items  in  the  “Announcement” 
section  of  this  supplement.  See:  town,  institution,  and- 
code  numbered  item  for  complete  details. 


GENERAL  MEDICINE 

Allentown;  Allentown  Gen.  Hosp.  (74-1-69) 

Allentown;  Allentown  Gen.  Hosp.  (75-1-38) 

Aliquippa  (75-1-119) 

Altoona;  Altoona  Hosp.  (75-1-39) 

Bridgeville  (75-1-110) 

Bristol;  Lower  Bucks  Hosp.  (75-1-40) 

Butler  (75-1-111) 

Canonsburg  (75-1-112) 

Charleroi  (75-1-41) 

Chester  (75-1  -92) 

Danville  (74-1-24,  40  and  41) 

Danville  (75-1-102,  103  and  108) 

DuBois;  DuBois  Hosp.  (75-1-136) 

DuBois;  Maple  Ave.  Hosp  (74-1-13) 

Easton  (75-1-10) 

Franklin  (74-1-7) 

Franklin  (75-1-113) 

Harrisburg;  Harrisburg  Hosp.  (75-1-124  and  127) 

Harrisburg;  Community  Gen.  Osteo.  Hosp.  (74-1-14) 

Harrisburg;  PMS  (74-1-77) 

Hershey  (75-1-27) 

Kittanning;  Armstrong  Co.  Mem.  Hosp.  (75-1-138) 

Lancaster;  Lancaster  Gen.  Hosp.  (75-1-52,  202  and  203) 

Lancaster;  St.  Joseph’s  Hosp.  (75-1-53) 

Lock  Haven  (75-1-272) 

McKeesport  (74-1-43) 

McKeesport  (75-1-114) 

Meadowbrook  (75-1-11  and  19) 

Monongahela  (75-1-42) 

New  Castle  (75-1-109) 

New  Kensington  (74-1-15  and  16) 

Norristown  (74-1-72) 

Norristown  (75-1-204) 

Oil  City  (75-1-113) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-248  to  251) 
Philadelphia;  Frankford  Hosp.  (75-1-244) 

Philadelphia;  Friends  Hosp.  (74-1-38) 

Philadelphia;  Hahnemann  (75-1-23,  239  and  241) 

Philadelphia;  Jeanes  (75-1-37,  86  and  87) 

Philadelphia;  Jefferson  (74-1-91) 

Philadelphia;  J.  F.  Kennedy  Mem.  Hosp.  (75-1-77) 

Philadelphia;  Lankenau  Hosp.  (74-1-17) 

Philadelphia;  Presbyterian  Univ.  of  Pa.  Med.  Center  (74-1-39) 

Philadelphia;  Temple  (74-1-66  and  68) 

Philadelphia;  Temple  (75-1-13  to  16,  151  and  157) 

Pittsburgh;  Mercy  (74-1-5) 

Pittsburgh;  North  Hills  Passavant  Hosp.  (75-1-115) 

Pittsburgh;  Pitt  (74-1-49,  50  and  52) 

Pittsburgh;  Pitt  (75-1-128,  129,  132  and  133) 

Pittsburgh;  St.  Clair  Mem.  Hosp.  (75-1-116) 

Pittsburgh;  St.  Francis  (74-1-61, 62  and  64) 

Pittsburgh;  St.  Francis  (75-1-139) 

Pittsburgh;  St.  John’s  Gen.  Hosp.  (75-1-137)  f 
Pittsburgh;  St.  Margaret  (75-1-59) 

Pittsburgh;  Shadyside  Hosp.  (75-1-117) 

Pittsburgh;  Staunton  Clinic  (74-1-87) 

Pittsburgh;  Suburban  Gen.  Hosp.  (75-1-137) 

Pottsville;  Good  Samaritan  Hosp.  (75-1-293) 

Pottsville;  Pottsville  Hosp.  &  Warne  Clinic  (75-1-1) 

Reading;  Berks  Co.  Med.  Soc.  (74-1-86) 

Roaring  Spring  (75-1-118) 

Rochester  (75-1-119) 

Sayre  (75-1-270) 

St.  Marys  (74-1-60) 

Sharon  (75-1-120) 

Sharon;  Tumor  Clinic  (75-1-135) 

Sunbury  (75-1-9) 

Titusville  (75-1-113) 

Uniontown  (75-1-121) 

University  Park  (75-1-243) 

Washington  (75-1-122) 

Wellsboro  (75-1-4) 

Wilkes  Barre;  Luzerne  Co.  Med.  Soc.  (74-1-18) 

Wilkes-Barre;  Mercy  Hosp.  (74-1-75) 

Wilkes-Barre;  Wyoming  Valley  Hosp.  (75-1-48) 

Williamsport;  Williamsport  Hosp.  (74-1-23) 

Williamsport;  Williamsport  Hosp.  (75-1-43) 

York;  York  Hosp.  (75-1-44) 

GENETICS 

Norristown  (74-1-73) 

Philadelphia;  EPPI  (74-1-33) 


Pennsylvania  Medicine,  September  1974 


15-S 


GERIATRICS 

Harrisburg;  PMS  (74-1-78) 

HEMATOLOGY 

Philadelphia;  Jeanes  (75-1-89) 

INTERNAL  MEDICINE 

Abington  (75-1-5) 

Bethlehem;  St.  Luke’s  Hosp.  (75-1-49) 

Danville  (75-1-101) 

Harrisburg;  Harrisburg  Hosp.  (75-1-125) 

Philadelphia;  A  C  P  (74-1-2,  3  and  6) 

Philadelphia;  A  C  P  (75-1-2) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-252  and 
253) 

Philadelphia;  EPPI  (74-1-33) 

Philadelphia;  EPPI  (75-1-84) 

Philadelphia;  Hahnemann  (75-1-22  and  240) 

Philadelphia;  Jeanes  (74-1-34) 

Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Temple  (75-1-153,  154,  156) 

Pittsburgh;  ACP  (74-1-20) 

Pittsburgh;  Mercy  (75-1-73) 

Pittsburgh;  Pitt  (74-1-47  and  51) 

Pittsburgh,  St.  Margaret  (75-1-56,  65,  66  and  68  to  70) 

Sayre  (75-1-271) 

MICROBIOLOGY  and  IMMUNOLOGY 

Philadelphia;  Temple  (75-1-161) 

NEUROLOGY 

Coatesville;  Coatesville  VA  (74-1-21) 

Danville  (75-1-105) 

Hershey  (75-1-28) 

Norristown  (74-1-71) 

Norristown  (75-1-206) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-254,  255 
and  267) 

Philadelphia;  Hahnemann  (75-1-229  to  231) 

Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Philadelphia  Gen.  Hosp.  (75-1-279) 

Philadelphia;  Temple  (75-1-181  to  183) 

Philadelphia;  U.  of  Pa.  (75-1-276) 

Pittsburgh,  St.  Margaret  (75-1-60) 

OBSTETRICS  and  GYNECOLOGY 

Bethlehem;  St.  Luke’s  Hosp.  (75-1-50) 

Danville  (75-1-93  and  94) 

Hershey  (75-1-29) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-256  and 
257) 

Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Temple  (74-1-67) 

Philadelphia;  Temple  (75-1-169  and  170) 

Pittsburgh;  Pitt  (74-1-56) 

Pittsburgh;  St.  Francis  (75-1-140) 

Pittsburgh;  St.  Margaret  (75-1-61) 

ONCOLOGY 

Danville  (75-1-106  and  107) 

Philadelphia;  ACP  (75-1-2) 

Philadelphia;  Jeanes  (74-1-35  and  36) 

Philadelphia;  Philadelphia  Gen.  Hosp.  (75-1-286) 

Philadelphia;  Temple  (75-1-175,  176,  245) 

Sayre  (75-1-269) 

OPHTHALMOLOGY 

Bedford;  PAO&O  (75-1-6) 

Philadelphia;  Temple  (75-1-17  and  150) 

Philadelphia;  Wills  Eye  Hosp.  (75-1-7  and  8) 

Reading;  PAO&O  (75-1-54) 

ORTHOPEDIC  SURGERY 

Harrisburg  (74-1-80) 

Philadelphia;  Hahnemann  (75-1-20) 

Philadelphia;  Temple  (75-1-152  and  193  to  198) 

Pittsburgh;  St.  Margaret  (75-1-67  and  72) 

OTOLARYNGOLOGY 

Bedford;  PAO&O  (75-1-6) 

Philadelphia;  Temple  (75-1-46) 

Pittsburgh;  Mercy  (75-1-3  and  76) 

Pittsburgh;  PAO&O  (75-1-55) 

Pittsburgh;  Pitt  (74-1-55  and  57) 


Pittsburgh;  Pitt  (75-1-134) 

Reading;  PAO&O  (75-1-54) 

PATHOLOGY 

Danville  (74-1-4) 

Danville  (75-1-100) 

Hershey  (75-1-30) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-258  and 
259) 

Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Philadelphia  Gen.  Hosp.  (75-1-285) 

Philadelphia;  U.  of  Pa.  (75-1-288  and  289) 

PEDIATRICS 

Danville  (75-1-96  and  104) 

Hershey  (75-1-31  to  33) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-260) 
Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Temple  (75-1-18  and  171  to  173) 

Philadelphia;  EPPI  (75-1-82) 

Pittsburgh;  St.  Margaret  (75-1-62) 

PHARMACOLOGY 

Philadelphia;  EPPI  (75-1-84) 

PHYSICAL  MEDICINE  and  REHABILITATION 

Danville  (75-1-99) 

Harrisburg  (74-1-81) 

Philadelphia;  Philadelphia  Gen.  Hosp.  (75-1-280  to  282) 

Philadelphia;  Temple  (75-1-148,  149,  178  to  180) 

Pittsburgh;  St.  Francis  (75-1-141) 

PSYCHIATRY 

Bethlehem;  St.  Luke's  Hosp.  (75-1-51) 

Coatesville;  Coatesville  VA  (74-1-1) 

Easton  (75-1-217) 

Harrisburg  (74-1-82) 

Haverford  (74-1-8) 

Hershey  (75-1-34) 

Lancaster;  Lancaster  Gen.  Hosp.  (75-1-200) 

Norristown  (74-1-70  and  74) 

Norristown  (75-1-205,  207  to  209) 

Philadelphia;  EPPI  (74-1-33) 

Philadelphia;  EPPI  (75-1-82  to  85) 

Philadelphia;  Hahnemann  (74-1-76) 

Philadelphia;  Hahnemann  (75-1-212  to  216) 

Philadellhia;  Institute  (74-1-29  to  32,  93  and  94) 

Philadelphia;  Institute  (75-1-78  to  81,  and  292) 

Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Temple  (75-1-147  and  177) 

Philadelphia;  Philadelphia  Gen.  Hosp.  (75-1-283  and  287) 

Pittsburgh;  St.  Margaret  (75-1-63) 

Pittsburgh;  Staunton  Clinic  (74-1-88) 

RADIOLOGY 

Hershey  (75-1-35) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (74-1-84) 
Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-261  to  263) 
Philadelphia;  Jeanes  (75-1-90) 

Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Temple  (75-1-143  to  145  and  184  to  188) 

Pittsburgh;  St.  Margaret  (75-1-64) 

SURGERY 

Bethlehem;  Eastern  Pa.  Chapt.,  ACS  (74-1-22) 

Harrisburg  (74-1-89  and  90) 

Harrisburg;  Harrisburg  Hosp.  (75-1-126) 

Hershey  (75-1-36) 

Philadelphia;  Albert  Einstein  Med.  Center  -  Northern  Div.  (75-1-264  to  266) 
Philadelphia;  Colon  &  Rectal  Surgs.  (74-1-65) 

Philadelphia;  MCP  (75-1-211) 

Philadelphia;  Philadelphia  Gen.  Hosp.  (75-1-284) 

Philadelphia;  Temple  (75-1-166  to  168) 

Philadelphia;  U.  of  Pa.  (75-1-277) 

Pittsburgh;  Pitt  (74-1-58  and  59) 

Pittsburgh;  Pitt  (75-1-131) 

Pittsburgh;  St.  Francis  (75-1-142) 

Pittsburgh;  St.  Margaret  (75-1-71) 

Sayre  (75-1-268) 

Williamsport;  Williamsport  Hosp.  (74-1-23) 

UROLOGY 

Harrisburg  (74-1-79) 

Philadelphia;  Temple  (75-1-189) 
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Before  prescribing,  please  consult 
complete  product  information,  a  summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and 
tension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  oper¬ 
ating  machinery,  driving).  Though  physi¬ 
cal  and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp¬ 
toms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac¬ 
tions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi¬ 
atric  patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat¬ 
ment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 


cially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a  few  instances  syn¬ 
cope  has  been  reported.  Also  encoun¬ 
tered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc¬ 
tion;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5  or  10  mg  t.i.d.  or  q.i.d .;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatrid patients: 

5  mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz¬ 
epoxide)  Tablets,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

irtril  im  up  to  lOO  mg  daily  in 
LIUI  IUI  1 1  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 


The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa¬ 


tient,  thereby  encouraging  physician 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium9 10-mg  capsules 


(chlordiazepoxide  HCI) 
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ABORTION  CONTROL  ACT  EFFECTIVE  OCTOBER  10  Overriding  the  veto  of 

Governor  Milton  J.  Shapp 

the  Pennsylvania  Legislature  has  enacted  into  law  Senate  Bill  1319, 
the  Abortion  Control  Act,  now  Act  209  of  1974.  Although  suit  has  been 
filed  in  federal  court  to  test  its  constitutionality,  and  a  three- 
judge  panel  is  to  hold  hearings  October  1,  the  Department  of  Health 
has  announced  that  all  health  care  facilities,  including  hospitals, 
clinics,  and  physician's  offices,  are  required  to  obtain  department 
approval  as  facilities  where  pregnancy  termination  surgery  may  be 
performed.  Gordon  W.  Allan,  M.D.,  director  of  maternal  and  child 
health  for  the  department,  emphasized  that  the  act  specifically 
includes  physicians'  offices,  which  were  excluded  in  rules  for  ambula¬ 
tory  gynecological  surgery  promulgated  by  the  department  prior  to 
passage  of  Act  209  (see  page  13  of  this  issue  for  details  of  those 
rules).  Exclusion  of  physician's  offices  from  these  rules  is  now 
reversed  for  abortions,  since  every  facility  seeking  approval  must 
certify  that  it  will  adhere  satisfactorily  to  the  appropriate  sections 
of  the  rules.  Some  7,500  physicians,  doctors  of  medicine  and  osteo¬ 
pathy  whose  practice  or  specialty  would  indicate  they  might  be  perform¬ 
ing  pregnancy  termination  surgery  in  the  office,  are  receiving  letters 
of  notification  from  the  Department  of  Health.  Those  now  performing 
abortions  in  their  offices  or  expecting  to  do  so  must  register  with 
the  department.  Requests  should  be  sent  to:  Pennsylvania  Department 
of  Health,  Bureau  of  Children's  Preventive  and  Restorative  Services, 
Maternal  Health  Section,  P.O.  Box  90,  Harrisburg,  PA  17120.  The 
Abortion  Control  Act  also  calls  for  keeping  precise  records  on  Depart¬ 
ment  of  Health  forms,  notification  of  the  department  of  the  number 
of  abortions  performed,  written  informed  consent  of  the  mother,  written 
consent  of  the  spouse  if  he  is  available,  and  consent  of  one  parent 
or  person  in  loco  parentis  if  the  mother  is  under  age  18.  No  abortion 
may  be  performed  by  anyone  other  than  a  physician  or  in  a  facility 
not  approved  by  the  Department  of  Health.  No  abortion  may  be  performed 
during  the  stage  of  pregnancy  subsequent  to  viability  except  to 
preserve  the  life  or  health  of  the  mother.  Violation  of  the  law  is 
punishable  by  fines  and/or  imprisonment.  Physicians  performing 
pregnancy  termination  surgery  after  October  10  are  advised  to  consult 
their  attorneys  to  be  certain  that  informed  consent  patient  discussions 
and  records  meet  the  requirements  of  Act  209. 

ACUPUNCTURE  POLICY  REITERATED  At  its  September  meeting,  the  State 

Board  of  Medical  Education  and 

Licensure  reiterated  its  previous  policy  statement  on  acupuncture,  and 
announced  its  intention  to  publish  rules  and  regulation  governing  its 
use.  John  W.  Robertson,  M.D.,  chairman  of  the  state  board,  requested 
republication  of  the  policy  position  as  follows:  "The  State  Board  of 
Medical  Education  and  Licensure,  Commonwealth  of  Pennsylvania,  is  of 
the  opinion  that  under  the  present  Medical  Practice  Act,  acupuncture 
is  considered  the  practice  of  medicine.  In  Pennsylvania  this 
procedure  has  not  been  researched  nor  proven  beneficial.  It  is  the 
Board's  opinion  that  patients  who  have  been  properly  examined,  diag¬ 
nosed,  and  considered  for  acupuncture  therapy  could  receive  same  after 
referral  by  a  physician  to  a  research  setting  in  a  medical  school 
under  the  guidance  of  a  duly  licensed  and  registered  physician  in  this 
Commonwealth.  A  periodic  report  from  the  medical  school  should  be 
presented  to  this  Board  at  six-month  intervals." 


ARGONAUT  RATE  INCREASE  REQUEST  APPROVED 


A  rate  increase  request 
filed  by  Argonaut 
Insurance  Co. ,  underwriter  for  the  Society-sponsored  professional 
liability  insurance  program,  has  been  approved  by  the  Pennsylvania 
Department  of  Insurance.  Prior  study  and  approval  of  the  request  had 
been  given  by  the  Society's  Commission  on  Professional  Liability 
Insurance  and  the  Board  of  Trustees.  These  groups  reviewed  the 
company's  loss  experience  during  the  three-year  history  of  the  program 
and  the  company's  efforts  in  the  area  of  malpractice  loss  prevention 
through  its  Medical  Alert  Communications  Program  and  loss  prevention 
seminars.  This  first  premium  increase  requested  since  the  inception 
of  the  program  will  provide  a  50  percent  increase  in  income  from 
premiums.  Earlier  in  1974  the  two  other  major  malpractice  insurance 
underwriters  in  Pennsylvania  received  approval  of  substantial  rate 
increase  requests.  The  new  rates  are  effective  October  1  for  some 
3,500  Society  members  who  can  expect  the  following  percentage  of 
increase  in  premiums  based  on  territory  and  class: 


Class 


1 

2 

3 

4 

5 


Territory  One 
Philadelphia  Area 


Territory  Two 
Rest  of  State 


35  percent 
35  percent 
25  percent 
58  percent 
58  percent 


25  percent 
25  percent 
25  percent 
50  percent 
50  percent 


DATE  SET  FOR  BLUE  SHIELD  HEARINGS  Insurance  Commissioner 

William  J.  Sheppard  has 

announced  public  hearings  on  the  Blue  Shield  rate  increase  request  for 
10:00  a.m.  October  15  at  the  Executive  House,  Harrisburg.  Those 
interested  in  attending  or  presenting  testimony  should  contact  Paul 
Henning,  Bureau  of  Regulation  of  Rates  and  Policies,  402  Finance  Bldg., 
Harrisburg.  See  page  11  of  this  issue  for  details. 

NOVEMBER  MEMBERSHIP  RECRUITMENT  MONTH  The  Council  on  Public  Service 

will  launch  a  membership 
recruitment  campaign  in  November,  Robert  N.  Moyers,  M.D.,  chairman 
has  announced.  Details  will  appear  in  the  November  issue. 

PITTSBURGH  SURGEON  ON  AMP AC  BOARD  Michael  P.  Levis,  M.D.,  has 

been  elected  to  the  Board  of 

Directors  of  the  American  Medical  Political  Action  Committee. 

Dr.  Levis  is  a  sustaining  member  of  the  Pennsylvania  Medical  Political  “ 
Action  Committee,  a  member  of  the  Society's  Council  on  Governmental 
Relations,  and  president  elect  of  the  Allegheny  County  Medical  Society. j1 


BIENNIAL  PHYSICIAN  REGISTRATION  DUE  The  State  Board  of  Medical 

Education  and  Licensure  will 

mail  in  November  registration  forms  to  all  physicians  licensed  to 
practice  in  Pennsylvania.  The  registration  and  fee  must  be  returned  by 
December  31.  If  you  do  not  receive  your  notice  by  mid-December,  it 
may  be  that  the  state  board  does  not  have  your  correct  mailing  address. 
In  this  case  you  should  contact  the  state  board  immediately.  Included 
in  the  mailing  this  year  will  be  a  Health  Department  data  base  form 
which  should  be  returned  with  your  registration.  \ 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 

FRANK  B.  HALL  &  CO. 

COMPANY 

OF  PENNSYLVANIA  INC. 

(Underwriter) 

Mf  rl 

(Formerly  Parker  &  Company) 

(Administrator) 

A  long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “ Ombudsman 
it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Name 


Office  Address 


City 


Telephone 


□ 


Medical  Specialty 


Mail  to: 

Frank  B.  Hall  &  Co.  of  Pennsylvania  Inc. 

1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice  President 

I  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 


Date  your  professional  liability 
insurance  expires  _ 


Present  Carrier 


L-. 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com¬ 
plete  product  information,  a  summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi¬ 
tants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with¬ 
drawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn¬ 
drome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6  months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau¬ 
coma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa¬ 
tients.  Caution  against  hazardous  occupa¬ 
tions  requiring'complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis¬ 


orders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti¬ 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in¬ 
gestion  of  alcohol  and  other  CNS  depres¬ 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus¬ 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a  psychoneu¬ 
rotic  patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex¬ 
cessive  anxiety,  is  often  accom¬ 
panied  by  depressive  symptom¬ 
atology.  Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re¬ 
lieved,  the  depressive  symp¬ 
toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan¬ 
tages  in  using  Valium  for  the 
management  of  psychoneu¬ 
rotic  anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im¬ 
provement  is  usually  apparent 
in  the  patient  within  a  few 
days  rather  than  in  a  week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad¬ 
dition,  Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz¬ 
ardous  occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho¬ 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed¬ 
time,  Valium  can  offer  an  addi¬ 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso¬ 
ciated  depressive  symptoms 
and  thus  encourage  a  more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 .  Henry  B W,  et  al:  Dis  Nerv 
Syst  30: 675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J :  Psychosomatics 
77:43 8-441,  Sept-Oct  1970. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


2-mg,  5-mg,  10-mg  tablets 


surveillance  because  of  their  predisposi¬ 
tion  to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child¬ 
bearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy¬ 
chotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em¬ 
ployed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over¬ 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo¬ 
pia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re¬ 
actions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb¬ 
ances,  stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso¬ 
lated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Keflex 


cephalexin  monohydrate /  sense 


Oral  Suspensi 


250  mg. *7 5  ml. 
100-ml.  size 


125  mg.!75  ml 
60  and  100-ml 


Pediatric  Drops 

100  mg.*/ml. 


^'Equivalent  to  cephalexin. 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  •  Indianapolis,  Indiana  46206 
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A.  Reynolds  Crane,  M.D.,  formally  installed  October  11 


Society  President  A.  Reynolds 
Crane,  M.D.,  will  be  formally  in¬ 
stalled  at  the  State  Dinner 
scheduled  for  October  11  during 
the  Annual  Session  of  the  House 
of  Delegates  at  the  William  Penn 
Hotel  in  Pittsburgh.  He  has 
served  as  Society  president 
since  leukemia  claimed  the  life 
of  Ralph  C.  Wilde,  his  prede¬ 
cessor,  and  prior  to  that  served 
as  president  elect  and  vice  pres¬ 
ident.  From  1963  to  1972  he 
served  the  Society  as  trustee 
and  councilor  from  the  First  Dis¬ 
trict. 

Dr.  Crane,  66,  was  until  June 
30  director  of  the  Ayer  Clinical 
Laboratory  at  Pennsylvania  Hos¬ 
pital  and  pathologist  to  the  Ben¬ 
jamin  Franklin  Clinic  there.  He 
remains  as  consultant  to  the  lab¬ 
oratory  and  will  continue  as 
professor  of  pathology  at  the 
University  of  Pennsylvania 
School  of  Medicine. 

For  A.  Reynolds  Crane,  study¬ 
ing  medicine  was  a  decision 
made  early  in  life  and  he  at¬ 
tributes  it  to  the  example  set  by 
his  family’s  physician,  Palmer 
Townsend,  M.D.  Dr.  Crane  re¬ 
called,  “He  was  a  great  man,  full 
of  warmth  and  compassion. 
When  I  entered  medical  school, 
he  gave  me  the  microscope  he 
had  used  when  a  medical 
student  forty  years  before.  He 
followed  my  course  with  the 
pride  of  a  father.” 

He  was  graduated  from 
Hamilton  College,  Geneva,  N.  Y., 
and  received  his  degree  in  medi¬ 
cine  from  Cornell  University. 
From  1935  to  1939  he  was  an  as¬ 
sistant  at  the  Mallory  Institute  of 
Pathology  at  Boston  City  Hospi¬ 
tal.  As  he  was  beginning  the  fifth 
year  of  his  pathology  residency, 
Dr.  Crane  discovered  that  he 


had  tuberculosis,  and  he  spent 
the  next  two  years  in  the  State 
Sanitorium  at  Rutland,  Mass. 

He  recovered,  he  said,  “by  the 
grace  of  God  and  the  guidance 
of  a  great  physician,  Paul 
Default,  who  was  also  a  refugee 
from  ‘the  little  red  bug’.” 

Dr.  Crane’s  accomplished  ca¬ 
reer  in  the  field  of  pathology  has 
been  accompanied  by  a  number 
of  honors  and  appointments.  In 

1946  he  became  director  of  the 
Ayer  Laboratory.  He  was  assist¬ 
ant  professor  of  pathology  at 
Jefferson  Medical  College  from 

1947  to  1957,  when  he  became 
professor  at  the  University  of 
Pennsylvania  School  of  Medi¬ 
cine.  Future  plans  include  re¬ 
search  as  a  senior  staff  member 
at  the  Institute  for  Cancer 
Research  in  Fox  Chase.  A 
founding  fellow  of  the  College  of 
American  Pathologists,  he  has 
enjoyed  membership  in  and 
served  as  an  officer  of  a  number 
of  professional  societies.  He  is  a 


County  societies  receive 
share  of  AMA  dues  rebate 

Fifty-eight  county  medical  so¬ 
cieties  in  Pennsylvania  have 
received  their  share  of  a  rebate 
received  from  the  AMA  by  the 
State  Society  for  remitting  AMA 
dues  quickly. 

In  the  new  program,  a  de¬ 
parture  from  AMA  past  practice 
of  returning  1  percent  of  AMA 
dues  to  state  societies  as  a 
bonus  for  collecting  the  dues, 
AMA  pays  one-half  of  1  percent 
above  the  prime  interest  rate  on 
all  dues  received  before  April  1. 

As  in  the  past,  the  Board  of 
Trustees  voted  to  share  the 
rebate  with  county  medical 


fellow  of  the  American  College 
of  Physicians  and  the  American 
Society  of  Clinical  Pathologists. 
He  served  as  president  of  the 
Philadelphia  Pathological  Soci¬ 
ety,  the  Pennsylvania  Associa¬ 
tion  of  Clinical  Pathologists,  and 
the  Philadelphia  County  Medical 
Society.  His  contributions  in 
civic  affairs  include  assisting  in 
the  development  of  the  medical 
examiner’s  system  in  Philadel¬ 
phia  and  the  impartial  medical 
testimony  panel  for  the  Federal 
Court. 

In  1969  the  U.S.  Army  awarded 
him  its  outstanding  civilian  serv¬ 
ice  award  and  this  year  the 
Philadelphia  Pathological  Soci¬ 
ety  presented  the  Gerhard 
Medal  to  him.  He  is  a  member  of 
the  Blue  Shield  Board  of 
Directors  and  its  Executive  Com¬ 
mittee,  and  served  on  the  Board 
of  Directors  of  Blue  Cross  of 
Greater  Philadelphia  for  ten 
years.  He  and  his  wife,  Harriett, 
reside  in  Radnor. 


societies,  but  on  a  new  formula 
in  keeping  with  the  new,  two- 
year  experimental  rebate  pro¬ 
gram  initiated  by  the  AMA.  Total 
rebate  was  $11,920.74.  The 
county  society  share,  $5,960.37, 
was  apportioned  as  follows:  (a) 
50  percent  of  the  county  share  to 
county  societies  for  AMA  dues 
from  active  members  remitted  by 
January  31;  (b)  40  percent  to 
county  societies  reporting  such 
dues  between  February  1-28;  and 
(c)  10  percent  for  dues  reported 
for  the  period  March  1-15. 

The  amount  of  rebate  under 
this  plan  in  1975  will  depend  on 
a  statewide  effort.  The  more 
dues  reported  to  the  AMA  during 
the  first  three  months,  the  larger 
the  rebate  to  be  distributed. 


Pennsylvania  Medicine,  October  1974 
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‘Keep  good  records’  first  rule  in  subjective  informed  consent 


DANIEL  J.  MENNITI,  Ph.D.,  J.D. 
Harrisburg 


Several  years  ago  I  had  the  opportunity  of  talking 
with  a  physician  immediately  after  he  was  suc¬ 
cessful  in  defending  against  a  negligence  charge 
brought  about  by  a  prescription  for  Chloromycetin. 
When  I  asked  him  what  he  learned  from  his  experi¬ 
ence,  his  answer  was  one  that  I  shall  never  forget: 
“Keep  good  records.”  The  situation  involved  a  pa¬ 
tient  of  this  physician  who  was  a  physician  herself 
and  who  had  renewed  prescriptions  for  Chloromy¬ 
cetin  after  the  original  experimental  prescription 
had  run  out.  The  result  was  death  from  aplastic  ane¬ 
mia.  The  point  of  all  this,  however,  is  simply  to 
emphasize  what  every  physician  should  know, 
namely,  that  if  a  problem  arises  concerning  in¬ 
formed  consent,  especially  in  the  Commonwealth  of 
Pennsylvania,  a  major  help  is  a  set  of  good  records. 

It  is,  of  course,  not  news  to  physicians  that  Penn¬ 
sylvania  requires  of  physicians  more  than  is 
required  in  some  of  her  sister  states  in  the  matter  of 
informed  consent.  The  consent  necessary  for  medi¬ 
cal  and  surgical  procedures  has  its  basis  in  the  fact 
that  the  intentional  touching  of  another’s  person 
without  permission,  absent  an  emergency,  is  a  legal 
wrong,  that  is,  a  battery.  Expressed  or  implied  au¬ 
thorization  is  necessary  for  all  medical  and  surgical 
procedures;  the  obvious  corollary  of  this  is  that  an 
individual  has  the  right  to  refuse  to  authorize  the 
performance  of  a  procedure  upon  him.  Note  that  the 
question  of  liability  for  performing  a  medical  or  sur¬ 
gical  procedure  without  the  consent  of  the  patient 
is  separate  and  distinct  from  the  question  of 
negligence  in  performing  the  procedure.  Liability 
may  be  imposed  because  there  was  no  consent  to 
the  touching;  in  theory  it  does  not  matter  whether 
the  procedure  was  performed  properly  or  even 
improved  the  patient’s  health. 

As  was  stated,  the  Pennsylvania  test  concerning 
informed  consent  is  more  stringent  than  that  of 
some  of  her  sister  states.  To  put  it  another  way, 
some  states  require  an  “objective  test”  of  informed 
consent.  This  requires  that  a  physician  give  as 
much  information  concerning  a  procedure  as  is  or¬ 
dinarily  given  by  other  physicians  in  his  community. 
This  test  involves  the  measuring  of  a  physician’s 
disclosure  to  his  patient  against  the  standard  for 
disclosure  adhered  to  by  physicians  in  his  locality. 

The  other  test  used  in  Pennsylvania  is  the  so- 

The  author  is  associated  with  the  law  firm  of 

Pepper,  Hamilton,  and  Scheetz,  which  provides 

legal  counsel  to  the  State  Society. 


called  “subjective  test.”  Informed  consent  under 
this  concept  imposes  a  three-fold  duty  on  a 
physician: 

1.  The  physician  must  disclose  all  information 
about  material  risks,  even  though  they  may  be  col¬ 
lateral; 

2.  He  cannot  proceed  unless  the  patient  con¬ 
sents  to  the  material  risks  involved.  [Cooper  v.  Rob¬ 
erts,  220  Pa.  Super,  260,  268  (1971),  thus  explains 
what  the  material  risks  are:  “The  physician  is 
bound  to  disclose  only  those  risks  which  a  reason¬ 
able  man  would  consider  material  to  his  decision 
whether  or  not  to  undergo  treatment.”] 

3.  The  physician  must  inform  the  patient  of 
alternatives  or  alternate  procedures  which  might 
be  utilized  in  his  case. 

The  question  as  to  what  informed  subjective 
consent  requires  is  well  exemplified  by  the  classic 
Pennsylvania  case  of  Cooper  v.  Roberts.  In  this 
case  Irene  Cooper  agreed  to  undergo  a  gastros- 
copic  examination  by  use  of  a  fiberscope.  The  na¬ 
ture  of  the  examination  was  explained  to  her;  she 
was  not  informed,  however,  of  the  collateral  risk  of 
perforation.  The  reason  was,  simply,  that  the  in¬ 
cidence  of  perforation  with  the  semi  rigid  scope 
was  approximately  1  in  2,500  or  .04  percent. 
Shortly  after  the  examination,  emergency  surgery 
had  to  be  performed  to  seal  a  perforation  in  her 
stomach;  there  was  no  dispute  that  the  cause  of 
the  perforation  was  the  gastroscopic  examination. 
Irene  Cooper  sued  on  the  grounds  that  the 
physicians  “had  failed  to  apprise  her  of  the  collat¬ 
eral  risks  involved  in  the  examination  and  the 
available  medical  alternatives.”  {Id.  at  648-649.) 
The  trial  judge  had  charged  the  jury  in  the  court  of 
the  first  instance  that  the  standard  against  which 
the  conduct  of  the  physician  defendant  had  to  be 
weighed  was  the  amount  of  disclosure  which 
would  be  made  by  “a  reasonable  practitioner  in 
the  medical  community.”  {Id.  at  649.)  This  is  the 
so-called  objective  test  mentioned  earlier.  Irene 
Cooper  lost  her  case  and  appealed.  The  appeals 
court  reversed  the  decision  on  the  ground  that: 

In  Pennsylvania  a  consent  is  “informed”  only 
if  the  patient  knows  what  is  apt  to  happen  to 
him  and  the  possible  adverse  results  and 
dangers  of  the  operation.  The  logical  infer¬ 
ence  from  this  formulation  may  be  that  it  is 
not  the  prerogative  of  the  physician  to  keep 
secret  and  screen  out  any  of  the  possible 
complications  of  surgery.  {Id.  at  650.) 
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The  Court  in  the  Cooper  case  mirrored  the 
previous  decision  of  the  Pennsylvania  Supreme 
Court  of  Gray  v.  Grunnagle,  423  Pa.  144  (1966). 
This  decision,  like  its  progeny,  Cooper,  was  made 
not  on  the  basis  of  negligence  of  the  physician  but 
rather  on  the  basis  of  the  fiduciary  relationship  be¬ 
tween  patient  and  physician.  The  court  viewed 
“consent  to  medical  treatment  as  an  area 
basically  governed  by  contractual  concepts.  .  . 
Consent  for  the  operation  or  treatment  arises  from 
the  contract  and  is  given  only  in  connection  with 
what  the  parties  understood  was  to  be  done.”  {Id. 
at  156-57.) 

When  it  comes  to  the  question  of  written  con¬ 
sent  forms,  it  should  be  pointed  out  that  the  Gray 
Court  held  that  no  consent,  whether  oral  or 
written,  is  effective  unless  it  is  given  with  a  true 
understanding  of  the  surgery,  the  seriousness  of  it, 
the  parts  of  the  body  to  be  affected,  the  purposes 
for  such  surgery  and  the  possible  results.  {Id.  at 
166.)  The  Gray  court  analogized  the  consent  form 
to  a  contract  between  a  patient  and  a  physician 
based  on  a  mutual  understanding  of  all  the  rele¬ 
vant  facts  constituting  a  meeting  of  the  minds  as 
to  the  nature  of  the  undertaking  and  the  possible 
outcomes.  This  is  important  to  consider  when  a 
physician  relies  upon  printed  forms  for  consent 
because  the  signed  form  is  no  defense  if  the  pa¬ 
tient  does  not  understand  the  exact  nature  of  the 
procedures  to  be  performed  upon  him. 

What  are  the  possible  defenses  of  a  physician 
who  has  been  sued  on  the  grounds  of  a  lack  of  in¬ 
formed  consent?  The  best  defense,  of  course,  is  a 
set  of  records  showing  that  all  material  risks  were 
explained  to  the  patient.  Another  possible  defense 
is  that  the  physician  can  testify  or  can  introduce 
testimony  that  a  possible  unexplained  risk  was 
minor  and  did  not  have  to  be  presented  to  the  pa¬ 
tient.  Another  is  that  the  physician  was  not  or 
should  not  have  been  aware  of  the  risk  involved. 
This  would  be  true  especially  if  the  patient  con¬ 
sents  to  an  experimental  procedure. 

Another  remotely  possible  defense  is  that  the 
physician  might  have  believed  that  the  overall  well 
being  of  the  patient  required  him  to  conceal  some 
material  risks.  For  example,  in  the  case  of  a  un¬ 
duly  apprehensive  patient,  if  a  physician  deter¬ 
mined  that  his  patient  would  refuse  surgery,  even 
though  it  is  absolutely  necessary,  this  might  be 
construed  as  an  excusing  reason  for  the  physician 
not  to  present  all  of  the  possible  alternatives 
and/or  risks  to  the  patient.  In  the  latter  situation, 
however,  the  physician  is  treading  on  dangerous 
ground. 

This  all  gets  us  back  to  the  problem  of  records. 
A  physician  should  expend  every  possible  effort  to 


see  to  it  that  his  records  conform  with  the 
requirements  dictated  by  the  concept  of  informed 
consent  as  required  in  Pennsylvania.  It  seems  to 
be  an  easy  matter  for  a  physician  in  draining  an 
abscess  to  dictate  something  like  the  following: 

I  informed  Mrs.  Smith  today  of  the  material 
risks  involved  in  her  I  and  D,  namely,  the  pos¬ 
sibility  that  the  procedure  would  leave  a  scar 
or  cause  some  disfigurement;  the  dangers  of 
spread  of  infection,  of  excessive  bleeding,  or 
reaction  to  the  antibiotics  or  anesthesia;  the 
possibility  that  the  antibiotics  might  not  be 
successful. 

I  also  told  her  of  the  alternate  procedures  that 
might  be  available,  namely,  treatment  by  the 
use  of  antibiotics  alone  or  allowing  the  cyst  to 
come  to  a  head  and  rupture  by  itself. 

Mrs.  Smith  understood  all  of  this. 

There  is  still  one  question  that  remains  and  that 
is  whether  a  physician  is  without  responsibility 
when  a  patient  disclaims  hearing  about  all  the  al¬ 
ternatives  and  risks  involved  in  the  contemplated 
procedure.  For  example,  suppose  Mrs.  Smith 
comes  to  the  office  and,  as  Dr.  Jones  begins  to  tell 
her  of  all  the  material  risks  involved  in  her  sur¬ 
gery,  she  says  that  she  does  not  want  to  hear 
them.  I  believe  that,  in  this  situation,  a  physician 
should  make  a  notation  on  his  record,  and  he 
should  have  the  refusal  to  hear  the  material  risks 
involved  witnessed  by  his  secretary  or  nurse.  All  of 
the  latter,  of  course,  should  be  reduced  to  writing 
so  that,  in  the  event  of  a  problem,  the  physician’s 
records  are  available  for  defense  purposes.  No 
Pennsylvania  case  based  on  such  a  defense  has 
been  found  so  it  is  merely  speculative  to  say  that,  in 
the  event  of  a  suit,  the  defense  would  be  adequate. 

There  are  no  exact  formulas  or  codes  for 
precluding  all  the  eventual  prpblems  stemming 
from  the  Pennsylvania  requirements  for  informed 
consent.  No  formula  or  code,  whatever  its 
precision,  will  be  effective  unless  the  physician  is 
deeply  convinced  of  the  dignity  of  the  human 
person  and  has  profound  respect  for  freedom  of 
consent.  There  is  a  vast  difference  between  ob¬ 
taining  consent  by  overwhelming  suggestion 
through  the  use  of  cleverly  chosen  words  and  in¬ 
formation,  and  obtaining  consent  through  com¬ 
pletely  objective  information  presented  in  such  a 
way  as  to  invite  the  full  exercise  of  reason,  judg¬ 
ment  and  freedom.  Freedom  of  consent  is  neces¬ 
sarily  related  to  the  physician’s  own  beliefs  in  the 
dignity  of  each  individual  patient.  No  legal  code, 
no  treatise  on  cases,  no  judicial  decision  can  ever 
be  a  substitute  for  sympathy,  understanding,  and 
tactful  teaching  by  the  physician  in  his  dealings 
with  his  patients. 
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State  Society  accredits  four  Category  One  sources 


The  Commission  on  Accredita¬ 
tion  of  the  Pennsylvania  Medical 
Society  has  authorized  Category 
One  credit  for  continuing  educa¬ 
tion  programs  to  a  Philadelphia 
hospital  and  three  specialty 
groups  as  a  result  of  survey  visit 
reports  evaluated  at  its  Sep¬ 
tember  meeting. 

Frankford  Hospital  in  Philadel¬ 
phia  was  given  authority  to  grant 
Category  One  credit  toward  the 
AMA  Physician’s  Recognition 
Award  and  the  PMS  membership 
requirement  for  a  period  of  two 
years.  The  Pennsylvania  Allergy 
Association  was  granted  similar 

Criminality  subject 
of  MCP  symposium 

A  symposium  on  the  psycho¬ 
dynamic  implications  of  the 
various  studies  in  criminality  will 
be  presented  by  the  department 
of  psychiatry  of  the  Medical 
College  of  Pennsylvania  on 
November  10,  1974.  Leo  Madow, 
M.D.,  professor  and  chairman  of 
the  department,  will  introduce 
the  session. 

In  addition  to  an  expert  on  so¬ 
ciology  and  one  on  behavioral 
science,  speakers  will  include 
the  following  professors  of  psy¬ 
chiatry:  Shervert  H.  Frazier, 
M.D.,  Harvard  Medical  School; 
Seymour  L.  Halleck,  M.D.,  Uni¬ 
versity  of  North  Carolina  School 
of  Medicine;  and  Andrew  S. 
Watson,  M.D.,  University  of 
Michigan. 

The  fee  is  $25,  and  continuing 
education  credit  in  Category 
One  on  an  hour-for-hour  basis  is 
approved  for  the  AMA  Physi¬ 
cian’s  Recognition  Award  and 
the  PMS  membership  require¬ 
ment.  For  further  information, 
contact:  Department  of  Psychia¬ 
try,  Medical  College  of  Pennsyl¬ 
vania,  3300  Henry  Ave.,  Philadel¬ 
phia  19129. 


authority.  The  Pennsylvania  Soci¬ 
ety  of  Anesthesiologists  and  the 
Pennsylvania  Society  of  Colon 
and  Rectal  Surgery  were  granted 
accreditation  for  four  years. 


Child  care  manuals 
published  by  HEW 

Two  manuals  on  the  planning 
and  implementation  of  early  and 
periodic  screening,  diagnosis, 
and  treatment  for  medicaid- 
eligible  children  have  been 
issued  by  the  Social  and  Reha¬ 
bilitation  Service  of  the  U.S. 
Department  of  Health,  Educa¬ 
tion,  and  Welfare,  Caspar  W. 
Weinberger,  HEW  secretary,  has 
announced. 

A  “Guide  to  Screening’’  and  a 
“Guide  to  Dental  Care’’  have 
been  issued  in  cooperation  with 
the  American  Academy  of  Pedi¬ 
atrics,  the  American  Society  of 
Dentistry  for  Children,  and  the 
American  Academy  of  Pedo- 
dontics.  Copies  may  be  obtained 
by  writing  the  Medical  Services 
Administration,  Room  4524, 


See  the  September  Supple¬ 
ment  in  PENNSYLVANIA  MEDI¬ 
CINE  for  a  complete  listing  of  in¬ 
stitutions  granting  Category  One 
credit. 


Switzer  Bldg.,  330  C.  St.,  S.  W., 
Washington,  D.  C.,  20201. 

These  manuals  constitute  the 
first  in  a  series  of  pamphlets 
being  prepared  by  the  American 
Academy  of  Pediatrics  on  diag¬ 
nosis  and  treatment;  the  Ameri¬ 
can  Ortho-psychiatric  Associa¬ 
tion  on  developmental  assess¬ 
ment  and  treatment;  and  the 
Health  Facilities  Foundation  on 
training  for  allied  health  per¬ 
sonnel.  The  American  Medical 
Association’s  Committee  on 
Health  Care  for  the  Poor  is 
preparing  a  publication  on  pro¬ 
fessional  provider  participation 
at  national,  state,  and  local 
levels. 

The  publications  are  designed 
to  acquaint  public  officials, 
physicians,  and  their  assistants 
with  federal  regulations  in  the 
screening  and  treatment  of  13 
million  medicaid-eligible  chil¬ 
dren. 


SOME  150  physicians,  coaches,  trainers,  and  athletic  directors  gathered  at  the 
second  Sports  Medicine  Seminar  held  just  prior  to  the  opening  of  school  under 
the  sponsorship  of  the  Lackawanna  County  Medical  Society  at  the  Scranton 
Campus  of  the  Pennsylvania  State  University.  Charles  J.  Bannon,  M.D.,  Scranton, 
shown  above  left,  served  as  chairman  and  moderator.  Paul  S.  Butler,  chief  trainer 
at  Temple  University,  is  shown  above  at  the  microphone,  Others  on  the  panel 
seated  in  the  first  row,  left  to  right,  are  Eli  Stavisky,  D.D.S.,  Scranton  oral  sur¬ 
geon;  Walter  E.  Seigle,  M.D.,  Scranton  anesthesiologist;  Joseph  S.  Torg,  M.D., 
chief  of  orthopedic  surgery,  Temple  University  School  of  Medicine;  and  Eugene 
K.  Weiss,  M.D.,  Scranton  neurological  surgeon. 
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Blue  Shield  files  for  $35.8  million  rate  increase 


Pennsylvania  Blue  Shield  is 
seeking  approval  for  a  $35.8 
million  rate  increase  from  the 
Pennsylvania  Insurance  Depart¬ 
ment.  This  entails  an  average 
increase  to  subscribers  of  31.5 
percent.  The  increase  would 
allow  $1.3  million  in  additional 
benefits. 

Plan  A  subscribers  would  pay 
an  additional  72  cents  per 
month;  Plan  B,  63  cents;  Pre¬ 
vailing  Fee,  $2.63;  and  65- 
Special  subscribers,  $1.34. 
Group  subscribers  whose  rates 
are  based  on  actual  group 
claims  experience  would  not  be 
affected. 

If  the  increase  is  granted,  the 
company  could  expect  to  break 
even  by  the  end  of  1976,  Robert 


E.  Rinehimer,  Pennsylvania  Blue 
Shield  president,  said.  He  cited 
the  inflationary  climate,  addi¬ 
tional  benefits  without  propor¬ 
tionate  rate  increases,  and  the 
increasing  use  of  the  service  as 
reasons  Blue  Shield  has  been 
forced  to  take  more  than  $45 


million  from  its  reserves  in  the 
past  four-and-a-half  years. 

The  firm  lost  $12.9  million  in 
1973  and  $8  million  in  the  first 
six  months  of  this  year  despite 
an  August  1973  rate  increase, 
according  to  company  spokes¬ 
men. 


COUNTY  SOCIETY  OFFICERS  from  the  Second  Councilor  District  met  September  7  at  the  Flilton  Inn  Northeast  to  discuss 
legislative  issues,  Professional  Standards  Review  Organizations,  and  Blue  Shield’s  Plan  C  proposal.  Leroy  A.  Gehris,  M.D.,  of 
Reading,  trustee  and  councilor  for  the  Second  District,  chaired  the  meeting.  Representatives  of  the  State  Society  are  seated 
with  him  in  the  top  photograph.  They  are,  left  to  right,  Robert  H.  Craig,  Jr.,  director  of  governmental  relations;  John  F. 
Rineman,  executive  vice  president;  Dr.  Gehris;  Ronald  M.  Bachman,  acting  director  of  economic  affairs;  and  William  F.  S. 
Orner,  Jr.,  coordinator  of  field  services  for  the  Pennsylvania  Medical  Care  Foundation. 
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‘Americans  love  hogwash’ 

Noted  Mayo  physician  warns  on  nutrition  myths 


“Americans  love  hogwash,” 
according  to  a  physician  who 
has  completed  an  evaluation  of 
unscientific  nutrition  information 
disseminated  in  popular  books, 
newspapers,  magazines,  and  on 
radio  and  television. 

Edward  Rynearson,  M.D., 
emeritus  professor  of  medicine, 
Mayo  Clinic,  gives  his  views  in  a 
special  supplement  of  the  cur¬ 
rent  issue  of  Nutrition  Reviews,  a 
journal  published  by  the  Nutri¬ 
tion  Foundation. 

The  author’s  interest  in  the 
problem  came  about  literally  by 
accident.  While  recovering  from 
a  fractured  back  during  a  long 
hospital  stay,  Dr.  Rynearson 
began  to  help  fill  time  by 
watching  TV  talk  shows. 

“It  seemed  to  me  that  nearly 
every  time  I  turned  the  set  on 
there  would  be  some  so-called 
expert  pushing  a  new  book  or 
expounding  on  some  crackpot 
theory,”  says  Dr.  Rynearson. 

The  author,  who  has  spent 
nearly  half  a  century  as  a  medi¬ 
cal  practitioner,  researcher,  and 
teacher,  then  began  a  three-year 


examination  of  the  information 
that  was  being  given  out.  He 
took  notes  of  what  was  on  the  air 
and  studied  the  articles  and 
books. 

In  the  article  Dr.  Rynearson 
deals  with  many  areas  of  nutri¬ 
tion  misinformation,  but  he  fo¬ 
cuses  much  of  his  attention  on 
the  theories  put  forward  in  popu¬ 
lar  books  written  for  laymen  by 
authors  such  as  the  late  Adelle 
Davis  and  Carlton  Fredericks. 

Dr.  Rynearson  cites  a  number 
of  qualified  scientists  who  eva¬ 
luated  many  of  the  claims  made 
by  Mrs.  Davis  in  her  books.  As 
an  example,  George  V.  Mann, 
M.D.,  associate  professor  of 
medicine,  Vanderbilt  University, 
said  that  in  her  best  selling  book 
“Let’s  Eat  Right  To  Keep  Fit,” 
the  “mistakes  average  one  for 
each  page.” 

The  references  cited  by  Mrs. 
Davis  in  another  book  “Let’s  Get 
Well,”  were  checked  by  two  nu¬ 
trition  scientists  at  the  University 
of  California  at  Los  Angeles. 
Their  analysis  showed  that  in 
one  chapter  which  listed  fifty- 


seven  references,  in  twenty- 
seven  instances  there  were  no 
data  to  support  her  statement. 

Dr.  Rynearson  is  concerned 
not  only  with  the  misleading 
aspects  of  faddism,  he  warns 
that  it  also  can  be  dangerous. 
For  example,  Mrs.  Davis  sug¬ 
gested  in  “Let’s  Get  Well”  that 
patients  with  nephrosis  should 
take  potassium  chloride.  Ac¬ 
cording  to  Russell  Rand,  M.D., 
professor  of  medicine  and  chief 
of  the  division  of  renal  diseases, 
Medical  College  of  Virginia,  the 
suggestion  is  “extremely  dan¬ 
gerous  and  even  potentially 
lethal.” 

Turning  his  attention  to 
Carlton  Fredericks,  a  popular 
radio  performer  and  writer  of 
several  books,  Dr.  Rynearson 
points  out  that  Fredericks  has 
had  virtually  no  nutritional  or 
health  science  training.  Never¬ 
theless,  Fredericks  advocates 
doses  of  Vitamin  A  that  are  toxic 
and  can  produce  severe  neuro¬ 
logical  damage. 

The  seventy-six  page  supple¬ 
ment — designed  to  be  used  as  a 
reference  by  physicians,  teach¬ 
ers,  writers,  and  others  who  are 
called  on  for  advice  about  nutri¬ 
tion  and  diets — includes  official 
statements  and  reports  issued 
by  authoritative  scientific  organ¬ 
izations  concerning  the  dangers 
of  high  doses  of  certain  vitamins 
and  of  several  unsound  popular 
diets;  excerpts  from  scientific 
and  popular  articles  on  other 
areas  of  faddism;  and  a  list  of 
recommended  books  and  ar¬ 
ticles  for  laymen. 

Copies  of  the  supplement 
(“Nutrition  Misinformation  and 
Faddism”)  may  be  obtained  from 
the  Nutrition  Foundation,  888 
Seventeenth  Street,  N.  W., 
Washington,  D.  C.  20006,  for 
$2.50  each. 


The  American  Society  of  Dentistry  for  Children,  Central  Pennsylvania  Branch, 
is  sponsoring  a  special  program,  'Aerobic  Exercise  and  Health,”  to  which 
physicians,  their  aides,  and  spouses  are  invited. 

The  program  begins  at  9  a.m.  (registration  at  8:30)  on  Saturday,  November  16, 
1974,  at  the  Penn-Ram  Motor  Inn,  5401  Carlisle  Pike,  Mechanicsburg,  and 
ends  with  luncheon,  the  price  of  which  is  included  in  the  registration  fee  of 
$45  for  physicians  and  dentists,  and  $15  for  other  guests. 

Kenneth  H.  Cooper,  M.D.,  of  Dallas,  Texas,  author,  lecturer,  founder  of  the  In¬ 
stitute  of  Aerobic  Research,  and  director  of  the  Cooper  Clinic  in  Dallas,  will 
speak. 


Name _ 

Address _ 

City _ 

Make  check  payable  to  and  mail  to:  Dr.  John  Maynard,  1902  Market  St.,  Camp 
Hill,  PA  17011.  All  applications  will  be  accepted,  but  no  tickets  or  notice  will 
be  mailed  to  registrants.  No  refunds  after  November  1. 
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Physicians’  offices  excluded — for  now 

Rules  in  effect  on  ambulatory  gynecological  surgery 


The  Department  of  Health  has 
published  final  rules  and  regula¬ 
tions  on  ambulatory  gynecolog¬ 
ical  surgery  in  hospitals  and 
clinics.  The  rules  which  cover 
abortions  were  published  Satur¬ 
day,  August  10, 1974,  in  the  Penn¬ 
sylvania  Bulletin. 

The  revised  rules  reflect  the 
recommendations  of  the  State 
Society  which  termed  the  first 
draft  “over-restrictive  and  ex¬ 
ceedingly  expensive.”  Physi¬ 
cians’  offices  are  not  covered  by 
the  standards,  but  this  issue  is 
still  under  consideration  by  a 
technical  ad  hoc  committee 
headed  by  Virginia  A.  Washburn, 
M.D.,  505  Pittsburgh  State  Office 
Building,  300  Liberty  Avenue, 
Pittsburgh  15222.  Telephone 
(412)  565-5085.  This  committee 
will  also  monitor  the  effects  of  the 
new  regulations  as  they  are 
implemented  and  make  recom¬ 
mendations  for  changes,  if  nec¬ 
essary,  to  the  Department  of 
Health.  Interested  parties  may 
direct  their  comments  or  sugges¬ 
tions  to  Dr.  Washburn. 

The  new  regulations  apply  to 
services  provided  “On  an  ambu¬ 
latory  basis  in  a  hospital,  hospital 
clinic,  hospital  satellite  clinic,  or 
a  free  standing  facility  of  gyneco¬ 
logical  surgery,  including  any  of 
the  following  procedures:  cul- 
doscopy,  laparoscopy,  diag¬ 
nostic  dilatation  and  curettage, 


The  third  in  a  series  of  travel¬ 
ing  symposia  being  presented 
by  the  Pennsylvania  Society  of 
the  American  Association  of 
Medical  Assistants  will  be  held 
November  3  at  the  Abraham  Lin¬ 
coln  Motor  Hotel  in  Reading. 

Prepared  by  the  education 
certificate  committee,  topics  in¬ 
clude  examining  room  tech- 


dilatation  and  curettage,  or  vacu¬ 
um  extraction  or  other  proce¬ 
dures  for  induction  for  abortion 
during  the  first  trimester  of  preg¬ 
nancy.” 

The  clinic  must  have  readily 
available  equipment  and  drugs 
necessary  for  resuscitation.  If 
local  anesthesia  is  used  the  fol¬ 
lowing  equipment  “should”  be 
readily  available:  endotracheal 
tube,  airway,  resuscitation  bag, 
cut  down  set,  plasma  expanders, 
oxygen,  and  emergency  drugs. 

When  general  anesthesia  is 
used  during  the  termination  of  a 
pregnancy,  the  following  equip¬ 
ment  must  be  available:  defibril¬ 
lator,  direct  writing  electrocar¬ 
diograph,  tracheotomy  set,  endo¬ 
tracheal  tube,  airway,  resuscita¬ 
tion  bag,  cut-down  set,  oral 
airway,  plasma  expanders,  ox¬ 
ygen,  and  emergency  drugs. 

Emergency  resuscitation  pro¬ 
cedures  are  to  be  performed  only 
by  a  physician  who  “possesses 
the  requisite  professional  skill 
and  competence  as  determined 
and  approved  by  the  hospital  or 
clinic  in  accordance  with  appro¬ 
priate  procedures.” 

At  least  one  physician  who  is 
board  eligible  for  the  American 
Board  of  Obstetrics  and  Gynecol¬ 
ogy  or  the  American  Osteopathic 
Board  of  Obstetrics  and  Gynecol¬ 
ogy  must  be  available  either  as  a 
staff  member  or  as  a  consultant 


niques,  sterilization  procedures 
for  the  medical  office,  medico¬ 
legal  responsibilities  of  the  med¬ 
ical  assistant,  and  reception 
suggestions. 

Your  medical  assistant  may  be 
enrolled  by  contacting  Mrs.  Peg 
Flynn,  CMA-AC,  710  Summerlea 
Ave.,  Washington  15301.  The  fee, 
which  includes  lunch,  is  $7.00. 


“for  the  purposes  of  providing 
consultations  as  needed.” 

Before  performing  any  proce¬ 
dures  which  might  reasonably 
lead  to  the  termination  of  preg¬ 
nancy,  appropriate  methods 
must  be  used  to  determine  posi¬ 
tive  evidence  of  pregnancy  by 
test  results,  history  and  physical 
examination,  or  other  reliable 
means.  These  findings  must  be 
entered  in  the  patient’s  medical 
record. 

Prior  to  the  performance  of  a 
procedure  which  may  lead  to  the 
termination  of  a  pregnancy,  the 
attending  physician  must  insure 
that  the  patient  has  had  a  hemo¬ 
globin  or  hematocrit,  complete 
urinalysis,  blood  group  and  RH 
type.  These  laboratory  results  are 
to  be  entered  into  the  patient’s 
medical  records. 

RH  (D)-immune  globin 
(human)  shall  be  offered  to  each 
RH-negative  patient  at  the  time  of 
any  procedure  which  terminates 
pregnancy,  unless  contrain¬ 
dicated.  This  transaction  or  lack 
of  it  must  be  entered  in  the  medi¬ 
cal  record. 

All  tissues  removed  during  the 
pregnancy  termination  proce¬ 
dure  shall  ber  examined  by  a 
physician.  More  detailed  exami¬ 
nation  may  be  ordered  by  the 
physician  if  deemed  necessary. 
Any  findings  shall  be  entered  in 
the  patient’s  medical  record. 

The  Rules  say:  “Each  hospital 
and  clinic  shall  offer  screening 
tests  for  syphilis  and  gonorrhea. 
A  screening  test  for  cervical  car¬ 
cinoma  may  be  offered  and/or 
performed  at  the  discretion  of  the 
examiner  prior  to  pregnancy  ter¬ 
mination.  Such  screening  is  rec¬ 
ommended  post-pregnancy  ter¬ 
mination.  Each  facility  shall 
provide  treatment  or  referral 
treatment  for  any  abnormal  con¬ 
dition  detected.  Evidence  of  com- 
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pliance  with  this  regulation  shall 
appear  in  the  patient’s  medical 
record.  Each  hospital  or  clinic 
shall  offer  to  patients  obtaining 
surgery  for  pregnancy  termina¬ 
tion  a  broad  range  of  contracep¬ 
tive  services.  Both  optional  con¬ 
traceptive  counseling  and  sup¬ 
portive  counseling,  as  needed  by 
patients  shall  be  offered  and 
made  available  on  the  premises 
or  through  referrals.” 

Each  clinic  must  have  standard 
arrangements  with  a  hospital  for 
the  provision  of  emergency  serv¬ 
ices.  The  location  of  the  hospital 
holding  the  agreement  to  supply 
emergency  services  shall  not  be 
further  than  thirty  minutes  by 
ambulance  from  the  clinic. 

General  and  conduction  anes¬ 
thesia  shall  be  administered  by  a 


Rules  governing  attorneys’ 
contingent  fees  in  negligence 
cases  issued  by  the  New  Jersey 
Supreme  Court  have  been 
upheld  by  an  appellate  court 
decision  that  limiting  contingent 
fees  in  such  cases  (including 
malpractice  suits)  was  within  the 
power  of  the  Supreme  Court  to 
regulate  the  practice  of  law. 

The  Supreme  Court  specified 
the  following  limits  on  contin¬ 
gent  fee  arrangements  in  negli¬ 
gence  cases: 

(1) 50  percent  on  the  first 
$1,000  recovered; 

(2)  40  percent  on  the  next 
$2,000  recovered; 

(3)  33V3  percent  on  the  next 
$47,000  recovered; 

(4)  20  percent  on  the  next 
$50,000  recovered; 

(5)  10  percent  on  any  amount 
recovered  over  $100,000 
and; 

(6)  25  percent  on  the  first 
$50,000  if  the  recovery  is  a 
settlement  without  trial  for 
an  infant  or  incompetent. 

The  Supreme  Court  ruling 
resulted  from  the  work  of  a  joint 


physician  or  nurse  anesthetist 
under  supervision.  Local  anes¬ 
thesia,  including  paracervical 
block,  may  be  administered  by 
the  person  performing  the  preg¬ 
nancy  termination  procedure. 

The  rules  call  for  constant 
supervision  during  the  recovery 
period  and  specify  that  complica¬ 
tions  must  be  recorded  in  the  pa¬ 
tient’s  record  and  reported  in 
writing  to  the  Department  of 
Health.  Procedures  not  covered 
by  the  regulations  are  to  be  per¬ 
formed  in  a  hospital,  as  are  cov¬ 
ered  procedures  if  the  patient 
has  a  medical  condition  in¬ 
dicating  that  the  procedure 
should  be  performed  on  an  inpa¬ 
tient  basis. 

Informed  consent  in  writing  is 
called  for  in  the  rules.  Reports  on 


committee  of  physicians  and 
representatives  of  the  court 
which  began  studying  the  esca¬ 
lation  and  inequities  of  contin¬ 
gent  fees  in  1967. 

Upon  issuance  of  the  State 
Supreme  Court  Rules,  several 
lawyers’  associations  brought  an 
action  to  declare  the  rules  un¬ 
constitutional.  The  associations 
presented  no  evidence  at  the 
trial,  but  the  trial  court  ruled  that 
the  ‘‘fee  limitations  interfered 
with  freedom  of  contract  and  un¬ 
duly  restricted  attorneys’  in¬ 
comes.” 

It  was  a  New  Jersey  appellate 
court  which  had  the  last  word  in 
the  matter  and  sustained  the 
rules  limiting  contingent  fees  in 
negligence  cases. 

The  appellate  court  said:  ‘‘The 
state  constitution  clearly  gave 
the  Supreme  Court  the  exclusive 
power  to  regulate  the  practice  of 
law.  The  delegated  authority 
included  the  power  to  adopt  rea¬ 
sonable  rules  establishing  the 
outer  limits  of  permissible  con¬ 
tingent  fees  in  court  litigation.” 

The  New  Jersey  branch  of  the 


first  trimester  abortions  must  be 
made  monthly  to  the  department 
on  supplied  forms.  Pregnancies 
terminated  at  sixteen  weeks  or 
later  are  to  be  reported  in  com¬ 
pliance  with  regulations  go¬ 
verning  fetal  birth  and/or  death 
certificates.  Despite  this  required 
reporting,  the  rules  provide  for 
safeguarding  confidentiality. 
Names  of  patients  are  not 
requested,  and  any  data  which 
might  lead  to  the  identity  of  pa¬ 
tients  ‘‘will  be  confidential,”  the 
rules  state. 

The  regulations  provide  for  an 
exception  to  any  of  the  require¬ 
ments  if  “good  cause”  is  shown 
upon  application.  Applications 
denied  may  be  appealed  in  ac¬ 
cordance  to  the  administrative 
agency  law. 

American  Trial  Lawyers  Associa¬ 
tion  in  its  brief  claimed  that  the 
fee  limitations  violated  their 
freedom  of  contract.  The  ap¬ 
pellate  court  said:  “Attorneys 
have  never  had  the  right  to  en¬ 
force  contracts  for  more  than  a 
fair  and  reasonable  fee.  Mem¬ 
bership  in  the  Bar  was  a  privi¬ 
lege  burdened  with  the  condi¬ 
tions  imposed  by  the  court  and 
derived  from  an  attorney’s  posi¬ 
tion  as  an  officer  of  the  court.” 

The  trial  lawyers  added  that 
singling  out  contingent  fees  to 
be  so  ruled  was  unfair.  The  court 
responded:  “There  was  a  rea¬ 
sonable  basis  for  separat¬ 
ing  contingent  fees  from 
others  .  . .  Contingent  fee  ar¬ 
rangements  involve  unique 
problems  in  the  attorney  client 
relationship,  including  those 
arising  from  that  method  of  com¬ 
pensation  which  bore  no  direct 
relationship  to  the  effort  ex¬ 
pended  by  the  attorney  or  the 
value  of  his  services.” 

The  rules  provide  that  an  at¬ 
torney  may  obtain  a  court 
hearing  to  request  a  higher  fee  if 
in  his  opinion  the  limitations 
have  resulted  in  an  inadequate 
fee. 


New  Jersey  Court  sets  contingent  fees 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODIIMT 

(BMjmiEHCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a  hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al. :  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective:  f 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

©  1973  MEAD  JOHNSON  &  COMPANY  •  EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


acute  ,  ! 

gonorrnec 


This  patient 
just  received 
an  effective,  private, 
physician-control  led 
treatment. 

It  took  just  one  short  visit. . 


TroMcir  ^ 


*l>*c?inomye»n  **** 


: 
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*Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 
The  usual  dosage  for  Trobicin  in  adult  males  is  2  grams 
intramuscularly^-  4  grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3  months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andlrobkin 

sterile  spectinomycin  hydrochloride 


2  gm  and  4  gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  ( spectinomycin  hydrochloride) 
—  For  Intramuscular  Injection.- 

2  gm  vials  containing  5  ml  when  reconstituted 
with  diluent. 

4  gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 
and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa¬ 
tients  previously  found  hypersensitive  to  spec¬ 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3  months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud¬ 
ies  in  normal  human  volunteers,  the  following 
were  noted:  a  decrease  in  hemoglobin,  hemat¬ 
ocrit  and  creatinine  clearance;  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin¬ 
gle-  and  multiple-dose  studies  in  normal  volun¬ 
teers,  a  reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C  and  use  within  24  hours  after  reconstitu¬ 
tion  with  diluent. 


Male— Inject  5  ml  intramuscularly  for  a  2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti¬ 
biotic  resistance  is  known  to  be  prevalent,  initial 
treatment  with  4  grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2  and  4  grams— with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5  and  10  ml  respectively  with  a  concen¬ 
tration  of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  sus¬ 
ceptibility  of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with¬ 
out  prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f  For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4  grams  is  preferred. 


When  impotence  due  to 


androgenic  deficiency 


is  driving  them  apart 


Android  -  5s 
Android  - 10 


Android -25 


Methyltestosterone  N.F.  —  5,  10,  25  mg. 


DESCRIPTION:  Methyltestosterone  is  170-Hydroxy-17- 
Methylandrost-4-en-3-one.  ACTIONS:  Methyltestosterone  . 
is  an  oil  soluble  androgenic  hormone.  INDICATIONS:  In  the  * 
male:  1.  Eunuchoidism  and  eunichism.  2.  Male  climacteric 
symptoms  when  these  are  secondary  to  androgen  defi¬ 
ciency.  3.  Impotence  due  to  androgenic  deficiency.  4.  Post-  ■ 
puberal  cryptorchidism  with  evidence  of  hypogonadism.  I 
Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  ■ 
tests,  such  as  increased  BSP  retention,  and  rises  in  SGOT 
levels,  have  been  reported  after  Methyltestosterone.  These  I 
changes  appear  to  be  related  to  dosage  of  the  drug.  There-  ■ 
fore,  in  the  presence  of  any  changes  in  liver  function  tests,  I 
drug  should  be  discontinued.  PRECAUTIONS:  Prolonged  [l 
dosage  of  androgen  may  result  in  sodium  and  fluid  retention.  I 
This  may  present  a  problem ,  especially  in  patients  with  com-  [I 
promised  cardiac  reserve  or  renal  disease.  In  treating  males  n 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  U 
increasing  the  nervous,  mental,  and  physical  activities  ■ 
beyond  the  patient's  cardiovascular  capacity.  I 
CONTRAINDICATIONS:  Contraindicated  in  persons  with  ] 
known  or  suspected  carcinoma  of  the  prostate  and  in  car-  I 
cinoma  of  the  male  breast.  Contraindicated  in  the  presence  it 
of  severe  liver  damage.  WARNINGS:  If  priapism  or  other  Ui 
signs  of  excessive  sexual  stimulation  develop,  discontinue  [| 
therapy.  In  the  male,  prolonged  administration  or  excessive  II 
dosage  may  cause  inhibition  of  testicular  function,  with  resul-  ■ 
tant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  II 
cautiously  in  young  boys  to  avoid  premature  epiphyseal  I 
closure  or  precocious  sexual  development.  Hypersensitivity  || 
and  gynecomastia  may  occur  rarely.  PBI  may  be  decreased  I 
in  patients  taking  androgens.  Hypercalcemia  may  occur,  |' 
particularly  during  therapy  for  metastatic  breast  carcinoma.  [ 

If  this  occurs,  the  drug  should  be  discontinued.  ADVERSE  j  j 
REACTIONS:  Cholestatic  jaundice  •  Oligospermia  and  de- 
creased  ejaculatory  volume  •  Hypercalcemia  particularly  in  II 
patients  with  metastatic  breast  carcinoma.  This  usually  indi-  [T 
cates  progression  of  bone  metastases  •  Sodium  and  water  il 
retention  •  Priapism  •  Virilization  in  female  patients  •  Hyper- 
sensitivity  and  gynecomastia.  DOSAGE  AND  i 
ADMINISTRATION:  Dosage  must  be  strictly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  II 
are  best  administered  in  divided  doses.  The  following  is  l 
suggested  as  an  average  daily  dosage  guide.  In  the  male:  f 
Eunuchoidism  and  eunuchism,  10  to  40  mg.;  Male  climac-  'l 
teric  symptoms  and  impotence  due  to  androgen  deficiency,  I 
10  to  40  mg.;  Postpuberal  cryptorchism,  30  mg.  HOW 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250.  1 

Write  for  Literature  and  Samples 

( BROIvJb  THE  BROWN 
PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Maybe  the  patient’s  self-diagno¬ 
sis  is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis¬ 
charge  and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a  cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a  complete  history  and  ex¬ 
amination  rule  out  allergic  rhini¬ 
tis,  the  long-term  outlook  will  he 
a  lot  more  favorable  than  his 
own  “diagnosis”  would  have  in¬ 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a  cold,  he’s 
suffering  from  the  same  irritat¬ 


ing  symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with¬ 
out  much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


€toktor 
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Whether  it's  a  cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller¬ 
gic  manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea¬ 
sonal  allergies,  sinusitis,  rhinitis,  con¬ 
junctivitis  and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain¬ 
dicated  during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry¬ 
ing  and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron¬ 
chial  asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu¬ 
lar  diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma¬ 
chinery,  etc.  Patients  receiving  antihista¬ 
mines  should  be  warned  against  possible 
additive  effects  with  CNS  depressants 


Mmvtapp 


Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac¬ 
tions  to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi¬ 
tude,  giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick¬ 
ening  of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo¬ 
tension/hypertension,  headache,  faint¬ 
ness,  dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar¬ 
rhea,  constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


9 

■ 

a 

i 

*Fw 

Jf 

For  the  patient  with  a  terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester¬ 
day’s  pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A  far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  14  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No.  2,  3.  or  4  contains:  Phenobarbital  (V*  gr.),  16.2  mg.  (warning: 
may  be  habit  forming);  Aspirin  (1'h  gr.),  162.0  mg.;  Phenacetin  (3  gr.).  194,0  mg.;  Codeine 
phosphate,  ’A  gr.  (No.  2),  Vi  gr.  (No.  3)  or  1  gr.  (No.  4)  (warning:  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2  and  No.  3 — 1  or  2  capsules  every  3  to  4  hours  as  needed; 
Phenaphen  No.  4 — 1  capsule  every  3  to  4  hours  as  needed.  For  further  details 
see  product  literature. 

/jr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub¬ 
'll.  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5  times  within  6  months,  unless  restricted  by  state  law. 


A.  H.  Robins  Company,  Richmond,  Va. 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
i  bonus  in  addition  to  its 
\  prompt,  predictable 
analgesia. 


€  prescribing  convenience: 

up  to  5  refills  in6months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2Vz, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


COMPOUND 


c  CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


STAGE  1 

STAGE  2 

STAGE  3 

STAGE  4 

H0URS  •  1  .  *  . 

begins  within 

17  minutes,  on  average 

an  initial  benefit  of 


•  •• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6  monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects2  5) 


(Decreased  42.6%) 

■  Baseline 

(before  Dalmane) 

■  Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a  14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7  to  8  hours  of  sleep  without  repeating 
dosage?'* 2 3 4 5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a  summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous¬ 
ness,  talkativeness,  apprehension,  irritability  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva¬ 
tion,  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil¬ 
itated  patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 .  Kales  A,  et  ah  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  —  usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —  initial  dosage  for 
elderly  or  debilitated  patients. 

•  induces  sleep  within  17 
minutes,  on  average 

•  reduces  nighttime  awakenings 

•  sustains  sleep  7  to  8  hours,  on 
average,  without  repeating  dosage 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  dr  PDR.  The 
following  is  a  brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com¬ 
ponent.  Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple¬ 
ments  or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a  thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide’,  check  serum 
potassium  frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec¬ 
trolytes  were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio¬ 
syncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili¬ 
rubinemia,  thrombocytopenia,  altered  carbo¬ 
hydrate  metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti¬ 
hypertensive  effects  may  be  enhanced  in  post¬ 
sympathectomy  patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  descreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur¬ 
bances.  Rarely,  necrotizing  vasculitis,  pares¬ 
thesias,  icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

Subsidiary  of 
SmithKhne  Corporation 


KEEP  THE  HYPERTENSIVE  PATIENT 
ON THERAPY 

KEEPTHERAPY  SIMPLE WITH 

DYA  IDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  iiademark 

triamterene)  and  25  mg.  of  hydrochlorothiazide. 

No  potassium  supplements 

No  special  K+  rich  diets 

Just  ‘Dyazide’  once  daily  or  twice  daily 


Studies  have  demonstrated  that  two  prime  reasons  patients  drop  out  of 
hypertensive  therapy  are:  ( 1)  the  patient  failed  to  understand  directions, 
and  (2)  the  regimen  was  overly  complicated.*  Dosage  is  simple  with 
‘Dyazide’,  easily  understood,  once  or  twice  daily,  depending  on  response. 

There’s  no  need  to  complicate  the  regimen  with  potassium  supplements 
or  unwieldy  potassium-rich  diets. 

*E.D.  Freis:The  Modem  Management  of  Hypertension,  V.A.  Information 
Bulletin,  11-35. 

TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies  ? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent/Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


Name _ 

Office  Address. 


City. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXKND 

KGENCY 


ER 

NC 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


State - -  Zip - 

Telephone - 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


J 


Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./Lincoln,  Nebraska  68501  bo-sd 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 

produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 

cumulative  action  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  “roller-coaster”  nor  a  “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerategl: 

a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Buliisol 

(SODIUM  BUTABARBITAL) 


SODIUM® 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates:  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  orq.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5  cc. 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  ©  McN  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


( McNEIL ) 


new  members 


MONTOUR  COUNTY: 

Denis  M.  Bane,  M.D.,  R.D.  6,  Danville  17821. 

Wendell  B.  Garren,  M.D.,  Montgomery  Village  6,  Danville 
17821. 

Joseph  I.  lobst,  M.D.,  115  W.  Market  St.,  Danville  17821. 

Mohan  J.  Kulkarni,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

Robert  L.  Mohl,  M.D.,  502  Laura  Dr.,  Danville  17821. 

Kenneth  E.  Quickel,  Jr.,  M.D.,  Geisinger  Medical  Center,  Dan¬ 
ville  17821. 

S.  William  Snover,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

MONTGOMERY  COUNTY: 

Eugene  J.  Van  Scott,  M.D.,  3322  N.  Broad  St.,  Philadelphia 
19140. 

NORTHAMPTON  COUNTY: 

Alain  R.  Derasse,  M.D.,  4001  Freemansburg  Ave.,  Easton 
18042. 

Judith  R.  Derasse,  M.D.,  4001  Freemansburg  Ave.,  Easton 
18042. 

Floyd  M.  Hess,  M.D.,  26  S.  First  St.,  Bangor  18013. 

Chou  Tit  Kung,  M.D.,  2632  Nazareth  Rd.,  Aston  18042. 

George  B.  Miles,  D.O.,  1901  Bairview  Ave.,  Easton  18042. 

Edward  M.  Salgado,  M.D.,  800  Ostrum  St.,  Suite  307, 
Bethlehem  18015. 

Kenneth  H.  Wildrick,  M.D.,  60  Blenheim  Dr.,  Easton  18042. 

NORTHUMBERLAND  COUNTY: 

Ahmad  Mazandarani,  M.D.,  350  N.  Eleventh  St.,  Sunbury 
17801. 

PHILADELPHIA  COUNTY: 

Arlene  P.  Bennett,  M.D.,  2671  Pickering  Rd.,  Warrington  18976. 

Robert  L.  Hickok,  Jr.,  M.D.,  163  Village  Pine  Run,  Blackwood, 
N.J.  08012. 

Keumsoon  Hong,  M.D.,  8811  Germantown  Ave.,  Philadelphia 
19118. 

Diana  H.  Hutchins,  M.D.,  1018  E.  Mt.  Airy  Ave.,  Philadelphia 
19150. 

George  W.  Kern,  IV,  M.D.,  19  Ashlawn  Rd.,  Malvern  19335. 

Joseph  M.  Lane,  M.D.,  3400  Spruce  St.,  Philadelphia  19104. 

Andrew  B.  Larkin,  M.D.,  1410  N.  21st  St.,  Philadelphia  19130. 

Harry  H.  Pote,  Jr.,  M.D.,  306  Greenwood  Rd.,  Lansdale  19446. 

Leon  Reinstein,  M.D.,  6201  N.  Tenth  St.,  Apt.  211,  Philadelphia 
19141. 

Ronald  E.  Rossman,  M.D.,  212  Delancey  St.,  Philadelphia 
19106. 

Brad  M.  Rothkopf,  M.D.,  312  Bok  Rd.,  Wyncote  19095. 

Norman  F.  Ruttenberg,  D.O.,  2231  N.  Stoneridge  La.,  Villanova 
19085. 

B.  S.  Shaikh,  M.D.,  Milton  S.  Hershey  Medical  Center,  Hershey 
17033. 

John  M.  Stevens,  Jr.,  M.D.,  111  North  49th  St.,  Philadelphia 
19139. 

Alicia  C.  Tayao-Tesoro,  M.D.,  3300  Henry  Ave.,  Philadelphia 
19129. 

Ernest  R.  Williams,  M.D.,  1015  Chestnut  St.,  Philadelphia 
19107. 

Moritz  M.  Ziegler,  M.D.,  1011  Caroll  Rd.,  Philadelphia  19151. 

Israel  Zwerling,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 

SCHUYLKILL  COUNTY: 

Narciso  C.  Bauzon,  M.D.,  R.D.  2,  Tamaqua  18252. 

Leon  T.  Biglete,  M.D.,  Laurel  Mt.  State  Hosp.  Shenandoah 
1 7976. 

Muhammad  Munir,  M.D.,  300  S.  Centre  St.,  Pottsville  1  7901 . 

Lewis  J.  Sims,  D.O.,  211  W.  Market  St.,  Orwigsburg  17961. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (Ts).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic-analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non¬ 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
,3,l  resin  sponge  uptake,  T3  ,3,l  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  Va  grain;  V2  grain;  scored  1 
grain;  IV2  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY: 

ARE  PATIENTS 
GETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid®  (thyn> 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


cardiovascular  brief 


Physicians  Nurses  Dentists 


Instructors’  Training  Courses 
In  Cardiopulmonary 
Resuscitation 

sponsored  by  the 

American  Heart  Association,  Pennsylvania  Affiliate 


WHERE:  THE  MILTON  S.  HERSHEY  MEDICAL 
CENTER  OF  THE  PENNSYLVANIA 
STATE  UNIVERSITY 

October  10-1 1,  1974  April  3-4,  1975 

THE  EMERGENCY  CARE  RESEARCH 
INSTITUTE  IN  PHILADELPHIA 

October  24-25,  1974  January  30-31,  1975  April  17-18,  1975 

THE  UNIVERSITY  OF  PITTSBURGH 
SCHOOL  OF  MEDICINE  May  9-10-11, 1975 


CURRICULUM: 

Basic  life  support;  using  adjunctive  equipment  and  special  techniques, 
such  as  endotrachael  intubation  and  open  chest  internal  cardiac 
compression;  cardiac  monitoring  for  dysrhythmia  recognition  and  con¬ 
trol;  defibrillating;  establishing  and  maintaining  an  intravenous  infusion 
lifeline;  employing  definitive  therapy,  including  drug  administration  (a) 
to  correct  acidosis  and  (b)  to  aid  in  establishing  and  maintaining  an  ef¬ 
fective  cardiac  rhythm  and  circulation;  stabilization  of  the  patient’s 
condition. 

CREDIT: 

Credits  for  Continuing  Medical  Education  Activities: 

•  Acceptable  for  12  hours  in  Category  I  for  Physician's  Recognition 
Award  of  AM  A  and  PMS. 

•  12  elective  credit  hours  approved  by  AAFP 

COURSE  FEE: 

$40.00 

CONTACT: 

The  American  Heart  Association,  Pennsylvania  Affiliate,  at  P.O.  Box 
2435.  Harrisburg,  Pa.  17105 . or  your  local  Chapter. 
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M.D.s  in  the  news 


Aaron  E.  Fishman,  M.D., 

Philadelphia,  who  has  been  elected 
to  the  Board  of  Regents  of  the 
American  College  of  Allergy,  co¬ 
chaired  an  allergy  panel  at  the 
recent  annual  congress  of  the 
American  College  of  Allergists  in 
Paris,  France.  He  also  attended  the 
college’s  postconvention  seminar  in 
Stratford-on-Avon,  England. 

The  Philadelphia  Academy  of 
Ophthalmology  and  Otolaryngology 
installed  new  officers  at  the  soci¬ 
ety’s  recent  convention.  They  are 
Robert  D.  Mulberger,  M.D.,  presi¬ 
dent;  Louis  E.  Silcox,  M.D.,  presi¬ 
dent  elect;  and  Albert  F.  Cleveland, 
M.D.,  treasurer.  James  B.  Snow, 
M.D.,  was  elected  a  director  of  the 
academy.  Dr.  Mulberger  is  chief  of 
ophthalmology  at  Presbyterian  Uni¬ 
versity  of  Pennsylvania  Medical 
Center  and  attending  surgeon  and 
chief  of  corneal  service  at  Wills  Eye 
Hospital. 

Daniel  Freeman,  M.D.,  Rydal,  has 
been  appointed  director  of  the 
department  of  education  at  Phila¬ 
delphia  State  Hospital.  He  was  for¬ 
merly  research  consultant  in  cross- 
cultural  psychiatry  in  the  research 
department  of  the  children’s  unit  at 
Eastern  Pennsylvania  Psychiatric 
Institute. 

Robert  E.  Lee,  M.D.,  associate 
professor  of  pathology  at  the  Uni¬ 
versity  of  Pittsburgh  School  of  Med¬ 
icine,  has  been  appointed  director 
of  laboratories  for  Presbyterian- 
University  Hospital,  Pittsburgh.  He 
succeeds  Robert  Totten,  M.D., 
professor  of  pathology  at  the  Uni¬ 
versity  of  Pittsburgh  School  of  Med¬ 
icine,  who  has  become  director  of 
cancer  programs  in  pathology  at 
the  University  Health  Center  of 
Pittsburgh.  Both  physicians  are 
diplomates  of  the  American  Board 
of  Pathology,  and  members  of  the 
American  Association  of  Patholo¬ 
gists  and  Bacteriologists,  the  Amer¬ 
ican  Society  of  Clinical  Patholo¬ 
gists,  and  the  International  Acade¬ 
my  of  Pathology.  Dr.  Totten  is  a  past 
president  of  the  Pennsylvania  Asso¬ 
ciation  of  Clinical  Pathologists  and 
the  Pittsburgh  Pathology  Society. 


Harvey  A.  Horowitz,  M.D.,  Wyn- 
newood,  has  been  named  associate 
director  of  the  adolescent  treatment 
unit  of  the  Adolescent  Treatment 
Center  at  the  Institute  of  Pennsyl¬ 
vania  Hospital. 


Rosalie  Burns,  M.D.,  acting 
chairman  of  the  Medical  College  of 
Pennsylvania  department  of  neurol¬ 
ogy,  has  been  appointed  professor 
in  neurology.  She  was  formerly  on 
the  faculty  of  the  Cornell  University 
School  of  Medicine,  New  York  City, 
and  continues  as  consultant  at  the 
Eastern  Pennsylvania  Psychiatric 
Institute. 

D.E.Darnell  Jones,  M.D.,  and 
John  Fontana,  Jr.,  M.D.,  have  joined 
the  department  of  obstetrics  and 
gynecology  at  the  Milton  S.  Hershey 
Medical  Center,  Pennsylvania  State 
University.  Dr.  Jones  was  previously 
chief  of  obstetrics  and  gynecology 
at  U.S.  Mumson  Army  Hospital,  Fort 
Leavenworth,  Kansas.  Dr.  Fontana 
was  former  head  of  obstetrics  and 
gynecology  at  Cherry  Point  Naval 
Hospital,  Cherry  Point,  N.C. 

Stephen  H.  Miller,  M.D.,  former 
assistant  professor  of  surgery  at  the 
University  of  California  School  of 
Medicine  at  San  Francisco,  has 
been  appointed  associate  professor 
of  surgery  in  the  division  of  plastic 
and  reconstructive  surgery  at 
Milton  S.  Hershey  Medical  Center, 
Pennsylvania  State  University.  He  is 
certified  by  the  American  Board  of 
Surgery  and  the  American  Board  of 
Plastic  Surgery  and  is  a  fellow  of 
the  American  College  of  Surgeons, 
the  American  Society  of  Plastic  and 
Reconstructive  Surgery,  and  the  As¬ 
sociation  of  Academic  Surgery. 

A  new  book  entitled  “Self-As¬ 
sessment  of  Current  Knowledge  in 
Cardiothoracic  Surgery”  has  been 


written  by  G.  Frank  O.  Tyers,  M.D., 

associate  professor  of  surgery  at 
the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  University. 
It  is  designed  primarly  to  instruct 
and  only  secondarily  to  test  a 
physician’s  knowledge  of  car¬ 
diovascular  and  thoracic  diseases. 
Dr.  Tyers  is  a  fellow  of  the  Royal 
College  of  Surgeons  of  Canada  and 
is  certified  by  the  American  Boards 
of  Surgery  and  of  Thoracic  Surgery. 

Volker  Breitfeld,  M.D.,  assistant 
professor  of  pathology  at  the  Uni¬ 
versity  of  Pittsburgh  School  of  Med¬ 
icine,  has  been  named  director  of 
the  division  of  hematopathology  at 
the  University  Health  Center  of 
Pittsburgh.  He  was  previously  as¬ 
sistant  director  in  the  center’s  cen¬ 
tral  hematology  laboratory.  Dr. 
Breitfeld  is  a  member  of  the  Ameri¬ 
can  Society  of  Clinical  Pathologists 
and  the  College  of  American 
Pathologists. 

Diane  E.  Schuller,  M.D.,  has 

joined  the  permanent  staff  at 
Geisinger  Medical  Center,  Danville, 
as  an  allergist  in  the  department  of 
pediatrics. 


DR.  SCHULLER  DR.  CORTNER 


Jean  A.  Cortner,  M.D.,  has  been 
appointed  physician-in-chief  of  the 
Children’s  Hospital  of  Philadelphia 
and  has  been  designated  William  H. 
Bennett  professor  and  chairman  of 
the  department  of  pediatrics  at  the 
University  of  Pennsylvania  School 
of  Medicine.  Dr.  Cortner  was 
previously  professor  and  chairman 
of  the  department  of  pediatrics  at 
the  State  University  of  New  York, 
Buffalo,  N.Y.,  and  physician-in-chief 
of  the  Children’s  Hospital  of 
Buffalo.  He  is  a  diplomate  of  the 
American  Board  of  Pediatrics  and  a 
fellow  of  the  American  Academy  of 
Pediatrics. 


DR.  BURNS 


DR.  HOROWITZ 
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Thomas  D.  Duane,  M.D., 

ophthalmologist-in-chief  at  Wills 
Eye  Hospital  and  chairman  of  the 
department  of  ophthalmology  at 
Thomas  Jefferson  University,  has 
been  asked  to  serve  on  the  grants 
advisory  council  of  the  Seeing  Eye, 
Inc.,  an  organization  for  training 
dog  guides  and  their  owners. 


George  E.  Farrar,  Jr.,  M.D.,  has 

been  named  director  of  medical  af¬ 
fairs  for  Excerpta  Medica.  He  is  a 
past  president  of  the  Pennsylvania 
Medical  Society  and  the  Philadel¬ 
phia  County  Medical  Society.  Cur¬ 
rently  he  serves  as  vice  chairman  of 
the  PMS  Judicial  Council. 

Doris  G.  Bartuska,  M.D.,  as¬ 
sociate  professor  of  medicine  and 
director  in  the  division  of  en¬ 
docrinology  and  metabolism  at 
Medical  College  of  Pennsylvania, 
has  been  appointed  associate  dean 
of  the  college.  Dr.  Bartuska  is  a 
diplomate  of  both  the  Board  of  In¬ 
ternal  Medicine  and  the  Board  of 
Endocrinology  and  Metabolism  and 
is  the  recipient  of  the  1974  Christian 
R.  and  Mary  F.  Lindback  award  for 
distinguished  teaching. 

Joseph  J.  Thomas,  Jr.,  M.D.,  has 
joined  the  permanent  staff  in  the 
department  of  neurology  at  Gei- 
singer  Medical  Center,  Danville.  He 
was  formerly  an  assistant  professor 
and  attending  neurologist  at  the 
University  of  Arizona  Medical 
Center.  Merrill  C.  Raikes,  III,  M.D., 
has  also  joined  the  staff  in  the 
department  of  radiology.  He  has 
completed  his  residency  at  the  Uni¬ 
versity  of  Maryland  Hospital  in  Bal¬ 
timore,  Md. 

John  Helwig,  Jr.,  M.D.,  chief  of 
the  cardiovascular  section  at  the 
Germantown  Dispensary  and  Hospi¬ 
tal,  Philadelphia,  has  been  pro¬ 


moted  to  clinical  professor  of  medi¬ 
cine  at  Temple  University  School  of 
Medicine.  Dr.  Helwig  is  currently 
chairman  of  the  PMS  Council  on 
Medical  Service,  a  delegate  to  the 
State  Society,  and  an  alternate  del¬ 
egate  to  the  American  Medical  As¬ 
sociation. 

The  Robert  H.  Ivy  Society  of 
plastic  surgeons  has  elected 
William  P.  Graham,  III,  M.D., 
professor  and  chief  of  the  division 
of  plastic  and  reconstructive  sur¬ 
gery  at  the  Milton  S.  Hershey  Medi¬ 
cal  Center  of  Pennsylvania  State 
University,  as  its  new  president. 
Frank  Tooze,  M.D.,  Erie,  has  been 
elected  vice  president.  He  is  a 
clinical  assistant  professor  of  sur¬ 
gery  at  the  medical  center  and 
directs  its  plastic  surgery  residency 
program  at  Hamot  Hospital  in  Erie. 

Robert  F.  Plotkin,  M.D.,  Broomall, 
has  been  appointed  director  of  the 
department  of  pediatrics  at  Bryn 
Mawr  Hospital,  Bryn  Mawr.  Dr. 
Plotkin  is  a  diplomate  of  the  Ameri¬ 
can  Board  of  Pediatrics,  a  fellow  of 
the  American  Academy  of  Pediat¬ 
rics,  and  a  member  of  the  board  of 
directors  of  the  Philadelphia  Pediat¬ 
ric  Society. 


Eugene  L.  Coodley,  M.D.,  has 

been  named  associate  chairman  for 
graduate  training  in  the  department 
of  medicine  at  Hahnemann  Medical 
College  and  Hospital.  He  will  be 
responsible  for  the  residency 
training  program  and  will  serve  as 
director  of  internal  medicine.  Dr. 
Coodley  is  a  diplomate  of  the  Amer¬ 
ican  Board  of  Internal  Medicine  and 
a  fellow  in  the  American  College  of 
Physicians,  the  American  College  of 
Angiology,  the  American  College  of 
Cardiology,  and  the  American 
College  of  Gastroenterology. 


The  psychiatric  department  of 
Medical  College  of  Pennsylvania 
has  announced  that  eight  members 
have  been  elected  to  posts  in  psy¬ 
chiatric  organizations:  Leo  Madow, 
M.D.,  professor  and  chairman  of  the 
department,  has  become  president 
of  the  Philadelphia  Psychoanalytic 
Institute,  a  member  of  the  board  of 
directors  of  the  Group  for  the  Ad¬ 
vancement  of  Psychiatry,  and  has 
been  named  a  life  member  of  the 
Philadelphia  Psychiatric  Society 
and  the  American  Orthopsychiatric 
Association.  Selma  Kramer,  M.D., 
professor  of  psychiatry,  is  chairman 
of  the  Committee  on  Child  Analysis, 
the  American  Psychoanalytic  Asso¬ 
ciation,  and  member  of  the  board  of 
directors  of  the  Philadelphia  Psy¬ 
choanalytic  Institute.  O.  Eugene 
Baum,  M.D.,  professor  of  psychiatry, 
is  councilor  of  the  Philadelphia  Psy¬ 
chiatric  Society.  Laurence  H.  Snow, 
M.D.,  professor  of  psychiatry,  has 
become  a  fellow  of  the  American 
Psychiatric  Association.  Ralph 
Little,  M.D.,  clinical  associate 
professor  of  psychiatry,  has  be¬ 
come  president  of  the  medical  staff 
of  the  Psychiatric  Institute  of  Penn¬ 
sylvania  Hospital  and  secretary  of 
the  Philadelphia  Psychoanalytic  In¬ 
stitute.  William  R.  O’Brien,  M.D., 
clinical  associate  professor  of  psy¬ 
chiatry,  has  been  named  a  member 
of  the  board  of  directors  of  the 
Philadelphia  Psychoanalytic  Insti¬ 
tute  and  a  life  member  of  the 
Philadelphia  Psychiatric  Society. 
Barry  J.  Schwartz,  M.D.,  clinical  as¬ 
sistant  professor  of  psychiatry,  is  a 
fellow  of  the  American  Psychiatric 
Association  and  president  elect  of 
the  Philadelphia  Association  for  Ad¬ 
olescent  Psychiatry.  LeRoy  J. 
Byerly,  M.D.,  clinical  assistant 
professor  of  child  psychiatry,  is  pro¬ 
gram  chairman  of  the  Philadelphia 
Psychiatric  Society. 

Joseph  C.  Maroon,  M.D.,  has 
been  promoted  an  associate  pro¬ 
fessor  of  neurosurgery  at  the  Uni¬ 
versity  of  Pittsburgh  School  of  Med¬ 
icine.  His  main  research  interests 
are  in  the  study  of  nerve  regenera¬ 
tion  and  stroke. 
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editorials 


People  or  money — government  will  choose 


It  is  a  sad,  but  true,  fact  that  the  future  course  of 
medicine  in  our  country  is  being  progressively  de¬ 
termined  by  nonmedical  personnel.  The  repeated 
attempts  to  reform  the  “outmoded  cottage  in¬ 
dustry”  that  has  composed  our  medical  care 
system  since  the  1700’s  have  been  made  by 
Senators  and  Congressmen  who  are  far  removed 
from  the  medical  world.  Not  only  are  there  no 
physicians  who  are  in  positions  of  leadership  in 
the  United  States  political  system,  but  there  is 
likewise  no  cabinet  level  post  which  is  solely 
health  related.  Congressional  committees  which 
control  health  and  related  areas  are  primarily  the 
finance  and  appropriations  committees  of  both 
houses.  Finance  committees  propose  tax  reve¬ 
nues,  while  appropriations  committees  dole  out 
the  funds.  Our  health  care  laws  seem  to  be  fos¬ 
tered  on  dollars  and  cents  criteria  rather  than 
what-is-best-for-the-patient  criteria.  The  Senate 
Labor  and  Public  Welfare  Subcommittee  on 
Health,  chaired  by  Senator  Edward  M.  Kennedy,  is 
a  division  of  the  Senate  Finance  Committee.  The 
dollar  controlling  committees  of  Congress  will 
most  surely  be  those  with  the  strongest  voice  in 
the  formulation  of  health  care  legislation  because 
it  promises  to  be  the  proverbial  gold-mine. 

A  superb  example  of  the  dollar  based  health 
care  proposals  is  the  recent  move  by  Congres¬ 
sional  leaders  to  change  the  prescribing  methods 
to  generic  rather  than  trade  names  so  that  the  pa¬ 
tient  might  have  the  benefit  of  purchasing  the 
cheapest  available  drug.  A  fantastic  idea  on 
paper,  one  wishes  this  practice  were  as  easily  ac¬ 
complished  in  the  real  world.  Nonmedical  experts 
base  their  bargain  shopping  claims  on  the  amount 
of  active  ingredient  in  a  given  drug.  Although  ac¬ 
tive  ingredients  may  be  similar  or  even  identical, 
the  drug  efficacy  may  differ.  Very  few  drugs  are 


pure.  Most  are  compounds  made  up  of  a  number 
of  so-called  inactive  or  inert  components  such  as 
binders  or  preservatives.  These  components,  as 
well  as  the  process  by  which  the  drug  is  manufac¬ 
tured,  influence  the  decomposition  and  eventual 
rate  of  absorption  of  the  active  ingredient  into  the 
body.  It  is  possible,  depending  upon  the  manufac¬ 
turing  process,  to  have  the  same  drug  from  the 
same  company  behave  in  a  different  manner  from 
the  batch  previously  produced. 

The  physician,  by  virtue  of  his  training,  is  famil¬ 
iar  with  the  efficacy  of  drugs  and  in  particular  with 
the  specific  drug  which  he  prescribes  for  a  given 
ailment.  If  bargain  shopping  for  drugs  is  nationally 
mandated,  then  the  physician  will  lose  some  con¬ 
trol  over  his  patient’s  course  of  therapy.  Several 
years  ago  a  television  advertisement  proclaimed 
that  “you  get  what  you  pay  for.”  If  product  selec¬ 
tion  based  on  dollars  and  cents  is  the  goal,  so  be 
it.  Physicians  should  then  seek  legislation  to  pro¬ 
tect  themselves  from  the  failures  of  therapeutic 
courses  where  their  judgements  are  overturned 
for  a  less  expensive  product. 

Let  us  hope  that  we  never  need  to  seek  such 
protection.  Health  care  is  not  an  industry  that  can 
be  measured  in  monetary  figures.  Health  care 
deals  with  lives  upon  which  no  dollar  value  can  be 
placed.  The  public  must  realize  that  you  never  get 
something  for  nothing.  Nonmedical  experts  on 
health  care  are  not  just  shuffling  money  from  one 
coffer  to  another,  but  they  are  dealing  with  the 
lives  of  over  one  hundred  million  people.  Such  a 
thought  ought  not  to  be  taken  lightly,  and  action 
certainly  should  not  be  initiated  without  qualified 
medical  advice. 

David  A.  Smith,  M.D. 

Medical  Editor 


Medicaid  review  in  order 


Since  its  enactment  in  1965,  medicaid  has 
provided  “free”  medical  care  to  an  increasing 
number  of  poor  individuals  and  families  in  Penn¬ 
sylvania.  With  this,  of  course,  comes  an  increase 
in  the  cost  of  the  program,  which  some  state  of¬ 
ficials  would  readily  tag  to  physician’s  greed  and 
dishonesty  rather  than  looking  objectively  at  the 
situation  to  determine  wherein  the  true  problem 


lies.  There  are,  in  every  profession,  individuals 
who  will  attempt  to  make  a  dishonest  dollar  given 
the  opportunity,  but  this  hardly  constitutes  the  ma¬ 
jority.  It  does  not  follow  that  all  doctors  are 
thieves. 

Several  explanations  for  the  increased  costs  of 
the  Medical  Assistance  Program  come  to  mind 
readily,  not  the  least  of  which  is  the  present  state 


Pennsylvania  Medicine,  October  1974 


33 


of  the  economy.  High  rates  of  unemployment  over 
the  past  few  years  qualifies  more  families  for  wel¬ 
fare,  hence  medical  assistance.  Greater  tax 
deductions  have  been  allowed  by  the  federal  gov¬ 
ernment,  thus  decreasing  the  tax  base  and  the 
amount  of  money  which  is  available  to  be  chan¬ 
neled  into  medical  programs.  Just  as  inflation  is  a 
problem  in  every  household,  inflation  is  a  problem 
for  government  programs  also.  More  cash  is  now 
required  than  was  in  1965  or  even  1970  to  pay  for 
services  because  of  the  depressed  value  of  the 
dollar.  All  of  these  influence  medicaid  costs. 

There  are  other  problems  which  government 
officials  would  like  to  ignore.  It  is  sometimes  easi¬ 
er  to  place  the  blame  on  others  than  to  admit  re¬ 
sponsibility  and  search  for  solutions.  Title  19,  like 
all  other  governmental  programs,  has  developed  a 
bureaucracy  which  must  be  paid.  With  all  the  addi¬ 
tions,  revisions,  corrections,  and  restrictions  that 
are  constantly  being  made  in  the  medical  assist¬ 
ance  law,  administrative  costs  must  necessarily 
rise.  Any  saving  gleaned  from  utilization  review 
procedures  in  hospitals  is  soon  gobbled  up  in  the 
administrative  bureaucracy.  Inappropriate  utiliza¬ 
tion  is  a  problem  but  it  takes  both  time  and  money 
to  detect.  Coupled  with  the  changing  concept  of 
what  is  an  allowable  admission  or  a  reimbursable 
cost,  one  wonders  whether  current  methods  are 


correspondence 


Opposes  Society’s  abortion  position 

To  the  editor: 

Having  just  read  the  August  1974  issue  of  Penn¬ 
sylvania  Medicine  with  specific  reference  to  the 
article  “Health  Care  in  Pennsylvania  1974” 
regarding  the  position  of  the  Pennsylvania  Medi¬ 
cal  Society  as  presented  to  the  major  political 
parties  in  the  state  for  their  consideration  in  the 
drafting  of  their  respective  party  platforms  as  they 
relate  to  the  health  care  of  the  people  of  the  Com¬ 
monwealth  adopted  by  The  Board  of  Trustees  and 
Councilors,  May  15,  1974,  I  am  somewhat 

chagrined. 

With  specific  reference  to  the  policy  of  the  Soci¬ 
ety  with  regards  to  abortion  as  stated  on  page  36, 
it  is  obviously  a  gross  misrepresentation  of  the  So¬ 
ciety’s  opinion  unless  it  is  the  intention  of  the 
Pennsylvania  Medical  Society  to  violate  the 
Supreme  Court’s  decision,  in  which  case  the  Soci¬ 
ety’s  statement  of  policy  could  be  considered  ac¬ 
curate. 

I  am  sure  I  need  not  inform  you  that  at  no  place 
in  the  statement  regarding  the  Society’s  policy 


not  costing  more  than  if  utilization  review  were  not 
done  at  all. 

Another  interesting,  but  salient,  point  to  ponder 
is  that  the  medicaid  law  was  foisted  upon  the  med¬ 
ical  profession  by  well-meaning,  but  a  trifle  too 
overzealous,  legislators.  It  must  be  admitted  that 
one  is  much  more  likely  to  internalize  change  if 
one  is  permitted  a  voice  in  the  change  or  a  hand  in 
formulating  it.  PSRO  has  a  much  better  chance  of 
success  since  physicians  will  “police”  the  activi¬ 
ties  of  their  own.  Medicaid,  as  such,  has  no  in¬ 
ternal  controls.  Nearly  all  federally  administered 
programs  of  this  nature  cost  more  in  the  long  run 
than  were  initially  estimated. 

If  medicaid  has  become  an  intolerable  financial 
burden,  then  it  is  time  for  state  officials  and 
physicians  to  sit  down  to  a  frank,  honest  discus¬ 
sion  of  problems  and  to  look  for  reasonable,  work¬ 
able  solutions.  It  will  not  be  easy,  and  there  will  be 
no  panacea.  To  say  that  physicians  are  entirely 
responsible  for  the  problems  is  to  say  that  the 
medical  profession  is  dishonest  in  its  financial 
dealings,  a  premise  which  can  only  create  animos¬ 
ity  and  further  widen  the  breach  between 
physicians  and  the  government. 

David  A.  Smith,  M.D. 

Medical  Editor 


with  regard  to  abortion  is  anything  listed 
regarding  the  gestation  or  period  of  pregnancy, 
which  is  grossly  misleading  to  any  lay  person. 

Even  in  my  type  of  practice,  I  am  in  contact  with 
people  on  a  daily  basis  who  are  unaware  that  an 
abortion  during  the  first  trimester  or  until  a  period 
of  twelve  week’s  gestation,  the  decision  for  abor¬ 
tion  rests  with  the  woman  and  her  doctor. 

Only  for  the  second  and  third  trimester  abortion, 
state  laws  may  regulate  the  abortion  procedure  in 
ways  that  are  reasonably  related  to  maternal 
health.  I  am  sure  that  you  are  familiar  with  the 
statements,  as  this  was  the  decision  by  the 
Supreme  Court  on  January  22,  1973. 

I  am  sure  there  are  many  other  members  of  the 
Pennsylvania  Medical  Society  who  would  be  in 
complete  agreement  with  my  statements. 

I  wish  to  go  on  record  as  stating  that  I  am  100 
percent  against  the  statement  as  printed  re¬ 
garding  the  policy  of  the  Society  with  regard  to 
abortion  and  as  supposedly  adopted  by  the  Board 
of  Trustees  and  Councilors,  May  15,  1974. 

Richard  K.  Kleppinger,  M.D. 

West  Reading 


34 


Pennsylvania  Medicine,  October  1974 


practice  management 


Recruiting  and  hiring  aides 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


A  practice’s  success,  both  professional  and  financial, 
depends  so  much  on  its  personnel  that  I  often  wonder 
why  doctors  give  so  little  attention  to  it — to  personnel 
administration.  This  article  will  consider  some  aspects 
of  that  subject,  with  my  admonition  that  if  the  doctor  or 
doctors  in  a  practice  approach  it  conscientiously,  there 
should  be  no  real  excuse  for  having  less  than  a  compe¬ 
tent  and  personable  staff. 

If  there  is  any  one  element  of  personnel  management 
which  is  overlooked  by  doctors,  I  believe  it  is  in  consci¬ 
entious  recruiting  and  hiring  of  new  employees.  Medi¬ 
cal  practices  simply  too  often  approach  the  recruiting 
and  hiring  process  as  a  casual  matter.  Instead,  there 
should  be  a  specific,  prearranged  routine  for  employing 
any  new  aide,  and  it  should  not  be  short-cutted  merely 
because  a  promising  applicant  has  been  located. 

Recruiting  Applicants 

The  first  aspect  obviously  involves  recruiting — 
looking  for  satisfactory  applicants.  The  answer  to  the 
“where  to  look”  question  will  vary  from  place-to-place, 
but  the  best  answer  is  to  try  all  available  approaches. 
One  never  knows  where  the  “right”  person  might  be 
found. 

Placing  ads  in  all  the  area  newspapers  (both  daily 
and  weekly)  is  one  obvious  recruiting  step.  In  areas 
surrounding  our  largest  cities,  the  ads  should  be 
placed  in  both  the  big  city  papers  and  the  local 
suburban  papers.  The  ad  should  describe  the  job  cate¬ 
gory  broadly  (“medical  assistant,”  “secretary  in  medi¬ 
cal  office,”  etc.)  to  encourage  inquiries.  It  should  state 
whether  experience  in  a  medical  office  is  needed,  al¬ 
though  in  most  cases  I  believe  it  is  better  to  specify  that 
it  is  not  necessary.  I  also  suggest  that  the  ad  refrain 
from  quoting  salary  for  the  job,  since  (at  least  in 
smaller  offices)  it  should  be  kept  flexible  depending  on 
the  circumstances  of  the  person  who  may  be  hired. 

Employment  agencies  are  another  potential  source 
of  applicants,  although  many  experiences  with  them 
have  been  disappointing.  Although  the  agencies  claim 
to  screen  the  applicants  before  recommending  them, 


Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 


the  persons  sent  out  often  seem  to  be  ill-suited  for  the 
job.  Accordingly,  the  persons  they  recommend  should 
be  considered  to  need  the  same  preliminary  screening 
as  are  applicants  from  newspaper  ads. 

Finally,  another  sometimes  successful  source  of  new 
help  is  “piracy” — offering  employment  to  a  person  al¬ 
ready  employed,  perhaps  at  a  local  hospital  or  at  an¬ 
other  medical  office.  Doctors  so  often  conclude  that 
aides  working  in  their  occasional  presence  at  the  hos¬ 
pital,  for  example,  will  be  ideal  for  their  private  office. 
Unfortunately,  however,  those  aides  might  turn  out  to 
be  entirely  inadequate  for  the  job  change.  This  defect 
could  often  have  been  avoided  had  the  person  enticed 
from  a  known  employer  been  screened  as  carefully  as 
newspaper  ad  applicants.  Thus  this  general  rule:  Never 
short-cut  the  application  process  by  prematurely  hiring 
a  person  just  because  of  some  personal  knowledge. 
Keeping  that  person  in  the  same  routine  as  all  other 
applicants  and  assuring  that  she  understands  that  she 
is  being  considered  along  with  others  can  thus  avoid 
embarrassment. 

Screening  Applicants 

I  believe  all  persons  interested  in  a  job  offer  should 
first  be  required  to  telephone  a  specific  office  aide  for 
preliminary  screening.  If  there  is  an  office  manager,  the 
screening  would  be  her  obvious  duty.  If  not,  a  trusted 
aide  should  be  assigned  that  job.  This  person  should 
have  a  specific  list  of  simple  questions  to  be  asked,  she 
should  answer  the  applicant’s  initial  questions,  and  she 
should  be  expected  to  decide  for  herself  whether  to  in¬ 
vite  the  applicant  to  the  office  for  an  interview.  This  last 
point  is  extremely  important,  for  telephone  screening 
will  help  avoid  the  wasted  time  of  interviewing  people 
obviously  ill-suited  for  the  open  job  or  for  the  office  en¬ 
vironment. 

Having  the  screening  and  many  of  the  later  functions 
handled  by  aides  is  important  for  several  reasons.  First, 
of  course,  the  doctors  in  the  office  should  be  spared 
administrative  details  as  a  matter  of  time  efficiency. 
They  presumably  have  far  more  vital  demands  on  their 
time  than  routine  screening. 

Even  if  the  doctors  had  the  time,  however,  I  would 
urge  delegating  the  responsibility  as  a  means  of  in¬ 
volving  their  aides  in  the  office’s  well-being.  The  aide 
actually  hired  will  probably  be  most  valuable  if  she  is 
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well-accepted  by  the  rest  of  the  staff — the  new  and  old 
staff  employees  must  spend  more  time  working 
together  than  must  the  doctor  or  doctors.  As  a  result,  I 
believe  that  involving  the  present  aides  in  the  selection 
process  and  respecting  their  opinions  will  substantially 
increase  the  chances  of  having  a  compatible  office 
staff.  Inviting  an  aide’s  discretion  in  initial  screening  is 
thus  a  first  step  in  following  this  principle. 

Initial  Interview 

Those  persons  selected  to  come  into  the  office  for  an 
interview  should,  in  my  view,  be  scheduled  to  meet  with 
one  or  more  of  the  aides — not  with  the  doctor  or 
doctors.  This  is  an  extension  of  the  same  two  purposes 
described  above:  saving  doctor  time  and  involving  the 
staff  in  office  success.  The  interview  should  thus  be 
scheduled  for  a  time  when  the  staff  is  least  busy,  which 
would  normally  be  when  there  are  no  office  hours. 

While  the  office  manager  or  senior  aide  who  did  the 
telephone  screening  should  conduct  the  interview,  I 
would  urge  that  other  aides  be  brought  in  as  well.  This 
has  the  advantage  of  letting  more  of  the  staff  evaluate 
the  applicant  from  a  personality  standpoint  (which  I 
consider  far  more  important  than  her  initial  technical 
competency).  It  similarly  offers  the  applicant  a  better 
feeling  of  the  office  environment,  which  hopefully  will 
impress  her  enough  to  want  the  job. 

The  office  interview  should  begin  by  having  the 
applicant  fill  out  a  preprinted  application  form.  That 
form  should  be  quite  extensive,  including  many  routine 
questions  (personal  history,  health  history,  education, 
previous  employers,  etc.)  and  some  general  ones.  The 
general  questions  would  be  good  leads  to  items  for  dis¬ 
cussion  during  the  interview.  The  form  should  also 
specifically  ask  why  the  applicant  left  her  prior  jobs 
and  what  she  liked  or  disliked  about  them.  Since  I  urge 
checking  with  prior  employers  before  hiring  anyone, 
the  applicant’s  answers  to  questions  about  her  past 
jobs  can  be  compared  with  the  employers’  own  views. 


QUESTIONS?  SUGGESTIONS! 
are  invited  for  consideration  by 
The  Committee  on  Objectives 
Pennsylvania  Medical  Society 
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Committee  on  Objectives 
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(County) 


This  tests  the  applicant’s  honesty  as  well  as  her 
employment  history. 

One  question  which  should  appear  on  the  application 
form  is  the  person’s  salary  expectation.  No  more  than  a 
broad  salary  range  should  be  stated  in  reply  to  the 
applicant’s  inquiry,  perhaps  over  the  telephone,  so  that 
a  proposed  salary  figure  would  have  first  been 
specified  by  the  applicant  (on  the  form)  rather  than  by 
the  employer.  This  has  obvious  advantages  to  the  em¬ 
ployer. 

The  interview  itself  should  be  a  two-way  matter.  Your 
senior  aide(s)  should  ask  some  questions  about  the 
applicant’s  experience  for  the  job  in  question  and  some 
general  questions  merely  to  develop  a  feeling  for  the 
applicant  as  a  person.  The  general  questions  on  the 
application  interview  (last  book  read;  favorite  recrea¬ 
tional  activities,  etc.)  should  be  good  leads  for  this  dis¬ 
cussion.  At  the  same  time,  the  applicant  should  be  en¬ 
couraged  to  inquire  about  the  job,  its  conditions  and 
characteristics,  the  nature  of  the  practice,  and  so  on.  It 
should  at  all  times  be  remembered  that  the  applicant  is 
evaluating  the  job  just  as  much  as  the  employer  is 
evaluating  her! 

Skill  Testing 

Whenever  the  job  involves  specific  skills,  the 
applicant  should  be  given  a  brief  (perhaps  10  minutes) 
test  to  determine  at  what  level  her  skills  really  are. 
Medical  employers  seem  forever  shocked  that  some 
persons  hired  as  experienced  typists  are  not  as 
proficient  as  expected,  that  some  licensed  nurses  have 
less  capability  than  prior  nonlicensed  aides,  and  the 
like.  One  way  to  avoid  the  disappointment  is  to  see  for 
one's  self  what  the  applicant’s  skills  really  are. 

As  to  jobs  requiring  typing,  a  skill  test  is  simple.  If 
most  typing  work  is  from  dictated  tapes,  a  short  sample 
tape  should  be  dictated  for  each  applicant  to 
transcribe.  Care  should  obviously  be  exercised  that  the 
tape  not  be  overloaded  with  terms  unique  to  the 
specialty  practice,  which  any  typist  can  only  learn 
through  prior  work  in  that  specialty. 

Bookkeeping,  receptionist,  and  medical  assistant 
jobs  require  greater  ingenuity  in  the  design  of  a  “home 
made”  skill  test.  They  can  usually  be  accomplished 
with  some  degree  of  usefulness,  however,  and  probably 
the  best  approach  is  to  ask  the  aides  themselves  to 
design  such  tests.  In  addition  to  involving  the  staff  in 
the  office’s  personnel  decisions,  such  a  delegation  also 
encourages  them  to  review  their  own  job  functions. 

Physician  Interview 

After  a  number  of  applicants  have  been  screened, 
tested,  and  interviewed  by  the  responsible  aides,  the 
doctor  (or  the  managing  doctor  of  a  group  practice) 
should  meet  with  those  aides  for  a  review  session.  The 
aides  would  then  hopefully  report  that  they  recommend 
a  limited  few  persons  for  a  follow-up  interview  with  the 
doctor.  While  the  doctor  may  properly  inquire  into  the 
rejected  applicants  and  the  reasons  for  the  aides’ 
decisions,  only  in  rare  instances  should  he  overrule 
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them — the  aides  have  to  work  with  the  newly  hired  em¬ 
ployee  even  more  closely  than  does  the  doctor. 

I  believe  that  the  doctor’s  interview  should  be  open 
to  his  aides,  at  least  to  the  one  or  two  aides  that  had 
done  the  earlier  work.  There  should  be  nothing  to  hide 
in  the  interview,  and  both  present  staff  and  potential 
employee  ought  to  have  a  feeling  that  the  office 
operates  informally  and  openly. 

A  variety  of  subjects  need  be  covered  in  this  doctor 
interview.  On  the  one  hand,  the  doctor  should  draw  the 
applicant  into  discussion  about  herself,  her  thought 
patterns,  prior  work  experiences  and  the  like.  He 
should  be  particularly  sensitive  to  her  descriptions  of 
her  previous  employers,  what  she  liked  or  disliked 
about  the  jobs,  and  why  she  left  them.  These  comments 
can  be  compared  to  her  answers  on  the  application 
form  and  also  to  comments  upon  calls  to  those  employ¬ 
ers  for  consistency  and  honesty.  They  also  can  be 
evaluated  to  consider  whether  there  are  any  similarities 
in  the  job  being  offered  which  may  cause  the  aide  to 
become  dissatisfied  with  it  as  well. 

On  the  other  hand,  the  doctor  should  be  sure  that  the 
job  and  all  personnel  policies  are  well-described  to  the 
applicant  and  that  all  her  questions  are  answered.  This 
would  include  stating  an  initial  salary  offer,  which 
should  have  been  decided  upon  during  the  advance 
discussion  between  the  doctor  and  his  aides.  No  offer 
should  be  made  during  this  interview,  but  all  details 
should  be  discussed  to  determine  if  they  will  probably 
be  acceptable  if  that  applicant  is  chosen. 

This  doctor  interview  need  last  only  twenty  to  thirty 
minutes,  so  that  several  could  be  scheduled  in  succes¬ 
sion  if  at  all  possible.  At  the  end  of  the  interview,  the 
applicant  should  be  thanked  for  coming  back  a  second 
time  and  assured  that  she  will  be  notified  within  a 
stated  number  of  days,  no  more  than  one  week.  And  out 
of  good  faith  to  the  applicant,  this  promise  must  be 
kept! 

Even  if  one  applicant  seems  clearly  to  stand  out  as 
the  “perfect  choice”  she  should  not  be  offered  the  job 
at  that  interview.  Courtesy  and  continued  involvement 
of  the  aides  demand  that  the  doctor  review  the  decision 
with  them,  thus  attempting  to  make  the  decision  a  joint 
one.  And  even  if  the  aides  disagree  with  the  doctor’s 
final  decision,  they  will  at  least  have  had  the  satisfac¬ 
tion  of  knowing  that  he  sought  and  considered  their 
views.  Furthermore,  no  person  should  be  hired  until 
after  her  references  have  been  checked — which  would 
best  occur  after  the  doctor  interview. 

Reference  Check 

It  should  be  an  absolute  rule  that  an  applicant  will 
not  be  hired  without  checking  her  references.  At  least 
her  immediate  prior  employer,  and  often  the  one  before 
that  should  be  checked.  This  check  should  be  made  by 
the  doctor  himself  and  should  be  by  telephone — never 
by  mail.  Even  a  person  whose  present  employer  is  un¬ 
aware  that  she  is  seeking  another  job  should  be 
checked  at  this  late  stage.  If  she  is  close  to  being 
hired  for  a  new  job,  she  should  accept  the  embarrass¬ 
ment  as  inevitable  anyway.  And  the  new  employer  must 


We  would  appreciate  your  using  the  standard  codes  for 
emergencies  rather  than  yelling  get  a  move  on,  doc!’ 


insist  on  the  right  to  protect  himself  by  following  up  on 
a  person’s  work  history. 

The  reasons  for  telephone  checking  should  be  obvi¬ 
ous.  A  previous  employer  is  often  and  understandably 
unwilling  to  state  something  unfavorable  about  a 
person  in  writing.  And  by  telephone,  the  doctor  can  de¬ 
tect  hesitations,  inflections  and  the  like,  which  should 
lead  him  to  explore  his  question  further. 

The  reference  check  should  include  some  specific 
questions:  What  were  the  person’s  job  and  duties?  How 
did  she  discharge  them?  What  was  her  final  salary? 
Why  did  she  leave  that  employer?  Would  the  employer 
rehire  her?  Some  of  those  questions  should  be  com¬ 
pared  to  the  applicant’s  answers  provided  in  her 
application  and/or  interviews.  Any  answer  not  wholly 
satisfactory  should,  of  course,  be  followed  up  by  addi¬ 
tional  questions.  Such  discussion  will  rarely  take  the 
doctor  more  than  a  couple  of  minutes,  but  the  value  of 
reducing  the  chances  of  a  hiring  mistake  is  tremendous. 

Conclusion 

If  the  reference  check  on  the  selected  person  has 
been  satisfactory,  she  should  then  be  offered  the  job  on 
the  terms  discussed  at  the  doctor  interview.  Assuming 
she  accepts,  the  other  “final  round”  applicants  should 
be  notified  with  thanks.  Their  information  should,  how¬ 
ever,  be  kept  on  file  since  the  thoroughness  of  this  in¬ 
terview  process  might  well  have  branded  one  or  more 
of  them  as  excellent  candidates  if  another  job  should 
open  up  in  the  office. 

While  this  entire  process  may  appear  time-con¬ 
suming  for  a  small  medical  office  or  for  a  search  for  an 
aide  of  only  moderate  technical  skills,  it  is  time  well 
spent.  The  physician-time,  however,  would  have  been 
kept  to  a  minimum  despite  the  thoroughness  of  the  ef¬ 
fort.  And  the  emphasis  during  the  entire  process  would 
have  been  on  staff  involvement  to  emphasize  that  a 
compatible  group  of  employees  are  most  likely  to 
create  the  best  office. 
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THE  DEPARTMENT  of  family  and 
community  medicine  of  the 
Pennsylvania  State  University  Col¬ 
lege  of  Medicine  published  its  first 
report,  “An  Experiment  in  Teaching 
Family  Practice:  Preliminary  Re¬ 
port,”  in  the  May  1968  issue  of 
PENNSYLVANIA  MEDICINE.  Since 
this  description  was  in  the  tentative 
terms  of  an  “experiment,”  it  seems 
appropriate  that  a  five-year  follow¬ 
up  report  should  be  made  in  the 
same  journal.  Accomplishments, 
progress  toward  long  and  short 
term  objectives,  and  a  summary  of 
current  and  foreseeable  problems 
will  be  presented. 

The  authors’  pictures  as  printed 
in  the  1968  report  and  more  recent 
photos  are  included.  However,  no 
effort  will  be  made  to  explain  any 
noted  differences. 

Changing  Milieu 

When  the  department  of  family 
and  community  medicine  was  or¬ 
ganized  in  September  1967,  it  was 
the  first  department  anywhere 
teaching  family  medicine  to  predoc- 
toral  students.  There  were  fewer 
than  five  family  medicine  residency 
programs,  and  the  American  Board 
of  Family  Practice  had  not  yet  been 
founded.  There  are  now  approxi¬ 
mately  thirty-five  departments  of 
family  medicine  in  medical  schools, 


about  twenty-five  divisions  of  other 
departments  devoted  to  family  med¬ 
icine,  and  an  equal  number  in  the 
planning  stages.  Family  practice 
became  a  recognized  specialty  in 
1970,  and  there  are  now  205 
approved  residency  programs. 

Practice  responsibilities  of  the 
department  have  rapidly  increased 
and  now  include  about  11,000  pa¬ 
tients  from  the  nearby  area.  The 
departmental  faculty  includes  ten 
full-time  and  two  part-time  physi¬ 
cians,  as  well  as  three  physicians’ 
assistants,  and  thirty  clinical  ap¬ 
pointees,  including  most  of  the  local 
practicing  physicians.  The  practice 
is  conducted  in  two  units,  one 
within  the  main  medical  center 
building,  and  a  second  in  a  con¬ 
verted  student  apartment  building 
on  the  edge  of  the  campus. 

Predoctoral  Teaching  Program 

The  teaching  program*  for  first 
and  second-year  medical  students 
continues  to  be  a  required  part  of 
their  curriculum.  However,  specific 
methods  have  undergone  continued 
development  and  revision  as  a 
result  of  our  changing  capabilities 
and  awareness  of  teaching  methods 
and  in  response  to  students’  needs. 

*  Supported  in  part  by  U.S.  Public 
Health  Service  Grant  # 1  D08  PE00402- 
01 


One  of  the  basic  teaching  tools 
remains  the  assigned  patient  family. 
Each  student  is  assigned  a  family 
during  the  first  year  of  school  with 
whom  he  learns  to  develop  his  own 
patient-student-doctor  relationship 
and  with  whom  he  has  the  opportu¬ 
nity  to  observe  continuity  of  care, 
use  of  the  patient-doctor  rela¬ 
tionship,  and  intrafamily  psychody¬ 
namics.  A  series  of  weekly  seminars 
is  conducted  centering  about  areas 
of  particular  interest  in  family  prac¬ 
tice.  There  is  also  a  series  of  corre¬ 
lation  conferences  in  which  patients 
from  the  practice  are  presented  as 
whole  people  (members  of  a  fami¬ 
ly)  and  their  problems  discussed  by 
members  of  other  departments  in 
both  the  clinical  and  basic  sciences 
in  an  effort  to  relate  teaching  in 
these  areas  to  real  people. 

An  honors  program  is  also  of¬ 
fered  each  year  for  five  to  eight 
students  to  study  and  participate  in 
health  care  delivery  in  an  underde¬ 
veloped  country  for  two  to  three 
months. 

In  a  program  shared  with  the 
departments  of  medicine  and  pedi¬ 
atrics,  preceptorships  are  available 
in  each  of  the  primary  care 
specialties.  A  student  during  the 
first  or  second  year  may  spend  one 
week  with  a  carefully  selected 
preceptor,  or  in  his  third  or  fourth 


This  paper  is  a  progress  report 
on  the  department  of  family  and 
community  medicine  of  the 
Milton  S.  Hershey  Medical 
Center,  Pennsylvania  State  Uni¬ 
versity.  Dr.  Leaman  is  professor 
and  chairman  of  the  department 


and  director  of  the  family 
residency  program.  Drs.  Bauer 
and  Wiest  are  assistant  pro¬ 
fessors  in  the  department.  All 
three  authors  are  certified  by  the 
American  Board  of  Family  Prac¬ 
tice.  Dr.  Bauer  will  be  assuming  a 


new  position  as  director  of  the 
Outer  Banks  Health  Center,  Nags 
Head,  North  Carolina.  Dr.  Wiest  is 
director  of  predoctoral  education. 
Dr.  Leaman  is  a  member  of  the  In¬ 
terspecialty  Committee  of  the 
Pennsylvania  Medical  Society. 
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year  he  may  spend  from  one  to 
three  months  with  a  preceptor. t 
(One  hundred  and  seven  precep- 
torships  have  been  arranged  so  far 
during  the  current  academic  year.) 

In  addition  to  this  teaching,  a 
number  of  electives  are  also  avail¬ 
able.  Electives  have  been  offered  in 
normal  sexual  development,  first 
aid,  nutrition,  geriatrics,  and  a 
clinical  clerkship  in  family  medi¬ 
cine.  A  number  of  summer  projects 
are  available  each  year  in  commu¬ 
nity  medicine*  and/or  family  medi¬ 
cine.  Approximately  twelve  students 
participate  in  this  each  year. 

Residency  Program 

In  July  1971  an  approved  family 
practice  residency  program§  was 
begun  with  two  residents.  Sixteen 
resident  positions  are  currently 
approved  and  filled,  with  expansion 
to  eighteen  positions  projected. 
Each  family  practice  resident  is  ini¬ 
tially  assigned  a  group  of  families, 
about  twenty-five  during  the  first 
year,  and  charged  with  the  respon¬ 
sibility  of  making  every  appropriate 
effort  to  keep  those  people  well.  He 
serves  as  their  primary  physician  in 
all  respects.  The  number  of  families 
is  increased  as  his  capacity  to 
provide  this  personalized  care 
grows. 

During  the  first  year  the  resident 
spends  a  major  portion  of  his  time 
in  a  medical  rotation  and  somewhat 
less  in  pediatrics.  The  obstet¬ 
rics/gynecology  rotation  is  of  two 
months’  duration,  unless  the  resi¬ 
dent  has  decided  to  practice  obstet¬ 
rics  when  he  enters  his  own  prac¬ 
tice;  he  then  has  the  opportunity  for 
extensive  training  in  this  area. 
While  there  is  a  two  months’  rota¬ 
tion  in  psychiatry,  emphasis  is 
placed  on  the  emotional  needs  of 
ambulant  patients  seen  over  long 
periods  of  time.  Emphasis  in  sur¬ 
gery  is  on  initial  care  of  major 
trauma,  minor  office-type  surgery, 


t  Supported 

in 

part 

by 

U.S.  Public 

Health  Service 

Grant 

#  DQ8  PE08026- 

01 

t  Supported 

in 

part 

by 

U.S.  Public 

Health  Service 

Grant 

#  5A07AH  00285- 

01 

§  Supported 

in 

part 

by 

U.S.  Public 

Health  Service  Grant  # 1  D15  PE00076- 
01 


surgical  diagnosis  and  complica¬ 
tions,  with  very  little  operating  room 
experience.  Most  of  the  required  ro¬ 
tations  are  completed  during  the 
second  year.  The  third  year  is 
designed  primarily  for  electives  in 
areas  of  special  interest  to  the  resi¬ 
dent  or  of  special  need  as  deter¬ 
mined  by  both  the  resident  and  fac¬ 
ulty.  Approximately  one-fourth  of 
the  time  of  the  second-year  resident 
is  spent  in  ambulatory  care  and 
one-half  the  time  of  the  third-year 
resident.  Several  additional  oppor¬ 
tunities  are  available  for  the  resi¬ 
dent  to  be  described  later  under  the 
team  teaching  and  continuing  edu¬ 
cation  sections. 

Physician’s  Assistant  Programs 

In  1968  a  pilot  program  for  a 
“family  health  advisor”  II  was 
started  with  one  nurse,  who  was 
given  the  opportunity  to  learn  a 
number  of  special  techniques  for 
use  in  family  practice.  This  person 
proved  quite  helpful,  and  the  expe¬ 
rience  gained  is  being  used  in  the 
development  of  a  family  health  spe¬ 
cialist  program. H  In  this  program, 
based  in  the  division  of  nursing  of 
the  College  of  Human  Development, 
Pennsylvania  State  University,  a 
baccalaureate  degree  nurse  now  is 
able  to  earn  a  master’s  degree  as  a 
family  health  specialist.  This  person 
will  become  an  assistant  to  a 
primary  physician  after  an  eighteen- 
month  training  program,  part  of 
which  will  be  conducted  through  this 
department. 

In  April  of  last  year  a  Medex 
Program  #  was  begun  with  fifteen 
students.  The  purpose  of  this  pro¬ 
gram  is  to  prepare  individuals  with 
extensive  training  and  experience 
in  delivery  of  patient  care  as  assist¬ 
ants  for  the  primary  care  physician, 
particularly  those  overwhelmed 
physicians  in  rural  areas.  Students 
receive  three  months  of  didactic 
training  at  the  medical  center 
followed  by  a  year  of  preceptorship 
training  under  a  carefully  selected 

II  Supported  by  U.S.  Public  Health  Serv¬ 
ice  Grant  #  %  ROI  HS000261-03 
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physician  with  whom  they  will  then 
be  expected  to  continue  to  work.  The 
fourth  class  will  be  admitted  in 
January  1975. 

Team  Teaching 

In  order  to  help  various  health 
care  providers  learn  to  work 
together  as  a  team,**  two  models 
have  been  developed  to  allow  them 
to  train  together.  One  model  is 
located  in  an  inner  city  neigh¬ 
borhood  health  center  and  the  sec¬ 
ond  in  a  rural-suburban  area.  The 
team  consists  of  a  family  physician 
and  a  neighborhood  health  worker 
in  the  inner-city  model  to  provide 
continuity,  with  a  rotation  of  medi¬ 
cal  students,  student  nurses,  physi¬ 
cian  assistants,  and  family  practice 
residents. 

Teaching  Sites 

A  rich  variety  of  teaching  locales 
is  now  available  to  our  students 
including  the  two  family  practice 
model  units  at  the  medical  center, 
university  hospital,  community  hos¬ 
pitals,  a  neighborhood  health 
center,  and  the  offices  of  more  than 
fifty  practitioners.  In  addition  to 
these,  an  ambulatory  health  care 
center  is  being  established  in  a 
small  rural  village  about  thirty-five 
miles  from  the  medical  center.  This 
unit  will  house  several  physicians, 
two  dentists,  a  pharmacy  and  will 
provide  continuing  health  care  and 
emergency  care  to  the  people  of 
that  area.  It  will  be  conducted  under 
the  auspices  of  this  department  as  a 
teaching  extension  and  will  have  fa¬ 
cilities  for  a  rotation  of  residents, 
students,  student  nurses,  and 
physicians’  assistants.  This  will 
provide  a  possible  prototype  for 
health  centers  in  rural  areas  for  the 
future. 

Continuing  Education 

Interest  of  family  physicians  in 
continuing  education  is  intense.  For 
three  years  the  department  has 
conducted  a  course  “Newer  Con¬ 
cepts  of  Family  Medicine,”  open  to 
all  physicians  without  registration 
every  Tuesday  morning  from  8:00  to 

**  Supported  in  part  by  U.S.  Public 
Health  Service  Grant  #  1  D08  PE00403- 
01 
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9:00  and  approved  for  Category 
One  credit  by  the  American  Acade¬ 
my  of  Family  Physicians.  In  addition, 
a  series  of  one  or  two-day  seminars 
is  conducted  each  year  on  topics  of 
peculiar  interest  to  family  physi¬ 
cians. 

Research 

New  disciplines  such  as  family 
medicine  and  community  medicine 
need  a  strong  research  activity  in 
order  to  realize  their  full  potential. 
While  our  interest  in  this  area  is 
high,  we  have  barely  begun  to  de¬ 
velop  this  field.  A  number  of  our 
students  have  done  particular 
research  projects  in  family  medi¬ 
cine  or  community  medicine  during 
summers  or  as  part  of  their 
research  requirement. 

A  joint  project  in  collection  of 
ambulatory  care  data  is  currently 
being  conducted  with  the  family 
practice  program  at  the  Lancaster 
General  Hospital.*}:  Collection  of 
this  data  permits  quantitative 
studies  of  the  types  of  problems 
seen  in  family  practice,  the  commu¬ 
nity  relationships,  and  a  compari¬ 
son  between  the  two  family  practice 
departments  in  varied  demographic 
settings.  Information  gathered 
should  be  of  great  value  in  further 
development  of  all  aspects  of  the 
teaching  program. 

Community  Family  Medicine 

While  the  programs  just  de¬ 
scribed  have  a  great  diversity,  there 
are  several  common  purposes 
which  prqyide  a  basis  for  cohesi¬ 
veness.  The  first,  of  course,  is  the 
basic  interest  in  teaching  family 
medicine.  A  second  goal  of  great 
importance  to  us  as  Pennsylvania 
citizens,  and  as  part  of  the  state 
university,  is  the  imperative  to  meet 
the  health  care  needs  of  Pennsyl¬ 
vania  communities. 

Teaching  programs  stress  the 
community  involvement  of  the  fami¬ 
ly  medicine  team  as  a  resource  for 
health  care  information  and  leader¬ 
ship  as  well  as  a  provider  of  health 
services.  Experiences  are  designed 
to  introduce  the  student  to  the  com- 


tt  Partially  funded  by  a  Susquehanna 
Valley  Regional  Medical  Program  Grant 


munity  by  training  him  in  this  set¬ 
ting.  Programs  are  directed  to  areas 
of  health  care  need  with  special 
emphasis  on  rural  areas. 

Rural  Health  Care 

Little  reliable  documentation  is 
available  as  to  why  so  few 
physicians  enter  rural  practice,  but 
most  of  the  physicians  of  this 
department  have  been  in  private 
rural  practice  in  Pennsylvania  and 
have  a  keen  awareness  both  of  the 
problems  and  of  the  underlying 
causes.  Among  the  most  important 
basic  reasons  why  so  few  physicians 
enter  private  rural  practice  are:  (1) 
inadequate  or  inappropriate  training 
to  meet  the  challenges  of  country 
practice;  (2)  lack  of  role  models  with 
whom  to  identify  in  medical  school; 
(3)  lack  of  familiarity  with  the  advan¬ 
tages  and  life  style  of  rural  commu¬ 
nities;  (4)  lack  of  appropriate  help  to 
provide  a  share  of  off-hour  coverage 
and  practice  “manageability”;  and 
(5)  the  unavailability  of  consultation 
and  continuing  education. 

The  entire  predoctoral  and  resi¬ 
dency  program  is,  of  course, 
designed  to  answer  the  first  two 
identified  problems.  The  precep- 
torship  program  has  introduction  to 
rural  life  as  one  of  its  major  pur¬ 
poses.  The  Medex  program  and  the 
family  health  specialist  program  are 
both  designed  to  meet  the  problems 
of  insufficient  properly  trained  pro¬ 
fessional  assistants. 

On  the  basis  of  the  limited  experi¬ 
ence  we  have  had  so  far,  we  believe 
that  these  approaches  will  provide 
a  substantial  answer  to  the  problem 
of  health  care  in  rural  Pennsylvania. 

Problems 

One  of  the  major  problems  of  all 
family  practice  programs  is  in  the 
recruitment  of  faculty  who  are  both 
superb  family  physicians  and  have 
an  enthusiastic  interest  in  teaching. 
This  problem  is  extremely  critical 
and  will  remain  so  for  several  more 
years  until  graduates  of  residency 
programs  are  more  plentful. 

A  continuing  and  difficult 
problem  is  evaluation  of  the  results 
of  a  teaching  program.  Much  of 
family  medicine  involves  subtleties 
of  attitude  which  are  difficult  to 


measure  or  to  attribute  to  a  specific 
learning  experience.  It  is  important 
that  we  strive  to  learn  such  tech¬ 
niques  in  order  to  make  the  neces¬ 
sary  curricular  changes  and  devise 
the  best  possible  teaching  mechan¬ 
isms. 

Perhaps  as  medical  educators  we' 
should  take  a  more  holistic  view¬ 
point  in  the  evaluation  of  our 
students.  Perhaps  we  should  find 
ways  of  measuring  total  skills, 
knowledge,  and  attitudes  on  a 
comprehensive  rather  than  on  a 
departmental  or  disease-centered 
basis  to  assess  the  impact  these 
new  physicians  will  have  on  the 
health  care  in  the  area  where  they 
practice. 

Funding  of  all  aspects  of  the  fam¬ 
ily  and  community  medicine 
teaching  program  has  been  a  major 
problem  in  the  past.  Current  needs 
are  well  met  through  federal  grants, 
but  these  are  temporary  and  a 
sound,  permanent  base  must  be  de¬ 
veloped  through  state  sources.  This 
will  require  a  recognition  of  com¬ 
monality  of  interests  of  such  a  pro¬ 
gram  with  the  need  for  innovation  in 
the  delivery  of  health  care  to  the  cit¬ 
izens  of  Pennsylvania. 

Summary 

A  brief  review  has  been  pre¬ 
sented  of  some  of  the  major  areas 
of  involvement  of  the  department  of 
family  and  community  medicine  of 
the  Pennsylvania  State  University 
College  of  Medicine  as  a  follow-up 
to  a  preliminary  report  of  five  years 
ago.  These  activities  include 
teaching  in  both  family  and  commu¬ 
nity  medicine  at  all  levels  for  medi¬ 
cal  students,  physicians’  assistants, 
family  practice  residents,  and  for 
the  practitioner.  Health  care  deli¬ 
very  service  to  the  community  is 
still  a  large  part  of  the  activities  and 
an  essential  basis  for  a  credible 
teaching  program,  we  believe.  In 
addition  to  the  medical  center, 
teaching  opportunities  have  been 
developed  in  physicians’  offices,  a 
neighborhood  health  center,  com¬ 
munity  hospitals,  and  are  planned 
for  a  rural  ambulatory  care  center. 
A  mere  beginning  has  been  made  in 
the  area  of  research  in  ambulatory 
care.  Further  details  on  any  of  these 
programs  are  available.  □ 
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In  congestive  heart  failure... 

secondary  aldosteronism 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure  " 
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Aldosteronism 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


•adapted  from  coodley,  e.1 
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To  "switch  off"  the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone 

brand  of 

spironolactone  25-mg.  tablets 

the  only  specific 
aldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

Three  ways  to  use  Aldactone  in 
congestive  heart  failure 

1.  As  the  only  diuretic 

■  Often  sufficient  alone. 

*  Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule. 

Avoids  potassium  loss. 

2.  As  the  basic  daily  diuretic  with  an  "add-on" 
alternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

■Aldactone  plus  "A.D.D."  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  "add-on"  diuretic.2 

■  Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

3.  As  a  daily  diuretic  in  combination  with 
a  daily  dose  of  a  thiazide 

■  Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications— Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail¬ 
ure,  cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema.  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a  thiazide  diuretic. 

Contraindications— Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in¬ 
dicated  unless  a  glucocorticoid  is  also  given.  Discontinue  potassium  supplemen¬ 
tation  if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry¬ 
ness  of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a  low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper¬ 
azotemia  exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper¬ 
tensive  drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions — Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro¬ 
intestinal  symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti¬ 
caria,  mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice.  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with,  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adjust  subsequent  dosage  according 
to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg.  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a  thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred.  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A  daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A  glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a  conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1  liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a  history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  'sterilize''  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight. 

References:  1.  Coodley,  E.:  Consultant  12:106-107,  109,  111,  113,  115  (July) 
1972.  2.  Thom,  G.  W.,  and  Lauler,  D.  P.:  Am.  J.  Med.  53:673-684  (Nov.)  1972. 
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SEARLE 


The  Role 
of  the 
Detail  Man 


"I  may  be  prejudiced,  but  I  am 
very  much  in  favor  of  the  detail  men 
I  meet.  Most  of  them  are  knowledge¬ 
able  about  the  drugs  they  promote 
and  can  be  a  great  help  in  acquaint¬ 
ing  me  with  new  medication.” 


Family  Physician’s  Perception 

I  think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I  have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na¬ 
ture  of  my  practice.  They,  there¬ 
fore,  limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I  usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a  potential  for  detail  men 
to  play  a  meaningful  role.” 


Dialogue 


The  Positive  Influence 

My  contact  with  representa¬ 
tives  and  salesmen  of  the  pharma¬ 
ceutical  industry  is  the  type  of  con¬ 
tact  that  people  in  a  medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihooi 
on  a  somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I  person¬ 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes¬ 
sionals.  Thus  they  could  be— and 
at  times  actually  are— dissemina¬ 
tors  of  useful  information.  They 
could  consistently  serve  a  real  edu¬ 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific¬ 
ally  sound  and  therefore  truly  use¬ 
ful— as  well  assomeexcellentfilms 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


Is  He  a  Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a  great  fund  of  information 
about  the  drug  products  he  is  re¬ 
sponsible  for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I  exercise  some  caution.  I  usu¬ 
ally  accept  most  of  the  statements 
and  opinions  that  I  find  in  the 
papers  and  studies  which  come 
from  the  larger  teachingfacilities. 

It  goes  without  saying  that  a  physi¬ 
cian  should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a  candidate  for  the 
position  as  a  sales  representative 
of  a  pharmaceutical  company 
should  be  a  graduate  pharmacist 
who  has  a  questioning  mind.  I  don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa¬ 
tional  material  and  serve  not  just 
as  “pushers"  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti¬ 
cal  companies  are  not  producing  all 
this  material  as  a  labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti¬ 
vated  sales  representative  can 
exert  a  negative  influence  on  the 
practicing  physician,  both  by  pre¬ 
senting  a  one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a  representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen¬ 
sively.  It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con¬ 
stantly  reviewed  as  well  as  up¬ 
dated.  This  phase  of  the  sales  rep¬ 
resentative’s  education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I  am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a  great  deal  of  in¬ 
formation  about  the  products  they 
produce— information  about  indi¬ 
cations,  contraindications,  side 
effects  and  precautions.  Yet,  al¬ 
though  most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whetheror  not  they  are  able  to  ful¬ 
fill  their  important  function.  Inci¬ 
dentally,  I  feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a  continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo¬ 
tional  and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor¬ 
rective  criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ¬ 
ent  peer  review.  The  better  edu¬ 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar¬ 
maceutical  industry,  health  pro¬ 
fessionals  and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa¬ 
tion  on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an¬ 
swers  to  specific  questions  sup¬ 
plied  by  the  pharmaceutical  repre¬ 
sentative.  However,  that  informa¬ 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur¬ 
geons  or  salesmen. 

Value  of  Sampling 

I  personally  am  in  favor  of 
limited  sampling.  I  do  not  use 
sampling  in  order  to  perform  clini¬ 
cal  testing  of  a  drug.  I  feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a  controlled  environment. 

I  do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I  do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I  get  to  seethe  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a  liquid 
form  I  take  the  time  to  taste  it.  In 
that  way  I  am  able  to  give  my  pa¬ 
tients  more  complete  information 
about  the  particular  medications 
that  I  prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi¬ 
tioner  must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re¬ 
sponsibility  to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a  high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a  high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I  challenge  the  industry  as 
a  whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Announcing 
Controlled  Medical 
Lea$ing 
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Your  automobile  leasing  consultants 

specializing  in  diagnosing  your  automotive  leasing 
needs  and  prescribing  answers. 

□  Fleet  discount  program  tailored  specifically  for 
members  of  P.M.S. 

□  Statewide  network  of  service  facilities. 

□  Your  membership  in  P.M.S.  is  your  security  deposit. 
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20  Erford  Road,  Lemoyne,  Pa.  17043 
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TRAUMA! 


Fat  embolism 

LARRY  C.  CAREY,  M.D. 
Pittsburgh 


‘Our  understanding  of  fat  embolism  has  changed  markedly  in  the 
past  fifteen  or  twenty  years.  Few  clinical  conditions  associated  with 
traumatic  injury  have  been  more  extensively  studied  in  the  laborato¬ 
ry  or  at  the  bedside.  Much  remains  to  be  learned,  but  a  major  ad¬ 
vance  has  been  the  identification  of  the  pulmonary  functional  distur-' 
bance  as  being  the  major  culprit  which  in  turn  is  responsible  for 
many  other  system  dysfunctions,  the  central  nervous  system  being 
the  most  obvious.  The  practice  of  doing  blood  gas  determinations  in 
injured  patients  has  undoubtedly  assisted  us  in  recognizing  fat 
embolism  early  and  in  subclinical  states  where  hypoxemia  may  be 
the  only  clue  to  the  diagnosis.’ 


ALL  victims  of  severe  trauma  are 
at  risk  with  regard  to  fat 
embolism.  It  is  clear  that  skeletal 
trauma,  while  often  associated  with 
fat  embolism,  is  not  a  prerequisite. 
A  primary  triad  of  low  arterial  p02, 
abnormal  chest  x-ray,  and  mental 
confusion  is  associated  with  a  sec¬ 
ondary  triad  of  petechiae,  hypocal¬ 
cemia,  and  lipuria  to  suggest  the 
diagnosis.  While  fat  in  the  urine  and 
elevated  serum  lipase  are  often 
found  in  the  severely  injured,  they 
may  occur  in  the  absence  of  the 
clinical  signs  and  symptoms  of  fat 
embolism.  Lipuria  was  present  in 
forty-nine  of  fifty  severely  wounded 
soldiers  and  hyperlipasemia  in 
thirty  out  of  fifty.  Only  five  devel¬ 
oped  the  clinical  picture  of  fat 
emboli. 

Several  factors  appear  important 
in  preventing  fat  embolization.  The 
first  is  prompt  vigorous  treatment  of 


shock  if  it  is  associated  with 
trauma.  Balanced  salt  solution  plus 
blood  is  preferred.  All  fractures 
should  be  splinted  as  quickly  as 
possible  and  litter  transfers  held  to 
a  minimum.  Corticosteroids  should 
be  given  early  and  in  dose  equiva¬ 
lents  to  100  mgm  of  hydrocortisone 
every  six  hours  for  four  doses.  If  ar¬ 
terial  p02  is  below  70,  respiratory 
support  should  be  instituted  even  in 
the  absence  of  symptoms  of  respi¬ 
ratory  distress.  Finally,  once  resus¬ 
citation  is  achieved  and  hemo¬ 
dynamic  stability  accomplished, 
fluid  should  be  restricted  and 
diuretics  administered  in  an  attempt 
to  diminish  lung  water. 

It  is  appealing  to  view  fat 
embolism  as  a  condition  similar  to 
aspiration  pneumonia  except  that  it 
begins  in  the  capillary  rather  than 
the  alveolus.  In  aspiration,  the  hy¬ 


drochloric  acid  in  the  alveolae 
cause  interstitial  edema  and  hemor¬ 
rhage.  In  fat  embolism,  neutral  fat  in 
.the  capillary  is  converted  to  ini¬ 
tiating  free  fatty  acids  by  lipase  in 
the  lung  parenchyma,  causing  inter¬ 
stitial  edema  and  hemorrhage. 
Steroids  are  used  to  attempt  to 
minimize  the  inflammatory  re¬ 
sponse  in  both  conditions.  Heparin 
has  little  role  in  the  treatment  of  fat 
embolism  and  has  been  harmful  in 
experimental  settings.  Alcohol 
probably  is  ineffective  since  it  is 
nearly  always  given  too  late. 

Fat  embolism  is  diagnosed  clini¬ 
cally  and  is  generally  associated 
with  severe  trauma  and  shock.  If 
death  occurs,  it  is  most  often  from 
progressive  pulmonary  insuf¬ 
ficiency.  Prompt  treatment  of  shock, 
splinting  of  fractures,  and  respira¬ 
tory  support  are  the  essentials  of 
therapy.  □ 


Dr.  Carey  is  from  the  department 
of  surgery  at  the  University  of 
Pittsburgh  School  of  Medicine. 
The  Pennsylvania  Division  of  the 
American  Trauma  Society  and 
the  State  Society’s  Commission 
on  Emergency  Medical  Services 
assist  in  the  dissemination  of  in¬ 
formation  on  trauma. 
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Continuing  education. . . 

now  a  PMS  membership  requirement 


When  do  you  report  your  studies ? 


!>j»  22  MW8 


Application  to  use 

1974 

1975 

1976 

1977 


Period  covered 

7/1/71  -  6/30/74 
7/1/72  -  6/30/75 
7/1/73  -  6/30/76 
7/1/74  -  6/30/77 


Next  application  due 

1977 

1978 

1979 

1980 


You  may  submit  an  application  form  only  once  every 
three  years.  The  AMA  will  mail  the  correct  form  directly 
to  you  when  your  previous  award  is  about  to  expire. 

The  AMA  notifies  the  Pennsylvania  Medical  Society  of 
all  physicians — both  AMA  members  and  non¬ 
members — who  have  applied  for  and  received  the 
Physician’s  Recognition  Award.  You  do  not  need  to  mail 
any  report  to  the  Pennsylvania  Medical  Society. 


For  more  information  contact: 
Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  PA  17043 
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Emergency  care  of  the  hemophiliac 

M.  ELAINE  EYSTER,  M.D. 

Hershey 

Guidelines  for  initial  therapy  are  presented  and  the 
necessity  for  appropriate  follow-up  is  stressed 


Dr.  Eyster  is  associate  professor  of 
medicine  and  chief  of  the  division  of 
hematology  at  the  Milton  S.  Hershey 
Medical  Center,  Pennsylvania  State 
University,  Hershey.  This  is  the  sec¬ 
ond  in  a  series  of  articles  on  hemo¬ 
philia. 


A  KNOWN  hemophiliac  who 
presents  to  the  emergency 
room  with  symptoms  which  he  at¬ 
tributes  to  bleeding  should  be 
treated  as  soon  as  the  following 
questions  have  been  answered.  (1) 
What  type  of  hemophilia  do  you 
have?  (2)  How  and  when  have  you 
been  treated  in  the  past?  (3)  Have 
you  ever  had  an  inhibitor?  (4) 
Where  are  you  bleeding? 

Type  of  Hemophilia 

Over  95  percent  of  hemophiliacs 
will  have  either  Factor  VIII  (AHF)  or 
Factor  IX  (PTC)  deficiency.  It  is  im¬ 
portant  to  be  certain  of  the  type  of 
factor  deficiency  before  initiating 
therapy.  In  the  near  future,  every 
known  hemophiliac  in  the  state  of 
Pennsylvania  should  have  had  diag¬ 
nostic  studies  at  one  of  the  nine 
state  treatment  centers  and  should 
have  in  his  possession  an  identifica¬ 
tion  card  confirming  his  diagnosis. 
(See  Hemophilia  and  the  Pennsyl¬ 
vania  Program,  Lewis,  J.  H.  and 
Gens,  R.  D.,  September  1974  PENN¬ 
SYLVANIA  MEDICINE) 


Past  Treatment 

For  most  hemorrhages,  cryopre- 
cipitate  or  one  of  the  commercial 
Factor  VIII  concentrates  (Hemophil, 
®Hyland;  Factorate,®  Armour;  Hu- 
mafac,®  Parke-Davis;  or  AHF  from 
Abbott  or  Squibb)  is  indicated. 
Because  of  the  increased  risk  of 


hepatitis  with  concentrates,  cryo- 
precipitate  is  preferred  for  the  very 
young  child,  the  mild  hemophiliac 
who  bleeds  infrequently  and  has 
had  relatively  few  transfusions,  the 
adult  hemophiliac  who  has  never 
been  jaundiced,  and  the  patient 
with  Von  Willebrand’s  disease. 
Cryoprecipitate  should  not  be 
given,  however,  if  the  patient  has 
had  a  previous  history  of  a  serious 
allergic  reaction  to  plasma  or 
cryoprecipitate.  None  of  these  prod¬ 
ucts  should  be  used  for  the  patient 
with  Factor  IX  deficiency  since  they 
do  not  contain  significant  quantities 
of  this  factor.  For  such  patients  it  is 
necessary  to  use  fresh  frozen 
plasma  or  Factor  IX  concentrates 
(Konyne,®  Cutter;  or  Proplex, 
®Hyland). 

Previous  Inhibitors 

It  is  estimated  that  from  5  to  20 
percent  of  patients  with  hemophilia 
develop  inhibitors  which  inactivate 
transfused  Factor  VIII  (or  IX).  The 
presence  of  an  inhibitor  does  not 
seem  to  make  bleeding  episodes 
any  more  frequent.  However,  when 
bleeding  does  occur,  it  may  persist 
longer  and  be  even  more  damaging 
because  of  the  lack  of  response  to 
transfused  Factor  VIII  (or  IX).  Since 
transfusions  only  stimulate  the 
production  of  more  inhibitor,  trans¬ 
fusions  are  withheld  from  patients 
with  inhibitors  except  under  the 
most  urgent  circumstances  when 
they  are  employed  with  other 


modalities  of  therapy  by  an  experi¬ 
enced  physician  who  has  the  serv¬ 
ices  of  an  expert  coagulation  labo¬ 
ratory.  Therefore,  the  patient  with  a 
history  of  an  inhibitor  should  not  re¬ 
ceive  treatment  with  blood  products 
in  the  emergency  room. 

Site  of  Bleeding 

Early  treatment  of  hemorrhages 
before  signs  become  apparent  is  of 
great  importance.  Swelling  and  lim¬ 
itation  of  motion  are  late  signs  of 
joint  and  muscle  hemorrhages.  Pain 
or  a  peculiar  burning  sensation  is 
often  the  only  early  symptom.  It 
should  be  emphasized  that  the  he¬ 
mophiliac  or  his  parent  is  in  the 
best  position  to  tell  the  physician 
when  treatment  is  indicated.  More¬ 
over,  by  the  time  he  is  seen  in  the 
emergency  room,  it  can  be  assumed 
that  bleeding  is  significant,  and 
needless  delay  will  only  prolong  the 
duration  and  cost  of  treatment. 

Therapy  Recommendations 

Both  Factor  VIII  and  Factor  IX 
have  relatively  short  half-lives.  This 
means  that  successive  doses  must 
be  given  if  adequate  levels  are  to  be 
maintained.  The  half-life  of  trans¬ 
fused  Factor  VIII  (or  IX)  after  the  ini¬ 
tial  infusion  is  about  twelve  hours. 
Therefore,  subsequent  doses,  when 
indicated,  are  usually  given  every 
twelve  to  twenty-four  hours. 

To  calculate  the  number  of 
Factor  VIII  (or  IX  units)  needed  for 
infusion,  multiply  the  weight  of  the 
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individual  (in  pounds)  by  the 
desired  factor  level  (in  percent)  and 
divide  by  5.  For  example,  to  obtain  a 
50  percent  level  in  a  150  pound  indi¬ 
vidual,  ^05x  —  =  1,500  units.  For 

practical  purposes,  a  single  in¬ 
fusion  calculated  to  raise  the  Factor 
VIII  (or  IX)  level  to  50  percent  is 
usually  desirable,  since  this  will 
provide  (1)  adequate  factor  for  the 
initial  treatment  of  a  severe  hemor¬ 
rhage  and  (2)  adequate  levels  long 
enough  after  a  minor  hemorrhage 
so  that  subsequent  therapy  may  not 
be  necessary.  When  commercial 
fractions  are  used,  dosage  calcula¬ 
tions  are  made  from  units  which  ap¬ 
pear  on  the  product  label.  Example: 

Fraction  labeled  “262  units”  =  i.soo 

262 

=  5.73  bottles.  Use  instead  the  full 
six  bottles.  If  cryoprecipitate  is 
used,  one  bag  is  expected  to  con¬ 
tain  approximately  100  AHF  units, 
(e.g.  fifteen  bags  would  be  required 
to  obtain  1,500  units).  When  treating 
a  small  child,  it  is  advisable  to  give 
one  or  two  extra  bags  to  insure  ade¬ 
quate  coverage. 

Cryoprecipitate  is  stored  frozen 
in  individual  bags  and  must  be 
thawed  and  pooled  into  a  single 
pack  prior  to  infusion.  Both 
cryoprecipitate  and  concentrates 
are  usually  infused  at  a  rate  of  10  to 
15ml  per  minute  through  a  No.  21  or 
a  No.  23  gauge  needle.  Both  may  be 
given  directly  through  an  infusion 
set  or  IV  push  from  a  syringe  if  care 
is  used  to  avoid  injection  of  par¬ 
ticulate  material  by  using  a  special 
filter.  When  using  concentrates,  the 
specific  instructions  for  reconstitu¬ 
tion  on  the  package  insert  should 
be  followed  and  care  taken  to  ad¬ 
minister  the  entire  volume. 

Recommendations  for  specific 
types  of  bleeding  episodes  are  as 
follows:  For  early  treatment  of 
minor  spontaneous  joint  hemor¬ 
rhages  with  minimal  pain,  fresh 
frozen  plasma  lOcc/kg  is  often  suf¬ 
ficient.  If  available,  cryo  or  concen¬ 
trate  may  also  be  given.  For  more 
severe  hemorrhages  into  joints  or 
muscles  with  swelling,  severe  pain 
or  spasm,  cryoprecipitate  or  con¬ 
centrate  should  be  given  and 
repeated  daily  for  two  to  four  days. 

For  gum  or  lip  lacerations,  treat¬ 
ment  may  need  to  be  repeated  daily 
for  three  to  five  days.  The  an¬ 


tifibrinolytic  agent  epsilon  aminoca- 
proic  acid  (EACA)  or  Amicar 
®Lederle)  is  frequently  helpful  in 
reducing  the  amount  of  concentrate 
required  for  mouth  or  dental 
bleeding.  EACA  is  usually  given 
orally  in  a  dose  of  100  mg/kg  every 
six  hours  for  seven  to  ten  days.  The 
total  daily  dose  should  not  exceed 
24  grams.  EACA  is  not  routinely 
recommended  for  other  types  of 
bleeding  and  should  not  be  used  in 
the  presence  of  hematuria. 

For  grossly  bloody  urine  with 
pain  or  clots,  a  50  percent  initial 
dose  should  be  given,  and  fluids 
should  be  forced. 

Any  significant  head  injury 
should  be  treated  with  at  least  a 
single  dose  of  replacement  therapy, 
even  in  the  absence  of  symptoms. 
Bleeding  into  the  neck,  posterior 
tongue,  throat,  or  groin  necessitates 
immediate  treatment  with  large 
amounts  of  concentrate  to  bring  the 
calculated  plasma  level  to  50  per¬ 
cent  or  higher. 

Any  hemophiliac  who  has  been  in 
an  accident  should  be  treated  even 
if  no  symptoms  have  appeared 
when  he  is  seen  in  the  emergency 
room.  Experience  has  shown  that 
huge  hematomas  may  develop 
slowly  in  these  patients  after  severe 
injury. 

The  following  symptoms  are  of 
particular  significance: 

(1)  Any  unusual  headache,  partic¬ 
ularly  if  it  persists  more  than  six  to 
eight  hours.  Nausea  and  vomiting 
are  late  signs  of  intracranial 
bleeding. 

(2)  Numbness,  tingling,  or 
weakness  of  an  arm  or  leg.  These 
symptoms  are  usually  indicative  of 
nerve  compression  from  a  hema¬ 
toma. 

(3)  Thigh  flexion,  pain  in  the  hip 
or  back,  or  urinary  frequency. 
These  symptoms  are  indicative  of 
retroperitoneal  or  hip  bleeding. 
Numbness  or  tingling  above  the  pa¬ 
tella  is  an  early  symptom  of  femoral 
nerve  compression  in  association 
with  an  iliopsoas  hematoma. 

(4)  Vomiting  blood  or  passing 
bloody  or  black  stools. 

It  is  most  important  that  the  he¬ 
mophiliac  not  be  sent  out  of  the 
emergency  room  without  adequate 
follow-up  treatment  and  appropriate 
diagnostic  studies  when  indicated. 


In  general,  these  can  best  be  done 
by  a  physician  who  is  experienced 
and  knowledgeable  in  the  area  of 
hemophilia.  For  minor  problems,  a 
telephone  consultation  with  such  a 
person  may  suffice.  However, 
prompt  referral  to  a  treatment 
center  is  usually  indicated  since 
most  community  hospitals  do  not 
stock  large  quantities  of  cryopreci¬ 
pitate  or  concentrates. 

Other  recommendations  are  as 
follows:  Aspirin  should  never  be 
used  in  treatment  of  the  hemophil¬ 
iac  since  it  interferes  with  platelet 
aggregation  and  potentiates 
bleeding.  Plain  Darvon®  (Eli  Lilly  & 
Co.)  or  acetaminophen  should  be 
used  instead  of  aspirin-containing 
compounds.  Intramuscular  injec¬ 
tions  should  never  be  given.  Medi¬ 
cations  should  be  given  orally  or  in¬ 
travenously.  If  given  IV,  firm  pres¬ 
sure  should  be  applied  directly  to 
the  site  for  two  to  three  minutes 
after  venipuncture. 

Adverse  effects  of  therapy 

If  the  four  questions  posed 
previously  have  been  answered  cor¬ 
rectly,  the  benefits  far  outweigh  the 
disadvantages  of  empiric  therapy. 
The  major  disadvantages  are  the 
risk  of  hepatitis  and  the  cost.  The 
risk  of  hepatitis  is  significant  in  the 
mild  hemophiliac  who  is  treated 
infrequently  and  in  the  hemophiliac 
who  is  given  concentrates  for  the 
first  time.  The  cost  of  1,500  units  of 
Factor  VIII  is  approximately  two 
hundred  dollars,  and  for  some  pa¬ 
tients,  the  amount  of  replacement 
therapy  suggested  will  be  exces¬ 
sive.  However,  for  the  majority  of 
patients,  initial  high-dose  therapy 
will  achieve  prompt  hemostasis, 
and  will  shorten  the  duration  of 
therapy  required  for  the  enhanced 
tissue  damage  which  is  incurred 
following  inadequate  therapy. 

Summary 

The  hemophiliac  knows  when  he 
is  bleeding.  By  the  time  he  presents 
in  the  emergency  room,  the 
bleeding  episode  is  usually  of  suf¬ 
ficient  duration  and  severity  to 
demand  prompt  treatment  with  high 
potency  materials.  Needless  delay 
will  only  lead  to  further  complica¬ 
tions  and  additional  costs.  □ 
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Bladder  training  in  spinal  cord  injured  patients 
utilizing  an  intermittent  catheterization  technique 


I  N  1970,  the  U.S.  Public  Health 
I  Service  conjectured  that  there 
were  approximately  100,000  spinal 
cord  injured  patients  in  the  U.S. 
with  an  estimated  annual  health 
care  cost  of  $2.4  billion.1  Bosch  et 
al  state  that  approximately  4,000 
new  quadriplegics  alone  are  added 
to  this  number  each  year.2 

In  a  study  of  deaths  among 
paraplegics  at  the  Long  Beach  Vet¬ 
erans  Administration  Hospital,  42 
percent  resulted  from  renal  compli¬ 
cations.1  It  is  little  recognized  by 
the  general  public  (and  even  by  the 
medical  profession  not  directly  in¬ 
volved  in  the  care  of  spinal  cord  in¬ 
jured  patients)  that  most  such  cases 
permanently  lose  voluntary  control 
of  voiding  and  that  some  substitute 
method  must  be  employed  to  insure 
adequate  urinary  drainage.  Unfortu¬ 
nately,  many  of  these  methods 
predispose  to  urinary  tract  infection 
or  obstruction  and  ultimately  culmi- 


MAGEE  REHABILITATION  HOSPITAL 
Philadelphia 

nate  in  renal  insufficiency  and 
death. 

Most  rehabilitation  centers  and 
those  hospitals  interested  in  spinal 
cord  injured  patients  are  vitally  con¬ 
cerned  with  this  problem.  The  ind¬ 
welling  catheter  has  for  years  been 
the  principal  stand-by  but  was  at¬ 
tended  with  complications  of  infec¬ 
tion,  periurethral  abscess  forma¬ 
tion,  obstruction,  and  bladder 
calculus  formation. 

Many  centers  have  taken  advan¬ 
tage  of  the  fact  that  if  the  injury 
were  above  the  sacral  segments 
(and  the  vast  majority  are),  a  simple 
reflex  could  be  induced,  and  the 
bladder  would  spontaneously  empty 
when  triggered  or  upon  becoming 
sufficiently  distended. 

A  method  is  proposed  to  induce 
such  a  reflex  in  male  patients 
employing  a  technique  developed 
by  Lapides  known  as  intermittent 
catheterization,  which  was  original¬ 


ly  designed  for  patients  with  atonic 
bladders.3  Because  this  technique 
does  not  interfere  with  the  normal 
rehabilitation  program  and  can  be 
carried  on  in  modified  form  if  the 
reflex  cannot  be  induced,  we 
believe  that  it  offers  considerable 
advantage  over  the  conventional 
triggering  mechanisms. 

Method 

1.  Patient  screening — Patients  are 
briefly  screened  for  candidacy.  If  it 
is  believed  that  there  are  no 
absolute  contraindications,  prelimi¬ 
nary  studies  are  obtained  including 
complete  blood  count,  blood  urea 
nitrogen,  creatinine,  intravenous 
pyelogram  and  urine  culture,  antibi¬ 
otic  sensitivity,  and  colony  count.  If 
bladder  calculi  are  encountered, 
cystolitholapexy  is  performed.  Cys- 
tometrograms  have  been  found  to 
be  of  little  prognostic  value  and  are 
not  routinely  included. 


TABLE  I 

Bladder  Training  Utilizing  Intermittent  Catheterization  Technique 
Magee  Hospital,  Philadelphia 


Age  of 
Patient 

Level  of 
Lesion 

tDate  of 

Injury 

Date  of 
Admission 

ICP 

Begun 

ICP 

Ended 

Status  at  Discharge 

21 

C5.6 

6/72 

9/72 

10/73 

10/31/73 

11/7/73 

11/7/73 

Voiding  spontaneously 

21 

T-12 

10/72 

1/73 

5/3/73 

5/8/73 

6/29/73 

Voiding  spontaneously 

#  20 

C6-7 

9/72 

11/72 

6/13/73 

6/28/73 

6/29/73 

Voiding  spontaneously 

19 

C4-5 

8/72 

11/72 

3/27/73 

4/30/73 

9/8/73 

Voiding  spontaneously 

37 

C5.6 

2/73 

5/73 

3/73  * 

-- 

9/24/73 

with  indwelling  cath. 

21 

t6  & 

T10 

3/73 

4/73 

6/13/73 

8/13/73 

11/2/73 

Voiding  spontaneously 

22 

C6-7 

3/73 

5/73 

8/9/73 

8/23/73 

9/28/73 

Voiding  spontaneously 

55 

L, 

11/72 

2/73 

5/1/73 

5/30/73 

9/8/73 

Voiding  spontaneously 

#  Admitted  with  suprapubic  cystostomy;  able  to  be  closed  prior  to  discharge. 

t  Lapse  of  time  between  date  of  injury  and  date  of  admission  to  rehabilitation  center  represents  stay  in  acute  care  facility 
and/or  at  home. 

*  Patient  removed  from  program  because  of  social  and  language  barriers  intermittent  catheterization  started  in  referring  hos¬ 
pital. 
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2.  Sterilization  of  Urine — Several 
days  before  the  indwelling  catheter 
is  to  be  removed,  an  appropriate 
antibiotic  is  administered  based  on 
the  urine  culture  and  antibiotic  sen¬ 
sitivity  tests  and  is  continued  for  at 
least  a  week  after  intermittent 
catheterization  is  begun  to  sterilize 
the  urine  as  completely  as  possible. 
Thereafter,  a  urinary  antiseptic  is 
employed  until  all  instrumentation 
is  discontinued.  Sterilization  of  the 
urine  is  believed  to  be  a  crucial  part 
of  the  procedure  and  should  not  be 
minimized. 

Because  frequent  urine  cultures 
are  expensive  and  time-consuming, 
screening  “paddle  cultures”  4  or 
stained  sediments  of  urine  are 
employed  once  or  twice  weekly  to 
ensure  continuity  of  sterility.  If  a 
“positive”  screening  test  is  ob¬ 
tained,  standard  urine  culture  and 
antibiotic  sensitivity  tests  are  per¬ 
formed,  and  the  patient  is  retreated. 
Correlation  between  the  screening 
procedures  and  standard  culture 
techniques  is  very  high.4 

3.  Intermittent  Catheterization  and 
“Rapid  Disconnect”  Device — When 
the  indwelling  catheter  is  removed, 
the  patient  is  fitted  with  an  external 
sheath  and,  more  recently,  a  “rapid 
disconnect”  device**  which 
permits  catheterization  without  re¬ 
moving  the  sheath,  thereby  elimin¬ 
ating  multiple  changes  and  permit¬ 
ting  patients  to  catheterize  them¬ 
selves  more  readily.  Oral  fluid  in¬ 
take  is  reduced,  particularly  at 
night,  to  avoid  overdistention  of  the 
bladder. 

At  first,  catheterization  is  carried 
out  by  the  rehabilitation  nurse  every 
four  hours,  utilizing  sterile  tech¬ 
nique.  If  the  patient  voids  spontane¬ 
ously  between  catheterizations,  the 
urine  is  collected  in  a  leg  bag  or 
bedside  bag  connected  to  the  ex¬ 
ternal  sheath,  and  the  volume 
measured  and  recorded  before  the 
next  catheterization.  Volume  of 
urine  at  each  four  hour  catheteriza¬ 
tion  is  also  measured  and  recorded. 


*  Clinicult  Paddle  Culture  for  Bac- 
teriuria,  Smith,  Kline  Diagnostics,  Div.  of 
Smith,  Kline  Corporation,  Phila.,  Pa. 


**  Developed  in  conjunction  with  the 
Franklin  Institute  Research  Labs.,  Ben¬ 
jamin  Franklin  Parkway,  Phila.,  Pa. 


At  the  same  time,  the  patient  is  in¬ 
structed  in  self-catheterization  and 
can  soon  take  over  the  procedure  if 
he  has  sufficient  manual  dexterity. 
In  the  case  of  quadriplegics,  a 
responsible  member  of  the  family  is 
selected  for  training. 

As  spontaneous  voiding  in¬ 
creases,  the  length  of  time  between 
catheterizations  is  increased,  being 
careful  that  the  volume  obtained  for 
each  individual  catheterization 
does  not  exceed  200  ml.  Intervals 
between  catheterizations  can  finally 
be  extended  to  once  every  twelve 
hours  and  frequently  discontinued 
completely  before  the  patient 
leaves  the  hospital;  and  spontane¬ 
ous  reflex  voiding,  using  one  of  the 
commercial  external  collecting  de¬ 
vices,  is  maintained  permanently. 
Periodic  checks  of  renal  function, 
residual  urine,  and  urine  cultures  is 
encouraged. 

If  no  reflex  or  only  a  partial  reflex 
can  be  induced,  the  patient  can  be 
maintained  solely  on  intermittent 
catheterization  or  a  combination  of 
intermittent  catheterization  and 
spontaneous  reflex  voiding. 

Results 

Results  are  summarized  in  Table 
I  for  eight  patients.  Four  more  pa¬ 
tients  are  currently  on  the  program. 
It  is  to  be  noted  that  the  time  in¬ 
terval  between  the  onset  of  injury 
and  beginning  of  intermittent  cathe¬ 
terization  technique  of  bladder 
training  is  variable  and  can  be  suc¬ 
cessful  a  year  or  more  after  injury. 

Discussion 

Spinal  cord  injured  patients  are 
generally  received  directly  from 
acute  care  units,  and  rehabilitation 
procedures  are  of  primary  impor¬ 
tance.  In  order  not  to  interfere  with 


The  intermittent  catheterization 
program  is  a  team  effort  by  the 
staff  at  Magee  Rehabilitation 
Hospital.  The  pilot  project  was 
supervised  by  Paul  Gonick, 
M.  D.,  associate  professor  and 
director  of  the  division  of 
urology,  Hahnemann  Medical 
College  and  Hospital. 


programs,  it  was  formerly  prudent 
to  delay  bladder  training  until  the 
patient  was  almost  ready  for 
discharge.  With  the  proposed  tech¬ 
nique,  bladder  training  can  be  insti¬ 
tuted  almost  immediately  since  the 
combination  of  an  external  col¬ 
lecting  device  and  intermittent 
catheterization  permits  control  of 
urinary  output  and  can  be  arranged 
to  fit  in  with  the  patient’s  rehabili¬ 
tation  program. 

In  virtually  all  cases,  male  spinal 
cord  injured  patients  can  be 
discharged  free  of  an  indwelling 
catheter.  Only  rarely,  where  the  pa¬ 
tient  cannot  be  taught  self-cathe¬ 
terization  and  no  responsible 
member  of  the  family  is  available,  is 
it  necessary  to  resort  to  surgical 
bypass  procedures  or  to  permanent 
indwelling  catheters. 

Although  not  the  ultimate  in  the 
solution  of  the  urinary  tract  problem 
in  male  spinal  cord  injured  patients, 
freedom  from  an  indwelling  cath¬ 
eter  has  provided  increased  safety 
and  comfort  and  can  permit  the  in¬ 
duction  of  spontaneous  voiding  ear¬ 
lier  and  without  the  loss  of  rehabili¬ 
tation  time. 

Summary 

A  technique  is  presented  using  a 
form  of  intermittent  catheterization 
through  a  “rapid-disconnect”  de¬ 
vice  to  induce  spontaneous  voiding 
in  selected  male  spinal  cord  injured 
patients.  A  pilot  program  suggests 
that  the  method  is  readily  accepted 
by  patients,  yields  a  high  rate  of 
success,  is  simple  and  economical 
enough  for  use  by  small  hospitals, 
and  does  not  interfere  with  the  re¬ 
habilitation  time  of  the  patient. 

It  is  believed  that  the  results  ob¬ 
tained  warrant  a  full-scale  inves¬ 
tigation  of  the  program  and  long¬ 
term  follow-up  to  determine  its 
safety  and  efficiency  over  an  ex¬ 
tended  period  of  time.  □ 
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The  following  case  presentation  is  of  the  Shy- 
Drager  variant  of  idiopathic  orthostatic  hypo¬ 
tension.  The  clinical  presentation, pathology  and 
management  are  discussed.  It  is  emphasized 
that  supine  and  standing  blood  pressures  should 
be  recorded  in  all  patients  with  syncope  to  insure 
prompt  recognition  and  treatment  of  this  un¬ 
common  entity. 


IDIOPATHIC  orthostatic  hypoten¬ 
sion  was  first  recognized  as  a 
distinct  clinical  entity  by  Bradbury 
and  Eggleston  in  1925. 1  It  is  a  rare 
disorder,  and  only  about  100  cases 
have  been  reported.6  The  disease  is 
characterized  by  orthostatic  hypo¬ 
tension,  diffuse  neurological  signs, 
a  slow  fixed  pulse  rate,  and  a 
progressive  downhill  course.  Shy 
and  Drager  in  1960  further  defined 
the  entity  and  noted  Parkinsonian 
signs,  fasciculations,  external 
ocular  palsies,  iris  atrophy,  impo¬ 
tence,  and  urinary  and  fecal  incon¬ 
tinence  in  their  patients.  Pathologic 
studies  were  included  revealing  a 
diffuse  degenerative  disease  of  the 
autonomic  nervous  system.  Re¬ 
ported  here  is  a  previously  undiag¬ 
nosed  patient  who  met  the  clinical 
criteria  set  forth  by  Shy  and 
Drager.9  His  subsequent  response 
to  therapy  is  also  reported. 


Case  Report 


C.  L.,  a  49-year-old  former  main¬ 
tenance  worker,  presented  at  the 
Allentown  Hospital  with  a  three  year 
history  of  impotence  and  weakness. 
Two  and  a  half  years  prior  to  admis¬ 
sion  he  developed  burning  sensa¬ 
tion  in  his  lower  extremities  and 
urinary  incontinence.  The  incon¬ 
tinence  was  so  severe  that  it  forced 
him  to  wear  diapers.  Urology  con¬ 
sultation  revealed  no  urological  ab¬ 
normalities.  Over  the  following  two 
years  the  patient  developed  pro¬ 
gressive  muscular  weakness  and 
was  forced  to  stop  working.  One 
year  prior  to  admission  he  noticed 
“twitching”  in  the  muscles  of  his 
upper  and  lower  extremities,  de¬ 
creased  perspiration,  and  un¬ 
steadiness  in  his  walking.  At  this 
time  a  myelogram  was  performed 


and  found  to  be  normal.  Five 
months  prior  to  admission  he  began 
having  syncopal  episodes  as¬ 
sociated  with  headache  and  ver¬ 
tigo;  these  occurred  only  while 
standing.  There  is  no  history  of 
dysphagia,  dysarthria,  tinnitus, 
fecal  incontinence,  tremors,  di¬ 
plopia,  weight  loss,  or  anorexia.  He 
formerly  drank  one  quart  of  brandy 
each  weekend  for  many  years. 
There  is  no  history  of  syphilis,  nor  a 
family  history  of  hypertension  or 
diabetes. 

On  physical  examination  the  pa¬ 
tient  appeared  middle-aged,  was 
forced  to  lie  supine,  and  was  in  no 
acute  distress.  The  blood  pressure 
was  100/70  in  both  arms,  supine  and 
sitting.  Upon  standing,  no  audible 
nor  palpable  blood  pressure  could 
be  obtained,  and  the  patient 
became  dizzy.  The  change  in  body 
position  did  not  alter  the  pulse  rate 
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which  remained  regular  at  80  beats 
per  minute.  The  appearance  of  the 
iris  and  lens  was  normal  as  was  the 
rectal  sphincter  tone.  Mentation 
was  normal  as  were  the  cranial 
nerves.  Vibration,  position  sense, 
light  touch,  pinprick,  and  stereog- 
nosis  were  normal.  Cerebellar  tests 
of  finger-to-nose,  heel-to-shin,  and 
rapid  alternating  movements  were 
normally  performed.  Proximal 
muscle  weakness  was  apparent  in 
the  upper  and  lower  extremities.  No 
fasciculations  of  the  tongue  or  limb 
muscles  were  noted,  but  mild  atro¬ 
phy  of  the  quadriceps  musculature 
was  present.  The  deep  tendon 
reflexes  were  active  and  equal.  Un¬ 
sustained  ankle  clonus  was  elicited 
bilaterally;  the  jaw  jerk  was 
hyperactive.  The  Babinski  response 
and  the  Hoffman  reflex  were  nega¬ 
tive. 

The  hemogram,  urinalysis,  elec¬ 
trolytes,  calcium,  liver  function 
tests,  and  fasting  blood  sugar  were 
normal.  Normal  roentgen  examina¬ 
tions  of  the  chest,  skull,  and  cer¬ 
vical,  lumbar,  and  thoracic  spines 
were  obtained.  The  electrocar¬ 
diogram  and  electroencephalogram 
were  normal.  The  blood  volume  was 
measured  at  5067  ml/m2  with  a 
predicted  value  of  5400  ml/m2.  The 
cerebral  spinal  fluid  protein  was  43 
mg/100  cc  and  its  serology  nega¬ 
tive.  Electromyography  revealed 
spontaneous  fasciculations  in 
muscle  groups  of  the  upper  and 
lower  extremities.  Peroneal  nerve 
conduction  velocity  was  50 
meters/second  (normal).  An  iodine 
starch  sweat  test  could  not  demon¬ 
strate  sweating. 

A  clinical  diagnosis  of  idiopathic 
orthostatic  hypotension  of  Shy- 
Drager  was  made.  The  patient  was 
treated  with  oral  fluid  loading, 
f luorocortisol  (Florinef®  E.  R. 
Squibb  &  Sons)  and  potassium 
chloride  supplements.  The  Florinef® 
was  gradually  increased  to  1.0  mg 
daily.  He  was  fitted  with  a  pair  of 


Jobst  leotards.  After  three  weeks  of 
therapy  he  was  able  to  stand  and 
walk  with  minimal  lightheadedness 
for  the  first  time  in  five  months. 

Discussion 

The  history  of  impotence,  urinary 
incontinence,  constipation,  and  pro¬ 
gressive  muscle  weakness;  and  the 
findings  of  orthostatic  hypotension, 
upper  and  lower  motor  neuron 
signs,  and  absence  of  sweating  sub¬ 
stantiates  the  clinical  diagnosis  of 
the  Shy-Drager  syndrome.  The 
usual  age  of  onset  of  this  disorder 
is  in  the  fifth  to  seventh  decades, 
and  it  has  been  found  more 
frequently  in  males.9  In  those  cases 
where  autopsied  material  was  avail¬ 
able,  symmetrical  degenerative  le¬ 
sions  were  noted  in  the  autonomic 
nervous  system  including  the  sym¬ 
pathetic  ganglia,  intermediolateral 
cell  columns,  basal  ganglia,  me¬ 
dulla,  cerebellum,  and  spinal 
cord.6'97-3.10 

Various  modes  of  therapy  have 
been  advocated  for  the  treatment  of 
idiopathic  orthostatic  hypotension; 
these  include:  elevating  the  head  of 
the  bed,  fluid  expansion  of  the  in¬ 
travascular  volume,  and  the  use  of  a 
waist-high  elasticized  (Jobst)  gar¬ 
ment  or  G-suit.  Mineralocorticoids 
such  as  fluorocortisol  have  been 
employed.  Further,  a  combination  of 
a  monoamine  oxidase  inhibitor 
(MAO)  with  tyramine  containing 
foods  (cheese  and  wine),  or  with 
sympathomimetics  have  been 
used.482  Mineralocorticoid  therapy 
is  thought  to  expand  the  in¬ 
travascular  volume  by  the  retention 
of  sodium.  The  rationale  for  the 
combination  of  the  MAO  inhibitor 
with  tyramine  or  sympathomimetics 
is  to  increase  the  norepinephrine 
available  to  the  still  functioning 
post-sympathetic  nerve  endings.5 
These  regimens  are  symptomatic 
therapy,  and  the  basic  progressive 
neurologic  process  is  not  altered. 


Many  conditions  are  known  to 
cause  secondary  hypotension.11 
Idiopathic  orthostatic  hypotension 
and  the  Shy-Drager  variant  are  rela¬ 
tively  uncommon  medical  problems, 
but  prompt  diagnosis  is  important  to 
combat  the  postural  hypotension 
and  resultant  syncope  which  puts 
the  patient  in  great  peril  and  inca¬ 
pacity.  Each  patient  with  syncope, 
especially  with  syncope  in  the 
upright  position,  should  have  su¬ 
pine  and  standing  blood  pressures 
measured  to  search  for  orthostatic 
hypotension  of  any  etiology.  It  is 
hoped  that  greater  awareness  of 
this  syndrome  will  facilitate  prompt 
diagnosis  and  treatment. 

Summary 

A  case  of  the  Shy-Drager  variant 
of  idiopathic  orthostatic  hypoten¬ 
sion  has  been  presented.  The 
clinical  presentation,  pathology, 
and  management  have  been  dis¬ 
cussed.  It  has  been  emphasized 
that  supine  and  standing  blood 
pressures  be  recorded  in  all  pa¬ 
tients  with  syncope  to  insure 
prompt  recognition  and  treatment 
of  this  uncommon  entity.  □ 
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Duodenal  obstruction  in  a  five-year-old  boy 


ACUTE  bilious  vomiting  in  a 
child  which  is  intermittent  or 
persistent  may  be  due  to  ab¬ 
normalities  in  intestinal  rotation  and 
fixation.  Congenital  bands,  kinks, 
and  midgut  volvulus  contribute  to 
the  obstructive  phenomena,  and 
this  is  usually  manifested  in  early 
infancy  in  approximately  70  to  80 


Figure  1.  Radiographic  study  of  the 
upper  gastrointestinal  tract  showing 
complete  “cut  off  of  contrast  at  the 
third  portion  of  the  duodenum.  There 
is  marked  dilatation  of  the  proximal 
duodenum. 

percent  of  cases.1-2  In  the  most 
common  type  of  malrotation,  there 
is  abnormality  in  fixation  and  rota¬ 
tion  of  the  duodenum  and  colon. 
The  cecum  is  located  high  in  the 
right  upper  quadrant,  and  a  dense 
fibrous  band  extends  from  the 
cecum  to  the  right  paravertebral 
gutter  across  the  descending  part 
of  the  duodenum.3  Duodenal  ob¬ 
struction  due  to  incomplete  duo¬ 
denal  rotation  and  with  normal 
colon  rotation  can  occur,  but  it  is 
rare.4  This  latter  condition  was  seen 
recently  in  a  five-year-old  boy  at 
Memorial  Osteopathic  Hospital  in 
York,  Pennsylvania. 

Case  Report 

A  five-year-old  white  male  was 
admitted  to  the  Memorial  Os¬ 
teopathic  Hospital  in  York,  Pennsyl¬ 
vania,  on  September  22,  1973, 


DOMINGO  T.  ALVEAR,  M.D. 

Harrisburg 

because  of  vomiting  of  two  weeks 
duration.  The  vomiting  was  de¬ 
scribed  initially  as  occurring  mainly 
after  the  evening  meal.  The  vomitus 
consisted  of  food  ingested  and  had 
a  yellowish  tinge.  The  vomiting 
became  more  frequent  and  projec¬ 
tile  and  became  bilious  in  character 
several  days  prior  to  admission.  He 
also  had  recent  weight  loss.  Past 
medical  history  revealed  that  he 
was  a  difficult  infant  to  feed  and 
had  frequent  “wet  burps.”  The 
subsequent  feeding  history  sug¬ 
gests  early  satiety,  and  he  was 
described  as  a  “picky  and  poor 
eater.”  He  could  not  consume  a  full 
glass  of  soda  at  any  given  time 
because  of  the  sensation  of  fullness 
and  bloating.  His  weight  gain  was 
always  poor. 

On  admission,  physical  examina¬ 
tion  was  essentially  unremarkable 
except  that  the  patient  was  asthenic 
in  build  and  looked  slightly  dehy¬ 
drated.  The  abdomen  was  flat,  and 
there  were  no  masses,  or¬ 
ganomegaly,  or  tenderness.  He  had 
normoactive  bowel  sounds.  Radio- 
graphic  evaluation  of  the  gastroin¬ 
testinal  tract  was  obtained  and 
revealed  almost  complete  obstruc¬ 
tion  of  the  third  portion  of  the 
duodenum  (Figure  1)  with  dilatation 
of  the  proximal  duodenum.  Later 
films  showed  the  duodenal-jejunal 
junction  and  the  proximal  jejunum, 
and  the  findings  were  suggestive  of 
abnormal  rotation  of  the  third  and 
fourth  portions  of  the  duodenum 
(Figure  2).  Delayed  films  visualized 
the  entire  gastrointestinal  tract, 
including  the  colon,  and  the  cecum 
was  found  to  be  in  the  normal  loca¬ 
tion  in  the  right  lower  quadrant  of 
the  abdomen.  The  patient  continued 
to  vomit,  hence  a  nasogastric  tube 
was  inserted  and  connected  to  suc¬ 
tion. 

On  September  28,  1973,  laparot¬ 
omy  was  performed,  and  the 
procedure  was  described  as  lysis  of 
adhesions,  reduction  of  jejunal  in¬ 
tussusception,  and  incidental  ap¬ 
pendectomy.  Postoperatively  he 


continued  to  vomit  after  the 
nasogastric  tube  was  removed.  At 
one  point  he  had  metabolic 
alkalosis,  which  was  corrected  with 
appropriate  intravenous  fluids.  Prior 
to  vomiting,  he  had  epigastric 
fullness  and  gastric  peristaltic 
waves  were  seen.  A  succussion 
splash  was  also  noted.  Repeat 


Figure  2.  Thirty  minutes  later,  there  is 
contrast  material  noted  in  the  prox¬ 
imal  jejunum.  The  duodeno-jejunal 
junction  is  notably  abnormal  in  loca¬ 
tion  suggesting  abnormality  in  rota¬ 
tion  and  fixation. 

radiographic  study  of  the  upper 
gastrointestinal  tract  revealed  ex¬ 
actly  the  same  findings  as  before 
the  initial  surgical  intervention.  A 
pediatric  surgical  consultation  was 
obtained,  and  after  going  over  the 
x-rays  as  well  as  the  physical  find¬ 
ings,  repeat  laparotomy  was  de¬ 
cided  upon. 

On  October  12,  1973,  the  patient 
underwent  a  second  laparotomy, 
and  the  findings  consisted  of  in¬ 
complete  rotation  of  the  duodenum 
with  an  adhesive  band  at  the 
duodenal  jejunal  junction,  medial  to 
the  superior  mesentery  artery.  Lysis 
of  this  adhesion  was  accomplished. 
The  duodenal  jejunal  junction,  as 
well  as  the  first  part  of  the  jejunum, 
was  placed  vertically  into  a  right 
gutter.  A  midgut  volvulus  of  180 
degrees  without  compromised 
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Figure  3.  Postoperative  radiographic 
study  of  upper  gastrointestinal  tract 
showing  free  egress  of  contrast  mate¬ 
rial  into  the  jejunum. 

bowel  was  also  noted,  and  this  was 
reduced  without  incident.  The 
duodenal  jejunal  junction  and  the 
rest  of  the  small  bowel  was  placed 
on  the  right  side  of  the  abdominal 
cavity,  and  the  cecum  with  the  rest 
of  the  colon  was  placed  on  the  left 
side  of  the  abdominal  cavity.  In  an 
added  maneuver,  to  maintain  the 
duodenal  jejunal  junction  in  a  ver¬ 
tical  fashion,  a  nasogastric  tube 
was  inserted  down  to  the  first  por¬ 
tion  of  the  jejunum.  On  the  second 
postoperative  day,  the  patient  was 
started  on  oral  liquids  and  tolerated 
this.  The  diet  was  gradually  ad¬ 
vanced,  and  there  was  no  further 
vomiting.  Prior  to  removal  of  the 
nasogastric  tube,  repeat  radiogra¬ 
phic  study  of  the  upper  gastrointes¬ 
tinal  tract  was  obtained  and  showed 
free  egress  of  contrast  material  into 
the  Gl  tract  (Figure  3). 

The  patient  was  sent  home  on  the 
sixth  postoperative  day  following 
the  second  laparotomy.  Since 
discharge,  he  has  acquired  a  good 
appetite  and  has  been  gaining 
weight  steadily  at  a  fairly  rapid 
pace.  He  has  not  had  any  vomiting 
episodes  since  the  last  operation. 

Discussion 

This  case  shows  that  patients 
with  an  incomplete  rotation  and  fix¬ 
ation  of  the  duodenal  jejunal  junc¬ 
tion  may  present  with  subtle 


symptoms  and  findings  until  partial 
or  complete  duodenal  obstruction 
occurs.  As  described  in  the  case 
report,  these  patients  may  have  had 
previous  feeding  difficulties,  in¬ 
cluding  intermittent  vomiting,  early 
satiety,  bloating,  cramps,  and  poor 
weight  gain.5  Lewis  described  four 
cases  of  partial  duodenal  obstruc¬ 
tion  with  incomplete  duodenal  rota¬ 
tion  in  the  presence  of  complete 
colon  rotation.4  Radiographic  exam¬ 
ination  of  the  upper  gastrointestinal 
tract  shows  the  characteristic  dila¬ 
tation  of  the  proximal  duodenum 
with  narrowing  and  acute  angula¬ 
tion  of  the  third  and  fourth  portions. 
In  our  patient,  the  early  phase  of  the 
radiographic  examination  showed 
complete  cutoff  of  the  third  portion 
of  the  duodenum,  suggesting  an  ex¬ 
trinsic  obstruction  (Figure  1).  If  no 
other  films  had  been  taken,  this 
would  have  represented  duodenal 
obstruction  by  the  superior  mesen¬ 
teric  artery,  as  described  by  Wayne 
and  Burrington.5'6  The  symptoms  of 
superior  mesenteric  artery  com¬ 
pression  syndrome  is  not  unlike  that 
of  duodenal  obstruction  due  to  ab¬ 
normality  of  fixation  and  rotation. 
The  rotation  of  the  intestines  about 
the  superior  mesenteric  artery  has 
been  well  described  by  many  au¬ 
thors,  and  the  concepts  have  not 
changed  in  the  more  recent  ar¬ 
ticles.1-2.3-4-5-7 

In  malrotation,  the  duodenum 
may  be  obstructed  by  bands 
crossing  the  duodenum  from  the  in¬ 
completely  rotated  cecum  to  the  in¬ 
ferior  surface  of  the  liver  or  to  the 
posterior  portion  of  the  peritoneum. 


Dr.  Alvear  is  attending  pediatric 
surgeon  at  the  Polyclinic,  Commu¬ 
nity  General  Osteopathic,  and  Har¬ 
risburg  Hospitals  in  Harrisburg  and 
at  Holy  Spirit  Hospital  in  Camp  Hill. 
The  author  wishes  to  express  his 
appreciation  to  Angelo  Freda,  D.  O., 
and  Louis  Applebaum,  D.  O.,  both  of 
the  Memorial  Osteopathic  Hospital 
in  York,  Pennsylvania,  for  allowing 
his  participation  in  the  care  of  their 
patient.  He  also  appreciates  the  co¬ 
operation  of  the  radiology  depart¬ 
ment  of  the  Memorial  Osteopathic 
Hospital  for  the  use  of  their 
radiographs  for  publication. 


If  the  duodenal  jejunal  loop  fails  to 
complete  normal  rotation,  this  may 
become  fixed  by  adhesion  in  the 
region  of  the  superior  mesenteric 
artery,  and  obstruction  may  be  due 
to  torsion,  angulation,  and  kinking. 
The  surgical  procedure  for  patients 
with  abnormalities  of  rotation  of  the 
duodenum  consists  of  freeing  the 
duodenal-jejunal  junction  as  em¬ 
phasized  by  Ladd.7  Careful  and  me¬ 
ticulous  dissection  at  the  duodenal- 
jejunal  junction  is  followed  because 
of  its  immediate  proximity  to  the 
root  of  the  superior  mesenteric  ar¬ 
tery.  Placement  of  a  nasogastric 
tube  or  long  tube  beyond  the 
duodenal-jejunal  junction  and  into 
the  jejunum  is  perhaps  an  added 
maneuver  to  allow  straightening  of 
the  loop  while  adhesions  are 
formed  postoperatively.  The  maneu¬ 
ver  can  also  test  the  patency  of  the 
duodenal-jejunal  junction  in  case 
there  is  an  associated  stenosis  or 
web  which  may  not  be  apparent  on 
gross  inspection. 

Summary 

A  case  of  duodenal  obstruction 
due  to  an  incomplete  duodenal  rota¬ 
tion  with  normal  colon  rotation  in  a 
five-year-old  child  has  been  pre¬ 
sented.  The  radiographic  study  is 
shown  as  a  very  helpful  means  of 
making  a  diagnosis.  The  surgical 
procedure  is  described,  and  an 
added  maneuver  to  the  Ladd’s 
procedure  is  emphasized.  □ 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 

Nicin 


A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  .  .  .  100  mg 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  ...... .50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 
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LIRO-NICIN 
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IMMEDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/100  mg.  LIPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg.  Nicotinic  Acid . 250  mg. 

Niacinamide  .  75  mg.  Niacinamide  .  75  mg. 

Ascorbic  Acid  . 150  mg.  Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  25  mg.  Thiamine  HCL  (B-l) _  25  mg. 

Riboflavin  (B-2)  .  2  mg.  Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  10  mg.  Pyridoxine  HCL  (B-6)  ...  10  mg. 

iviuiDic  V!  ^  <aJnn  cnn  D0SE:  1  to  3  tablets  daj|7- 

innnLABLE:  Bott  *S  °f  10°’  5°°'  AVAILABLE:  Bottles  of  100,  500, 

1000  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 
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PHYSICIANS  WANTED 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital:  Affiliated  with  approved  general  hospital  for 
all  medical  and  surgical  treatment  as  required. 
$22,351  to  $29,869  and  liberal  fringes.  Limited  housing 
possible.  Pennsylvania  license  required.  Robert  L. 
Gatski,  M.D.,  Director,  State  Hospital,  Danville,  Pa. 
17821. 

Orthopedic  Surgeon  Wanted — Associate  for  well-es¬ 
tablished  orthopedic  clinic.  Eastern  Pennsylvania. 
Under  42  years.  Partnership  after  IV2  years.  No  invest¬ 
ment  needed.  Board  eligibility  required.  Write  Depart¬ 
ment  612,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Physician  Wanted:  Staff  physician  in  Medicine;  must  be 
Board  qualified  or  Board  eligible  internist;  active  medi¬ 
cal  service  in  resort  area;  excellent  facilities;  license 
any  state;  salary  commensurate  with  training  and  expe¬ 
rience;  equal  opportunity  employer.  Contact  Chief  of 
Staff,  VA  Hospital,  Erie,  Pa.  16501.  Telephone:  (814) 
868-8661,  Ext.  124  for  further  information. 

Associate  Pathologist — Well-equipped,  growing  Lab. 
’73  test  volume  95,750;  ’74,  127,000.  Central  Pennsyl¬ 
vania  college  town,  county  of  40,000,  excellent  recrea¬ 
tional  opportunities.  Accredited  hospital  with  122  acute 
beds  and  92  extended  care  beds.  Salary  negotiable. 
Telephone  Dr.  Brown,  AC,  (814)  643-3273  or  Adminis¬ 
trator,  643-1 785. 


Mayer  A.  Green  Allergy  Associates,  P.C.,  announces  an 
excellent  opportunity  for  a  well-trained  young  allergist, 
certified  or  eligible  for  certification.  Multiple  hospital 
appointments,  clinics,  and  university  affiliation  avail¬ 
able.  Please  submit  curriculum  vitae  and  references 
with  inquiry.  Mayer  A.  Green,  M.D.,  c/o  Mayer  A.  Green 
Allergy  Associates,  P.C.,  6113  Jenkins  Arcade,  Pitts¬ 
burgh  15222. 

General  Surgeon  Wanted — Meyersdale  (Somerset 
County),  Pa.  52  bed  general  care — rural  hospital.  All 
modern  equipment — facilities  accredited — all 
agencies.  18,000  patient  service  area.  Resort  area — 
winter  and  summer  sports.  Applicants  must:  acquire 
Pa.  license;  be  willing  to  practice  general  medicine;  be 
Board  Certified  or  eligible;  be  willing  to  direct  OPD  and 
emergency  room.  Hospital  offers  guaranteed  income; 
fee  for  service  practice;  1-year  free  hospital  office 
space;  necessary  administrative  support;  complete 
Board,  staff,  employee  cooperation.  Contact:  James  M. 
Brown,  Hospital  Administrator,  Meyersdale  Community 
Hospital,  Meyersdale,  Pa.  15552. 

Positions  open  at  Dixmont  State  Hospital  for:  Clinical 
Director — full-time  starting  salary  $31,472;  Staff  Psy¬ 
chiatrists — full  or  part-time.  Full  time  salary  $25,926. 
Part  time  rate  $11.49  per  hour,  all  rates  plus  state 
benefits.  Hospital  minutes  away  from  downtown  Pitts¬ 
burgh  and  Oakland  area;  accredited  by  J.C.A.H.  Equal 
Opportunity  Employer.  Contact — Superintendent,  Dix¬ 
mont  State  Hospital,  Sewickley,  Pa.  15143.  Telephone: 
(412)  761-1780. 


Family  Practice,  Internist,  Ophthalmologist,  Ob/Gyn, 
Pediatrician — Needed  in  college  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western 
Pennsylvania.  All  foreign  graduates  must  have  a  per¬ 
manent  immigrant  visa.  Guarantee  negotiable.  Contact: 
Mr.  J.  A.  Colaizzi,  administrator,  Grove  City  Hospital, 
Grove  City,  Pa.  16127.  Telephone:  (412)  458-7132 

Family  Physician — To  associate  with  other  M.  D.  in 
Family  Practice  and  long  term  care — No  obstetrics. 
Salary — $30,000  plus  incentive  arrangement.  Salary 
guaranteed  plus  benefit  program.  Write  to  Post  Office 
Box  806,  Erie,  Pennsylvania  16512. 

Wanted:  Associate  or  assistant.  Need  assistance  in 
very  busy  practice  in  general  internal  medicine  in  south 
Jersey  approximately  seven  miles  from  the  ocean. 
Would  prefer  experienced  physician  who  would  appre¬ 
ciate  adequate  time  off  and  coverage  on  a  reciprocal 
basis.  Write  Department  651,  PENNSYLVANIA  MEDI¬ 
CINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


Emergency  Physicians — A  multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi¬ 
tion  to  full-time  emergency  physicians,  a  physician 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word ;  $1 .00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical 
Society.  Payable  in  advance. 

COPY  DEADLINE— Copy  d  ue  by  the  first  day  of  month  preceding  month 
of  publication.  Send  to  PENNSYLVANIA  MEDICINE.  20  Erford  Rd., 
Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or  modify 
copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  “Write  Department.  .  .,  PENNSYLVANIA  MEDICINE" 
as  five. 
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director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au¬ 
tonomy  in  its  member  physicians.  Financial  arrange¬ 
ments  are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi¬ 
cians  are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Depart¬ 
ment  650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Physician  trained  in  family  practice,  internal  medicine, 
or  pediatrics  for  full-time  or  half-time  position  in  the 
Chester  County  Health  Department  to  be  in  charge  of 
personal  health  services.  Write  to  the  County  Health 
Director,  326  North  Walnut  Street,  West  Chester,  Pa. 
19380. 

Internist/Gp  (3);  Salary  $30,000  range  plus  benefits. 
Located  in  Finger  lakes,  gracious  country  living.  Non¬ 
discrimination  in  employment.  Contact  Chief  of  Staff. 
VA  Center,  Bath,  New  York  14810. 


FOR  SALE 

Professional  Residence — Bucks  County,  Pa.  Magnifi¬ 
cent  120  year  old  Early  American  classic  on  main  street 
in  growing,  highly  desirable  area.  Situated  on  .82  acre 
lot.  3-story  building.  Ample  parking.  4-bay  carriage 
house.  Contact  Mina  L.  Smith  Realtors,  Telephone  (609) 
888-1110. 


FOR  RENT 

Cherry  Hill,  New  Jersey — Office  space  available  in  es¬ 
tablished  medical  building.  Ideal  for  dermatologist, 
psychiatrist,  internist,  etc.  Telephone:  (609)  429-2270. 

Acapulco — Newly  furnished  air  conditioned  apartment 
1  bedroom,  2  baths,  2  terraces.  Luxurious  high-rise 
condominium.  Two  75  foot  pools,  excellent  beach  front 
location,  telephone  service,  maid  included.  Telephone 
(215)  635-5600,  635-2211. 


Associate  needed  for  family  practice  with  emphasis  on 
nutrition  and  prevention  in  Bucks  County  area.  Contact: 
Harold  Buttram,  M.D.,  92  N.  Main  St.,  Blooming  Glen 
18911.  Telephone:  (215)  257-2701. 


Advertisers’  Index 


Alexander  Agency,  Inc . 25 

Barninger-Hensel  Real  Estate  . 59 

Brown  Pharmaceutical  Co . 18,  57 

Burroughs  Wellcome . 21 

Control  Leasing  Corp . 46 

Dorsey  Laboratories  . 26,41 

Hall,  Frank  B.  and  Co . 3 

Lilly,  Eli  &  Co . 6 

McNeil  Laboratories,  Inc . 27 

Mead  Johnson  and  Co . 15 

Medical  Protective  Co . 18 

Pharmaceutical  Manufacturers  Assn . 44,  45 

Robins,  A.  H.  Co . 19,  20 

Roche  Laboratories . 4,  5,  22,  23 

Third  and  Fourth  Covers 

Searle,  G.  D.  and  Co . 42,  43 

Smith,  Kline  and  French  Laboratories . 24 

Upjohn  Co . 16,  17 

Warner-Chilcott  Laboratories . 28,  29 


Prime  location  for  doctor’s  office.  3512  Trindle  Rd., 
Camp  Hill,  Pa.  Adjacent  to  radiologists’  office.  900 
square  feet.  Contact  Fouad  Geadah,  M.D.,  Telephone: 
(717)  761-6777. 


•RARNIMGERHENSEL 

REAL  ESTATE 

THE  AGENCY  DEDICATED  TO  SERVING  THE 
PROFESSIONAL  MAN  AND  WOMAN 


We  are  currently  offering  a  12  unit  apartment 
building,  constructed  in  1972,  located  in  historical 
Carlisle,  a  pleasant  growth  community  in  Central 
Pennsylvania.  Situated  on  a  tree  lined  street  with 
close  proximity  to  shopping,  transportation, 
schools  and  churches,  these  apartments  are  within 
walking  distance  of  Dickinson  College  and  Law 
School.  This  balanced  community  of  high 
employment,  good  schools  and  convenient  loca¬ 
tion  assures  you  a  sound  investment  with  substan¬ 
tial  cash  flow,  equity  gain  and  an  excellent 
depreciation  factor  which  guarantees  you  a  very 
desirable  tax  shelter.  There  are  excellent  terms 
available  including  an  assumable  8V2%  mortgage. 


4075  Market  St. 
Camp  Hill,  Pa.  17011 


Area  Code  717 
Office  761-3213 
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obituaries 


•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


•  Luke  J.  Barnett,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1931;  age  68;  died  July  12,  1974. 
He  was  a  member  of  the  staff  of  Mercy  Hospital  and  a 
member  of  the  Roselia  Foundling  Association.  He  is 
survived  by  his  wife;  a  son;  two  daughters;  a  sister;  and 
two  brothers,  one  of  whom  is  William  C.  Barnett,  M.D., 
Pittsburgh. 

•  Herbert  G.  Carter,  Pennsburg;  Hahnemann  Medical 
College  and  Hospital,  1931;  age  69;  died  July  15,  1974. 
He  had  retired  after  practicing  medicine  for  forty  years. 
He  was  a  past  president  of  the  Homeopathic  Associa¬ 
tion  of  Pennsylvania.  He  is  survived  by  his  wife,  a  son, 
and  a  brother. 

•  Milton  A.  Chetlin,  Pittsburgh;  Columbia  University 
College  of  Physicians  and  Surgeons,  New  York  City, 
1942;  age  54;  died  July  15,  1974.  Dr.  Chetlin  was  assist¬ 
ant  clinical  professor  of  the  department  of  surgery  at 
the  University  of  Pittsburgh  Medical  School.  He  was  a 
fellow  of  the  American  College  of  Surgeons  and  of  the 
International  College  of  Surgeons.  He  was  founder  and 
fellow  of  the  American  Board  of  Abdominal  Surgery 
and  a  diplomate  of  the  National  Board  of  Medical  Ex¬ 
aminers.  He  was  also  a  member  of  the  American  Frac¬ 
ture  Association  and  the  American  Geriatric  Society. 
His  wife,  two  daughters,  a  sister,  and  five  brothers  sur¬ 
vive  him. 

•  Joseph  N.  Corriere,  Bethlehem;  Loyola  University 
School  of  Medicine,  Chicago,  III.,  1934;  age  67;  died 
July  9,  1974.  He  was  chief  surgeon  emeritus  and  former 
head  of  the  urology  department  of  St.  Luke’s  Hospital. 
He  was  a  fellow  of  the  American  College  of  Surgeons, 
the  American  Urology  Association,  and  a  diplomate  of 
the  American  Board  of  Urology.  He  is  survived  by  his 
wife;  two  sons,  one  of  whom  is  Joseph  N.  Corriere,  Jr., 
M.D.,  Houston,  Tex.;  a  daughter;  two  sisters;  and  a 
brother,  Alexander  Corriere,  M.D.,  Carrolton,  Ga. 

•  Gouverneur  V.  Emerson,  Milford;  Medico-Chirur- 
gical  College,  Philadelphia,  1914;  age  85;  died  May  16, 
1974.  No  further  information  is  available. 

•  Raymond  J.  Furlong,  Grove  City;  Temple  University 
School  of  Medicine,  1939;  age  62;  died  June  13,  1974. 
He  is  survived  by  his  wife,  two  sons,  a  daughter,  and 
two  sisters. 

•  William  J.  Hutchinson,  Simsbury,  Conn.;  Jefferson 
Medical  College,  1929;  age  69;  died  June  16,  1974.  He 
had  practiced  medicine  in  York  until  his  recent  retire¬ 
ment.  His  wife,  a  daughter,  and  two  brothers  survive 
him. 

•  Robert  H.  Ivy,  Lansdowne;  University  of  Pennsyl¬ 
vania  School  of  Medicine,  1907;  age  93;  died  June  22, 
1974.  He  was  emeritus  professor  of  plastic  surgery  and 
maxillofacial  surgery  at  the  University  of  Pennsylvania 
School  of  Medicine  and  at  the  graduate  and  dental 
schools.  Dr.  Ivy  was  a  recipient  of  the  Strittmatter 
Award  of  the  Philadelphia  Medical  Society.  He  was  a 
fellow  of  the  American  College  of  Surgeons,  the  Ameri¬ 


can  Surgical  Association,  and  a  past  president  of  the 
Philadelphia  Academy  of  Surgery.  He  was  one  of  the 
founders  of  the  American  Board  of  Plastic  Surgery.  He 
is  survived  by  his  wife,  two  sons,  and  two  daughters. 

•  Joseph  M.  Korengo,  Williamsport;  Temple  Universi¬ 
ty  School  of  Medicine,  1937;  age  62;  died  July  11,  1974. 
He  is  survived  by  his  wife,  a  daughter,  and  a  sister. 

•  Michael  D.  Lauria,  Terre  Hill;  Jefferson  Medical 
College,  1970;  age  30;  died  June  15,  1974.  Survivors 
include  his  father,  Michael  H.  Lauria,  M.D.,  Terre  Hill; 
his  mother;  his  wife;  a  daughter;  and  a  grandmother. 

•  Daniel  K.  Lessig,  Reading;  Hahnemann  Medical 
College,  1922;  age  76;  died  July  14,  1974.  He  had  prac¬ 
ticed  medicine  for  over  fifty  years.  His  wife,  a  daughter, 
and  three  sisters  survive  him. 

•  William  A.  Messer,  Pittsburgh;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1932;  age  65;  died  July  24, 
1974.  He  was  a  fellow  of  the  American  College  of  Sur¬ 
geons.  He  is  survived  by  his  wife;  a  son,  John  B. 
Messer,  M.D.,  Billings,  Montana;  a  daughter;  and  a 
brother. 

•  James  A.  Pabarue,  Erie;  Howard  University  School 
of  Medicine,  Washington,  D.C.,  1951;  age  63;  died  June 
26,  1974.  He  was  a  fellow  of  the  American  College  of 
Surgeons.  He  is  survived  by  his  wife,  a  son,  a  daughter, 
and  two  brothers. 

•  Dominic  B.  Siberski,  Plymouth;  Temple  University 
School  of  Medicine,  1931;  age  69;  died  July  15,  1974. 
He  is  survived  by  his  wife,  two  sons,  two  daughters,  a 
sister,  and  a  brother. 

•  Louis  H.  Weiner,  Philadelphia;  Temple  University 
School  of  Medicine,  1925;  age  71;  died  June  24,  1974. 
He  is  survived  by  his  wife,  a  son,  two  daughters,  two 
sisters,  and  a  brother. 

•  Adam  C.  Williamson,  Ft.  Meyers,  Florida;  Harvard 
Medical  School,  Boston,  Mass.,  1918;  age  84;  died  July 
14,  1974.  He  was  a  fellow  of  the  American  College  of 
Surgeons  and  the  American  College  of  Obstetricians 
and  Gynecologists.  He  is  survived  by  his  wife. 

•  Morris  B.  Weber,  Pittsburgh;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1922;  age  76;  died  July  29, 
1974.  He  is  survived  by  his  wife  and  three  sons,  two  of 
whom  are  physicians;  Paul  M.  Weber,  M.D.,  Oakland 
Park,  Cal.,  and  Murry  K.  Weber,  M.D.,  Canoga  Park, 
Cal. 

William  Baurys,  Athens;  University  of  Pittsburgh 
School  of  Medicine,  1923;  age  77;  died  July  22,  1974. 
He  had  been  a  former  chief  of  urology  at  the  Guthrie 
Clinic,  Robert  Packer  Hospital,  for  twenty-six  years.  Dr. 
Baurys  was  a  diplomate  of  the  American  Board  of 
Urology,  a  fellow  of  the  American  College  of  Surgeons, 
and  a  past  president  of  the  Luzerne  County  Medical  So¬ 
ciety.  His  wife  and  a  daughter  survive  him. 

Paul  L.  Zikoski,  Lake  Ariel;  University  of  Maryland 
School  of  Medicine,  1962;  age  42;  died  June  14,  1974. 
No  further  information  is  available. 
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A  high  assurance  of  clinical  efficacy 

■  in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■  against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter ,  Proteus  mirabilis ,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 


Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  £.  coli,  Klebsiella-Enterobacter , 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe¬ 
rience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBCs 
are  recommended;  therapy  should  be  discontinued 
if  a  significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he¬ 
molysis  may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona¬ 
mides  and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy¬ 
tosis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions, epider¬ 
mal  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri¬ 
orbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan¬ 
creatitis.  CNS reactions:  Headache,  peripheral  neuritis, 
mentaldepression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  facetazolamide,  thiazides)  and  oral  hypogly¬ 
cemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro¬ 
duced  thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 


Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 

Creatinine, 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2  tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho¬ 
prim  and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


A  high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a  summary  of  which  appears  on  preceding  page. 
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BOARD  MEETS  TO  IMPLEMENT  ACTIONS  The  Society's  Board  of  Trustees 

meets  November  13  to  begin  imple¬ 
mentation  of  actions  of  the  House  of  Delegates,  including  establishing 
a  "hotline"  to  the  Council  on  Medical  Service  to  handle  Blue  Shield 
and  medicare  problems  and  serve  as  an  information  source.  The  resolu¬ 
tion  calling  for  the  "hotline"  also  put  the  Society  on  record  as 
objecting  to  confidential  nature  of  the  guidelines  and  criteria  for 
denial  of  medicare  reimbursement  by  the  Department  of  Health,  Education 
and  Welfare,  and  directed  that  Pennsylvania's  Congressional  Delegation 
be  informed  of  the  Society's  position  in  this  matter.  The  recent  House 
of  Delegates  session  was  the  scene  of  lengthy  discussion  of  issues  in 
reference  committee  hearings,  at  councilor  district  caucuses,  and  on 
the  floor.  Further  news  of  the  session  appears  elsewhere  in  this 
issue . 

SOCIETY  QUESTIONS  LAB  REGULATIONS  The  State  Society  has  sent  a 

formal  inquiry  to  Secretary  of 

Health  J.  Finton  Speller,  M.D.,  questioning  the  statutory  authority 
for  the  latest  of  the  regulations  proposed  by  the  department  under  the 
Clinical  Laboratory  Act.  The  proposal  would  include  under  the  rules 
"all  laboratory  facilities  operated  in  private  offices  and  clinics  of 
practitioners  of  the  healing  arts  except  for  those  issued  a  'Certifi¬ 
cate  of  Exemption'."  The  proposed  rule  would  have  physicians  seeking 
an  exemption  file  an  application  and  pay  a  $25  fee.  The  Bureau  of 
Laboratories  would  have  the  right  to  determine  whether  or  not  physi¬ 
cians'  private  offices  should  be  exempted.  The  proposal  was  published 
in  the  Pennsylvania  Bulletin  October  5,  1974.  Interested  parties  have 
thirty  days  to  submit  written  comments.  The  Society's  inquiry  was  made 
because  the  law  itself  in  its  definitions  seems  to  exclude  physicians' 
offices  and  makes  no  provision  for  a  fee  to  accompany  an  application 
for  exemption.  In  the  Act's  final  regulations  published  June  15, 
physicians'  private  offices  were  specifically  excluded.  At  the  House 
of  Delegates  session  in  Pittsburgh,  delegates  directed  an  inquiry  into 
the  statutory  authority  for  the  rule  requiring  laboratories  to  disclose 
fees  charged  for  tests  ordered  by  physicians  on  the  basis  that  the  rule 
would  cause  an  increase  in  costs  of  tests  and  could  violate  confiden¬ 
tiality  . 

MEDICAL  EDUCATION  OCTOBER  ITEM  Directors  of  medical  education  from 

hospitals  throughout  the  state  met 
at  the  Society's  educational  assembly  in  Harrisburg  October  23-25. 
Formation  of  a  permanent  organization  is  a  possible  outcome  of  the 
session.  General  sessions  on  acupuncture  and  long  term  care  and 
education  programs  for  five  state  specialty  organizations  were  part  of 
the  agenda. 

ABORTION  CONTROL  ACT  HEARING  DELAYED  Pennsylvania's  controversial 

Abortion  Control  Act  (See 

October  Medigram)  is  in  a  "state  of  substantial  confusion,"  the 
Society's  legal  counsel  has  said.  The  constitutionality  of  sections 
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of  the  Act  has  been  questioned  in  law  suits  filed  in  three  federal 
district  courts  in  Pennsylvania.  A  hearing  on  the  suit  filed  in 
Philadelphia  has  been  postponed  until  January  15.  Meanwhile,  enforce¬ 
ment  of  certain  provisions  of  the  Act  has  been  banned  by  court  order. 
These  include  the  section  requiring  consent  of  the  spouse  or  of  a 
parent  in  the  case  of  a  minor;  the  section  subjecting  physicians  to 
possible  misdemeanor  convictions  under  certain  circumstances;  and  the 
"viability"  section  of  the  law.  Society's  legal  counsel  advises: 

"Until  a  definitive  court  decision  is  made,  all  physicians  performing 
abortions  would  be  well  advised  to  check  with  their  local  legal 
counsel . " 

DR.  EDMISTON  NAMED  BY  BLUE  SHIELD  Robert  B.  Edmiston,  M.D.,  of 

Harrisburg,  joined  the  staff  of 

Pennsylvania  Blue  Shield  October  1.  He  is  executive  vice  president 
designate  for  professional  relations  and  will  succeed  Sidney  E. 
Sinclair,  M.D. ,  at  the  time  of  his  retirement  in  March  1975. 

Dr.  Edmiston  is  a  diplomate  of  the  American  Board  of  Family  Practice 
and  a  member  of  the  American  Academy  of  Family  Physicians.  Dr.  Sinclair 
was  cited  for  his  service  to  the  medical  profession  during  his  tenure 
at  Blue  Shield  at  the  recent  session  of  the  State  Society's  House  of 
Delegates  in  Pittsburgh. 

PAMPAC  BOARD  ADJUSTS  TO  INFLATION  Suggested  contribution  for  the 

Pennsylvania  Medical  Political 

Action  Committee  (PaMPAC)  will  be  $35  a  year  as  a  result  of  action 
taken  by  the  PaMPAC  board  of  directors  when  it  met  in  Pittsburgh  at 
the  time  of  the  House  of  Delegates  session.  The  $10  annual  increase 
will  bring  individual  contributions  in  line  with  those  suggested  by 
political  action  committees  of  other  state  medical  societies. 

AMA  DELEGATION  TO  PRESENT  RESOLUTIONS  The  State  Society's  AMA 

Delegation  will  present 
three  resolutions  at  the  meeting  of  the  AMA  House  of  Delegates  in 
Portland,  Ore.,  November  30-December  3,  1974.  Presentation  of  two 
of  the  resolutions  was  mandated  by  the  State  Society's  House  of 
Delegates.  Their  titles  are:  "Medical  Audit  and  Utilization  Review 
Procedures"  and  "Approval  of  Present  Methods  of  Quality  Control."  The 
third  resolution,  mandated  by  the  Board,  is  entitled  "Review  of  Anti- 
Quackery  Activities."  The  AMA  Delegation  again  held  an  open  hearing 
at  the  Annual  Session  of  the  House  of  Delegates  and  reported  on  sig¬ 
nificant  actions  of  the  June  session  of  the  AMA  House.  Malcolm  W. 
Miller,  M.D. ,  delegation  chairman,  presided. 

BLUE  SHIELD  PILOT  STUDIES  CONTINUE  Two  Blue  Shield  experimental 

programs,  a  market  feasibility 

study  of  the  Primary  Care  Program  and  a  test  of  the  concept  of  fee 
allowances  based  on  the  patient's  discharge  diagnosis,  were  reviewed 
by  Robert  E.  Rinehimer,  Blue  Shield  president,  when  he  testified  on 
the  Blue  Shield  rate  increase  request  at  Insurance  Department  hearings 
October  15.  He  said  the  generally  favorable  reaction  to  the  primary 
care  program  has  led  Blue  Shield  to  implement  the  program  in  the 
Pittsburgh  area,  where  enrollment  of  subscribers  will  begin  this  month. 
The  study  of  payment  by  diagnosis  has  been  expanded  to  include  fifty 
physicians  in  five  hospitals  to  permit  more  definitive  conclusions. 
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PENNSYLVANIA  MEDICINE 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 


(Sponsor) 

ARGONAUT  INSURANCE 

FRANK  B.  HALL  &  CO. 

COMPANY 

OF  PENNSYLVANIA  INC. 

(Formerly  Parker  &  Company) 

(Underwriter) 

(Administrator) 

A  long-term,  physician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★  No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★  Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★  State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★  Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★  Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★  Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★  Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven¬ 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “ Ombudsman 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Frank  B.  Hall  &  Co.  of  Pennsylvania  Inc. 

1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice  President 

□  1  am  interested  in  participating  in  the  PMS  Lia¬ 
bility  Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier _ 


Name  _ 

Office  Address  _ 

City  _ 

Telephone  _ 

Medical  Specialty  _ 

Date  your  professional  liability 
insurance  expires  _ 


< 

Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com¬ 
plete  product  information,  a  summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi¬ 
tants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with¬ 
drawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn¬ 
drome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6  months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau¬ 
coma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa¬ 
tients.  Caution  against  hazardous  occupa¬ 
tions  requiring'complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis¬ 


orders,  possibility  of  increase  in  frequen 
and/or  severity  of  grand  mal  seizures  m 
require  increased  dosage  of  standard  an; 
convulsant  medication;  abrupt  withdraw 
may  be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity  of  | 
seizures.  Advise  against  simultaneous  in 
gestion  of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  hav 
occurred  following  abrupt  discontinuanc 
(convulsions,  tremor,  abdominal  and  mi 
cle  cramps,  vomiting  and  sweating).  Ke< 
addiction-prone  individuals  under  carefi 


According  to  her  major 
symptoms,  she  is  a  psychoneu¬ 
rotic  patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex¬ 
cessive  anxiety,  is  often  accom¬ 
panied  by  depressive  symptom¬ 
atology.  Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re¬ 
lieved,  the  depressive  symp¬ 
toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan¬ 
tages  in  using  Valium  for  the 
management  of  psychoneu¬ 
rotic  anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im¬ 
provement  is  usually  apparent 
in  the  patient  within  a  few 
days  rather  than  in  a  week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad¬ 
dition,  Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz¬ 
ardous  occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho¬ 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed¬ 
time,  Valium  can  offer  an  addi¬ 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso¬ 
ciated  depressive  symptoms 
and  thus  encourage  a  more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 .  Henry  BW,  et  al:  Dis  Nerv 
Syst  30:615-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J :  Psychosomatics 
77:438-441,  Sept-Oct  1970. 


Valium 

(diazepam) 

2-mg,5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi¬ 
tion  to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child¬ 
bearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy¬ 
chotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em¬ 
ployed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over¬ 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo¬ 
pia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re¬ 
actions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb¬ 
ances,  stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso¬ 
lated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 
Niciri 


CAPSULES 


A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  tor  literature  and  samples  .  .  . 

( BNoliJjB  tup  brown  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


COLD  FEET 
LEG  CRAMPS 
TINNITUS 

DISCOMFORT  ON  STANDING 


LIRO-NICIN 


gives  you  a  choice  for 

EDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/100  mg.  LIPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg.  Nicotinic  Acid  . 250  mg. 

Niacinamide  75  mg.  Niacinamide  .  75  mg. 

Ascorbic  Acid  150  mg.  Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  25  mg.  Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg.  Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  10  mg.  pyrjdoxine  HCL  (B-6)  .10  mg. 

aufuaL/c  VlbetS  <a!nn  cnn  D0SE:  1  to  3  tablets  dail*- 

Tnnn1*8^  B°lt  ®S  °f  10°’  5°°’  AVAILABLE:  Bottles  of  100,  500, 

1U0U  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  . .  10  mg. 

DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 
( BwolVJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057  iPDI 


The  Rx  that  says 
V  “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumuiative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  “roller-coaster”  nor  a  “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 


ButiiSOlL 

(SODIUM  BUTABARBITAL) 


i 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a  long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  1 5  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

_ For  hypnosis,  50  mg.  to  100  mg. 

lWnTVPTT  1  Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5  cc. 

XTltlHIilU  J  (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  ©  McN  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


Now!  You  Too  Can  Reap  the  Benefits  of 

Group  Purchasing 


Pennsylvania  MEDICAL  Cooperative 


Physicians  can  enjoy  substantial  savings  on 
the  cost  of  their  office  supplies  if  they  buy  them 
cooperatively,  or  on  a  group  basis,  instead  of  indi¬ 
vidually,  according  to  results  of  a  study  conducted 
for  the  Pennsylvania  Medical  Society. 

That’s  a  mighty  appealing  prospect  in  this  day 
of  rapidly  rising  costs.  And  it’s  what  the  new  Penn¬ 
sylvania  Medical  Cooperative  is  all  about. 

The  concept  of  the  Pennsylvania  Medical 
Cooperative  is  very  simple.  The  Cooperative  will 
purchase  medical  supplies  in  large  quantities  di¬ 
rectly  from  the  manufacturer  and  resell  them  to 
its  physician  members  at  cost. 

Initially  the  Cooperative  will  confine  itself  to 
the  sale  of  expendable  supplies,  with  expected  sav¬ 
ings  of  30  to  50  per  cent.  Later  the  Cooperative 
will  expand  into  the  field  of  surgical  supplies,  office 


equipment,  etc.,  with  the  potential  for  even  greater 
savings. 

Membership  in  the  Cooperative  will  be  open 
to  Pennsylvania  Medical  Society  members  only. 
The  cost  of  membership  is  nominal  ...  a  once- 
and-done  purchase  of  a  $100  lifetime  share.  And 
this  amount  ...  or  a  substantial  part  of  it  ...  is 
returnable  if  you  wish  to  withdraw  for  any  reason. 

This  is  your  chance  to  simplify  your  purchas¬ 
ing  procedures,  take  a  giant  stride  toward  inven¬ 
tory  control,  and  make  substantial  savings  in  the 
process.  For  complete  information,  please  write 
or  call. 

Pennsylvania  Medical  Cooperative 
20  Erford  Road 
Lemoyne,  Pennsylvania  17043 
717-238-1635 


Another  new  benefit  to  members  of  Pennsylvania  Medical  Society 


Please  enroll  me  as  a  charter  member  of  the  Pennsylvania  Medical  Cooperative.  Bill  me  in  the 
amount  of  $100  to  cover  the  membership  requirement.  It  is  my  understanding  that  this  is  a 
one-time  subscription  entitling  me  to  a  vote  in  the  affairs  of  the  Cooperative  plus  giving  me  the 
right  to  purchase  all  medical  supplies  offered  by  the  Cooperative. 

NAME:  _ 

ADDRESS: _ 

CITY:  _ STATE _ ZIP  CODE _ 

TELEPHONE  NUMBER: _ 


Charter 
Membership 
extended  to 
January  31, 1975 
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newsfronts 


House  of  Delegates  establishes  Society  policy  for  1975 


Policy  decisions  were  made 
and  goals  established  for  the 
State  Society  as  delegates  gath¬ 
ered  in  Pittsburgh  in  October  for 
the  three-day  session  of  the  State 
Society’s  House  of  Delegates. 

In  precedent-setting  action,  an 
amendment  from  the  floor  in¬ 
creased  a  proposal  for  a  dues 
increase  from  the  Finance  Com¬ 
mittee.  Delegates  felt  a  25  per¬ 
cent  dues  increase  was  not  suf¬ 
ficient,  and  therefore  raised  the 
dues  for  1975  to  $150,  with  an  ad¬ 
monition  that  activity  in  the  field 
of  public  communication  receive 
attention  and  support.  The  action 
came  at  the  end  of  the  session 
and  put  to  rest  the  fear  of  deficit 
spending  for  1975. 

In  accepting  a  recommen¬ 
dation  of  the  Reference  Com¬ 
mittee  on  Constitution  and 
Bylaws,  delegates  approved  a 
change  in  the  name  of  the 
Council  on  Public  Service  to  the 
Council  on  Professional  Rela¬ 
tions  and  Services.  The  Com¬ 
munications  Division  established 
by  the  1973  House  of  Delegates 
received  a  vote  of  confidence  in 
the  same  action. 

In  a  close  vote,  however,  dele¬ 
gates  defeated  the  unified  mem¬ 
bership  proposal  of  the  reference 
committee.  Mandatory  AMA 
membership  for  State  Society 
members  received  support  from 
a  substantial  number  of  dele¬ 
gates  but  failed  to  reach  the  nec¬ 
essary  75  percent  affirmative 
vote  required  for  change  in  the 
Constitution  and  Bylaws.  In  a 
show  of  hands,  122  delegates 
voted  for,  and  65  against,  unified 
membership. 

The  House  reversed  a  refer¬ 
ence  committee  recommen¬ 
dation  by  endorsing  the  approval 
of  the  income  limits  ($6,000  for  an 


individual — $12,000  for  a  family) 
forthe  proposed  Blue  Shield  Plan 
C  fee  schedule.  The  Reference 
Committee  on  Medical  Service  A 
had  recommended  disapproval, 
despite  a  mail  ballot  indicating 
delegate  support.  The  issue  was 
brought  before  the  1974  House  of 
Delegates  because  of  a  poor  re¬ 
turn  of  mail  ballots.  The  House  of 
Delegates  called  for  annual  ad¬ 
justments  in  fees  paid  and  in¬ 
come  limits  for  service  benefits 
tied  to  the  cost  of  living. 

The  election  of  officers  saw  a 
contest  as  H.  Thompson  Dale, 
M.D.,  of  State  College,  and 
William  J.  Kelly,  M.D.,  of  Pitts¬ 
burgh,  sought  the  vice  presi¬ 
dency  and  accession  to  the 
presidency  in  1976,  with  Dr.  Kelly 
emerging  victorious.  Complete 
election  results  appear  else¬ 
where  in  this  issue. 

A.  Reynolds  Crane,  M.D.,  Soci¬ 
ety  president,  was  installed  at  the 
annual  state  dinner.  His  presi¬ 
dential  message  is  on  page  18. 

Russell  B.  Roth,  M.D.,  immedi¬ 
ate  past  president  of  the  AMA, 
became  the  fifth  recipient  of  the 


Society’s  distinguished  service 
award,  which  was  presented  at 
the  state  dinner.  The  Society  also 
honored  the  Woman’s  Auxiliary 
to  the  Pennsylvania  Medical  So¬ 
ciety,  which  is  celebrating  its  fifti¬ 
eth  anniversary  this  year.  Mrs. 
Frederick  R.  Gilmore  delivered  a 
report  on  auxiliary  activities  to 
the  House  of  Delegates,  and  Mrs. 
Raymond  C.  Grandon,  newly  in¬ 
stalled  as  president,  received  a 
check  from  the  State  Society  in 
honor  of  the  anniversary.  The 
past  president’s  medallion  was 
presented  to  Mrs.  Ralph  C.  Wilde. 
Dr.  Wilde  became  Society  presi¬ 
dent  at  the  1973  session  of  the 
House  of  Delegates  and  served 
until  his  death  July  10,  1974. 

H.  Thompson  Dale,  M.D.,  also 
received  honors  as  he  completed 
his  ten  years  of  service  on  the  So¬ 
ciety’s  Board  of  Trustees.  He 
served  the  Sixth  Councilor  Dis¬ 
trict. 

Official  proceedings  of  the 
125th  annual  session  of  the 
House  of  Delegates  will  appear  in 
the  December  issue  of  PENN¬ 
SYLVANIA  MEDICINE. 
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New  officers  take  up  State  Society  duties 


William  J.  Kelly,  M.D.,  Pitts¬ 
burgh  internist,  was  elected  vice 
president  of  the  Pennsylvania 
Medical  Society  during  the  125th 
Annual  Session  of  the  House  of 
Delegates  last  month  in  Pitts¬ 
burgh.  In  accordance  with  the 
Constitution  and  Bylaws  he  will 
succeed  to  the  presidency  elect 
in  1975  and  become  Society 


DR.  KELLY 


president  in  1976.  At  the  meeting 
A.  Reynolds  Crane,  M.D.,  of 
Philadelphia,  was  formally  in¬ 
stalled  as  Society  president;  and 
David  S.  Masland,  M.D.,  Carlisle, 
moved  automatically  from  the 
vice  presidency  to  the  post  of 
president  elect. 

Dr.  Kelly  has  served  as  trustee 
and  councilor  from  the  Tenth  Dis¬ 
trict  on  the  Society’s  Board  of 
Trustees,  is  a  past  president  of 
the  Allegheny  County  Medical 
Society  and  the  Pennsylvania  So¬ 
ciety  of  Internal  Medicine,  and  is 
currently  vice  chairman  of  the 
State  Board  of  Medical  Educa¬ 
tion  and  Licensure. 

G.  Winfield  Yarnell,  M.D.,  Har¬ 
risburg,  was  elected  Society  sec¬ 
retary;  and  John  B.  Lovette,  M.D., 
of  Johnstown,  and  D.  Ernest  Witt, 
M.D.,  of  Bloomsburg,  were  re¬ 


elected  speaker  and  vice  speak¬ 
er  of  the  House  of  Delegates 
respectively. 

Donald  R.  Cooper,  M.D.,  of 
Philadelphia,  was  re-elected  to 
the  Board  of  Trustees  to  repre¬ 
sent  the  First  District.  Joseph  M. 
Stowell,  M.D.,  of  Altoona,  was 
elected  to  succeed  the  retiring  H. 
Thompson  Dale,  M.D.,  as  trustee 
and  councilor  from  the  Sixth  Dis¬ 
trict;  and  David  W.  Clare,  M.D.,  of 
Pittsburgh,  was  elected  to  fill  the 
post  of  trustee  from  the  Tenth 
District  which  became  vacant  on 
the  election  of  Dr.  Kelly  as  vice 
president.  Lewis  T.  Buckman, 
M.D.,  of  Wilkes-Barre,  was  re¬ 
elected  to  the  Society’s  Judicial 
Council. 

Six  delegates  to  the  American 
Medical  Association  were 
elected  at  the  Annual  Session. 
They  are  Drs.  R.  William  Alex¬ 
ander,  Reading;  Raymond  C. 
Grandon,  Harrisburg;  Edmund  L. 
Housel,  Philadelphia;  William  J. 
Kelly,  Pittsburgh;  William  Y.  Rial, 
Swarthmore;  and  George  A. 
Rowland,  Millville. 


JOHN  RINEMAN,  DR.  CRANE 


Elected  as  alternate  delegates 
to  the  AMA  were:  Drs.  Harry  V. 
Armitage,  Chester;  Robert  J.  Car- 


roll,  Pittsburgh;  James  B.  Don¬ 
aldson,  Philadelphia;  H.  Robert 
Davis,  Boiling  Springs;  Loraine 
H.  Erhard,  Clearfield;  Lawrence 
D.  Ellis,  Pittsburgh;  Richard  L. 
Huber,  Scranton;  and  R.  Robert 
Tyson,  Philadelphia. 

Following  the  final  session  of 
the  House  of  Delegates,  the 
Board  of  Trustees  met  to  reor¬ 
ganize  and  re-elected  Cyrus  B. 
Slease,  M.D.  as  chairman. 
George  A.  Rowland,  M.D.,  was 


DR.  MASLAND 


elected  vice  chairman.  The 
Board  re-elected  the  following: 
John  F.  Rineman,  executive  vice 
president  and  treasurer;  David  A. 
Smith,  M.D.,  of  Harrisburg,  medi¬ 
cal  editor  of  PENNSYLVANIA 
MEDICINE;  and  Pepper,  Ha¬ 
milton  and  Scheetz,  legal 
counsel.  William  J.  Ryan,  M.D.>of 
Somerset,  was  re-elected  as 
Board  representative  to  the 
Pennsylvania  Medical  Care 
Foundation.  Robert  S.  Sanford, 
M.D.,  immediate  past  president, 
was  elected  by  his  fellow  Board 
members  to  retain  his  seat  as  a 
voting  member  of  the  Board  for 
another  year  to  complete  the 
membership  of  the  Board  of  Trus¬ 
tees. 
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State  Society  launches  drive  for  new  members 


Six  thousand  nonmember  phy¬ 
sicians  will  receive  a  letter  from 
the  Society  this  month  (No¬ 
vember)  asking  them  to  join  or¬ 
ganized  medicine.  The  letter 
from  Society  President  A. 
Reynolds  Crane,  M.D.,  begins  a 
recruiting  campaign  directed  by 
the  Advisory  Committee  on 
Membership  of  the  Society’s 
Council  on  Professional  Rela¬ 
tions  and  Services. 

Targets  of  the  November 
recruitment  drive  are  3,000  in¬ 
terns  and  residents  and  3,000 
other  physicians  in  the  Common¬ 
wealth  who,  according  to  AMA 
master  computer  tapes,  do  not 
now  belong  to  organized  medi¬ 
cine. 

Robert  Poole,  III,  M.D., 
Chester  County,  chairman  of  the 
advisory  committee,  reports  that 
the  6,000  prospects  will  receive 
an  individually  typed  letter,  a  list 
of  1974  Society  activities,  and  a 
new  “Services  and  Functions” 

Telescopic  lenses 
bar  to  driving 

John  W.  Robertson,  Jr.,  M.D., 
chairman  of  the  State  Board  of 
Medical  Education  and  Licen¬ 
sure,  has  made  public  a  letter 
verifying  that  visual  standards 
adopted  by  the  Bureau  of  Traffic 
Safety  of  the  Department  of 
Transportation  do  not  permit 
anyone  requiring  telescopic 
lenses  to  operate  a  motor 
vehicle. 

The  letter,  signed  by  Julius  A. 
Trombetta,  director  of  the 
bureau,  resulted  from  an  inquiry 
made  to  the  state  board,  which 
requested  that  the  information 
be  publicized  in  PENNSYL¬ 
VANIA  MEDICINE  because,  ac¬ 
cording  to  the  original  letter  of 
inquiry,  reports  have  been  pub¬ 
lished  that  sixteen  states  permit 
use  of  such  lenses.  Pennsylvania 
is  not  one  of  them. 


pamphlet  containing  a  thumbnail 
sketch  of  the  Society.  The  pam¬ 
phlets  contain  a  tear-out  reply 
card.  Membership  chairmen  and 
secretaries  of  county  societies 
will  receive  a  carbon  copy  of  the 
letters  for  use  in  personal  follow¬ 
up.  Additional  recruiting  materi¬ 
als  are  available  from  L.  Riegel 
Haas  of  the  State  Society  staff. 

To  date,  membership  sta¬ 
tistics  show  a  general  rise  over 
the  past  four  years.  Last  year  for 
the  first  time  in  the  Society’s  his¬ 
tory,  membership  passed  the 
13,000  mark,  and  this  year  at  the 
end  of  September  membership 
totaled  13,194.  Senior  active 
membership  (physicians  65  years 


State  lists  drugs 
optometrists  may  use 

Final  approval  has  been  given 
by  the  Pennsylvania  Department 
of  Health  for  the  use  of  certain 
drugs  by  qualified  optometrists. 

Local  anesthetics  approved 
are  benoxinate  hydrochlo¬ 
ride — ophthalmic  solution  (0.4 
percent)  and  proparacaine  hy¬ 
drochloride — ophthalmic  solu¬ 
tion  (0.5  percent).  The  miotic 
approved  is  pilocarpine  nitrate 
ophthalmic  solution  U.S.P.  (1 
percent).  Mydriatics  and/or  cy- 
cloplegics  include  eucatropine 
hydrochloride  U.S.P. — 
ophthalmic  solution  (5  percent), 
tropicamide  ophthalmic  solution 


Heart  association 
honors  physicians 

Physicians  and  the  Pennsyl¬ 
vania  Medical  Society  were 
honored  by  the  American  Heart 
Association,  Pennsylvania  Affili¬ 
ate,  during  its  twenty-fifth  annual 
Assembly,  held  September  21  in 
Harrisburg. 

A.  Reynolds  Crane,  M.D.,  So- 


of  age  and  over)  has  expanded 
from  624  in  1971  to  893  in  Sep¬ 
tember  of  1974.  In  terms  of  per¬ 
centages,  the  greatest  growth  is 
in  the  interns  and  residents  cate¬ 
gory,  with  more  than  a  100  per¬ 
cent  increase.  Numerically,  in¬ 
terns  and  residents  still  consti¬ 
tute  only  a  small  part  of  PMS 
membership  (422). 

American  Medical  Society 
(AMA)  active  membership, 
which  had  dropped  off  in  1971, 

1972,  and  1973,  is  on  the 
upswing  this  year.  Total  AMA 
membership  from  Pennsylvania 
in  September  was  10,235,  repre¬ 
senting  an  increase  of  200  over 

1973. 


U.S.P.  (1  percent),  homatropine 
hydrobromide  ophthalmic  solu¬ 
tion  U.S.P.  (2  percent),  and 
hydroxyamphetamine  hydrobro¬ 
mide  ophthalmic  solution  U.S.P. 
(V2  percent). 

It  should  be  noted  that  the 
maximum  potency  for  the  last 
two  drugs  listed  was  reduced 
from  that  proposed.  In  all  cases 
the  potencies  listed  are  the  max¬ 
imum  allowable  potencies  under 
the  new  regulations. 

J.  Finton  Speller,  M.D.,  secre¬ 
tary  of  health,  has  reported  that 
further  study  and  analysis  is 
necessary  before  listing  eight 
additional  drugs  which  had  been 
proposed  in  the  Pennsylvania 
Bulletin  dated  July  6,  1974. 


ciety  president,  accepted  the 
Special  Recognition  Award 
which  cites  the  occasion  of  the 
Affiliate’s  twenty-fifth  anniversa¬ 
ry  and  expresses  “deep  appreci¬ 
ation  for  the  individual  contribu¬ 
tions  of  physicians  throughout 
Pennsylvania,  and  the  long¬ 
standing  cooperative  rela¬ 
tionship  between  our  organiza¬ 
tions.” 
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Co-op  start  approved  without  further  Society  funding 


The  Pennsylvania  Medical  Co¬ 
operative  has  been  authorized  to 
extend  its  charter  membership 
campaign  to  January  31,  1975 
and  to  become  operable  as  soon 
as  possible,  but  without  financial 
assistance  from  the  State  Soci¬ 
ety. 

Such  was  the  action  of  the 
House  of  Delegates  at  its  meeting 
in  Pittsburgh  last  month.  As  a 
result  the  Council  on  Profes¬ 
sional  Relations  and  Services  will 
concentrate  on  recruiting  more 
members  so  that  the  operational 
phase  may  be  initiated  as  soon  as 
possible.  Studies  have  shown 
that  $200,000  is  necessary  to 
begin  operating  the  mass  pur¬ 
chasing  plan.  An  analysis  of  the 
charter  membership  indicates 
that  the  nearly  1,300  charter 
members  actually  represent 
more  than  2,000  buyers  because 
of  partnership  and  groups.  The 


council’s  continuing  recruiting 
campaign  will  concentrate  on  full 
membership  in  the  cooperative 
from  all  members  of  group  prac¬ 
tices  and  on  carrying  the  mes¬ 
sage  of  the  cooperative  to  those 
areas  in  the  Commonwealth 
where  physicians  have  not  yet 
been  contacted  personally. 

The  Board  of  Trustees  had 
proposed  that  the  Society  invest 


at  interest  the  necessary  funds 
for  immediate  implementation  of 
the  mass  purchasing  plan.  Al¬ 
though  the  Reference  Committee 
on  Public  Service  recommended 
approval  of  the  Board’s  proposal, 
delegates  judged  that  the  coop¬ 
erative  should  become  opera¬ 
tional  independent  of  further 
direct  financial  support  from  the 
Society. 


DELEGATES  CAUCUS  IN  COUNCILOR  DISTRICT  MEETINGS 
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Education  requirement  for  PMS  membership  clarified 


REFERENCE  COMMITTEE  ON  EDUCATION  AND  SCIENCE 


Membership  in  the  Pennsyl¬ 
vania  Medical  Society  will 
require  showing  of  evidence  of 
participation  in  continuing  medi¬ 
cal  education  activities  as  of 
:  December  31,  1975. 

The  membership  requirement 
was  clarified  by  action  taken  at 
the  1974  session  of  the  Society’s 
House  of  Delegates.  Delegates 
voted  in  favor  of  an  amendment 
I  to  the  Bylaws  clarifying  that  asso¬ 
ciation  members  must  meet  the 
education  requirement.  As¬ 
sociate  members  no  longer  in  ac¬ 
tive  practice  will  be  granted  a 
waiver. 

Delegates  also  approved  a  rec¬ 
ommendation  that  the  final  date 
for  reporting  education  activities 
be  extended  from  December  31, 
1975  to  June  30,  1976.  Credits 
must  be  earned,  however,  by 
*•  June  30,  1975,  if  they  are  to  be 
applied  to  the  membership 


requirement  and  the  1975  AMA 
Physician’s  Recognition  Award. 

Those  wishing  to  apply  for  a 
waiver  from  the  education 
requirement  may  do  so  by  con¬ 
tacting  the  Commission  on  Ac¬ 
creditation.  Appeals  from  the 
commission’s  decision  will  be 
decided  by  the  Society’s  Board  of 
Trustees. 


Delegates  approved  a  recom¬ 
mendation  from  the  Reference 
Committee  on  Education  and 
Science  that  the  Commission  on 
Accreditation,  “during  the  dif¬ 
ficult  initial  qualifying  period  .  .  . 
offer  all  possible  assistance  to 
those  physicians  encountering 
difficulty  in  meeting  the  require¬ 
ment.” 


Foundation  support  renewed 


The  Pennsylvania  Medical 
Care  Foundation  corporation 
members  met  during  the  Annual 
Session  of  the  House  of  Dele¬ 
gates  in  Pittsburgh  to  consider 
the  annual  report  of  its  board  of 
directors  and  elect  members  of 
the  board. 

Bylaws  changes  and  one  dele¬ 
tion  from  the  Articles  of  Incorpo¬ 
ration  recommended  by  the 
board  of  directors  were  ap¬ 
proved.  The  reports  of  Founda¬ 
tion  President  Matthew  Marshall, 
Jr.,  M.D.  and  of  the  board  of 
directors  were  reviewed  by  dele- 
,  gates  who  approved  the  Founda¬ 
tion’s  activities  as  having  “effec¬ 
tively  carried  out  the  directives  of 
the  House  of  Delegates.” 

Delegates  directed  the  Foun- 
»!  dation  to  continue  its  efforts  to 
J  assist  in  Professional  Standards 
Review  Organization  implemen¬ 
tation  in  Pennsylvania  and  to 


continue  other  activities  and  pro¬ 
grams  to  accomplish  the  objec¬ 
tives  of  the  Society  as  es¬ 
tablished  by  the  House  of  Dele¬ 
gates,  with  direction  to  come 
from  the  Society’s  Board  of  Trus¬ 
tees. 

Foundation  corporate 
members  elected  seven 
members  to  the  board  of 


directors:  Joseph  N.  Demko, 
M.D.;  Henry  H.  Fetterman,  M.D., 
Matthew  Marshall,  Jr.,  M.D., 
William  B.  McNamee,  M.D.; 
George  R.  Moffitt,  Jr.,  M.D., 
Raymond  J.  Saloom,  D.O.;  and 
Donald  C.  Brown,  M.D.,  of 
Greensburg,  who  is  a  new  board 
member. 

The  Foundation’s  annual  re¬ 
port  appears  on  page  66  of  this 
issue  of  PENNSYLVANIA  MEDI¬ 
CINE. 


AMA  DELEGATES  AT  OPEN  HEARING  DURING  ANNUAL  SESSION 
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Initial  results  of  Blue  Shield  physician  survey  revealed 


Results  of  a  survey  to  deter¬ 
mine  the  opinions  of  Pennsyl¬ 
vania  physicians  on  Blue  Shield’s 
administrative  performance  in 
business  operations  and  as  a  car¬ 
rier  for  Medicare  Part  B  are  being 
tabulated  by  Pennsylvania  Blue 
Shield’s  research  department 
and  an  outside  professional 
research  consulting  firm. 

Questionnaires  were  sent  this 
summer  to  3,305  physicians,  both 
participating  and  nonpar¬ 
ticipating,  separated  into  repre¬ 
sentative  segments  by  degree, 
specialty,  and  geographic  loca¬ 
tion.  Of  the  1,123  replies,  85.6 
percent  were  from  doctors  of 
medicine,  8.5  percent  doctors  of 
osteopathy,  and  5  percent 
doctors  of  podiatry  or  surgical 
chiropody.  A  follow-up  telephone 
survey  to  a  representative 
sample  of  nonresponding  physi¬ 
cians  revealed  no  significant  dif¬ 
ferences  of  opinion. 

Family  physicians  and  intern¬ 
ists  comprised  39.9  percent  of 
the  replies,  surgeons  13.8  per¬ 
cent,  and  other  specialties  53.7 
percent.  Geographically  43.5 
percent  were  from  Philadelphia 
and  the  eastern  district,  26.7  per¬ 
cent  from  Pittsburgh  and  the 
western  district,  and  26.9  percent 
from  central  and  northeastern 
Pennsylvania. 

Overall,  70  percent  of  doctors 
of  medicine  and  doctors  of  os¬ 
teopathy  indicated  general  satis¬ 
faction  with  Blue  Shield’s  regular 
business  operations  in  such 


areas  as  claims  processing  and 
general  policies.  Doctors  of  podi¬ 
atry  indicated  90  percent  satis¬ 
faction. 

General  and  family  practi¬ 
tioners  were  the  most  satisfied 
with  administrative  performance, 
with  specialists  and  surgeons  the 
least  satisfied.  Physicians  under 
45  years  of  age  indicated  the 
least  satisfaction,  older  physi¬ 
cians  the  highest.  Younger  physi¬ 
cians  complained  of  specific 
areas  in  the  handling  of  inquiries, 
promptness  of  replies,  and 
claims  processing.  A  higher  per¬ 
centage  of  physicians  in  the 
Philadelphia  district  encoun¬ 
tered  problems  with  claims  proc¬ 
essing  and  general  service  and 
regarded  prevailing  fee  payment 
levels  as  inadequate. 

Replying  to  questions  on  spe¬ 
cific  plans,  67  percent  indicated 
satisfaction  with  Medicare  Part 
B.  Questions  on  prevailing  fee 
levels  elicited  the  following 
responses:  20  percent  of  doctors 
of  medicine  regarded  payments 
as  much  too  little,  40  percent  as 
too  little  but  acceptable,  and  35 
percent  as  appropriate;  doctors 
of  osteopathy  15  percent  much 
too  little,  42  percent  too  little  but 
acceptable,  and  36  percent  ap¬ 
propriate;  doctors  of  podiatry  4 
percent  much  too  little,  36  per¬ 
cent  too  little  but  acceptable,  and 
55  percent  appropriate.  Neither 
specialty  nor  age  group  affected 
these  figures,  but  24  percent  of 
Philadelphia  district  physicians 


indicated  dissatisfaction.  Over  50 
percent  of  all  physicians  were 
dissatisfied  with  Plan  B  payouts. 

In  specific  service  areas,  74 
percent  of  all  groups  replied  that 
the  handling  of  their  inquiries 
and  correspondence  was  satis¬ 
factory;  61  percent  indicated 
prompt  handling.  Twice  as  much 
dissatisfaction  was  reported  in 
the  age  group  between  25  and  34 
as  in  physicians  65  and  older. 

Overall,  surgeons  and  special¬ 
ists  reported  the  greatest  degree 
of  dissatisfaction.  Incorrect 
coding,  interpretation,  and  im¬ 
personal  processing  and  review 
were  the  most  frequent  com¬ 
plaints. 

The  section  of  the  survey 
requesting  suggestions  for  im¬ 
provement  revealed  that  33  per¬ 
cent  of  physicians  polled  wanted 
increases  in  payment  levels;  25 
percent  suggested  improved 
communications  (both  between 
physicians  and  Blue  Shield  and 
in  the  area  of  better  education  of 
patients  regarding  their  cover¬ 
age);  and  14  percent  felt  that 
improved  coverage,  particularly 
in  the  specialties,  is  needed. 

Additional  suggestions  were 
that  physicians  should  be  more 
fully  informed  of  policy  changes; 
that  a  flexible  fee  schedule  tied  to 
the  cost  of  living  index  would  be 
an  improvement;  that  more  in¬ 
volvement  by  physicians  in  policy 
decisions  is  needed;  and  that 
simplification  of  services  could 
be  instituted. 


Louis  A.  Persic,  M.D.,  of  St.  Marys  (center),  secretary 
of  the  Eik-Cameron  County  Medical  Society,  learns 
more  about  Society  activities  from  Robert  H.  Craig, 
Jr.  (left),  director  of  governmental  relations,  and  John 
F.  Rineman,  PMS  executive  vice  president,  at  a 
recent  orientation  visit  to  State  Society  headquarters. 
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HMO  action,  reaction  in  Commonwealth  reported 


Health  Maintenance  Organi¬ 
zations  (HMOs)  in  Pennsylvania 
are  not  springing  up  like  Topsy 
since  the  passage  of  Act  364,  the 
Health  Maintenance  Organiza¬ 
tion  Act  of  1973  (see  PENNSYL¬ 
VANIA  MEDICINE,  April  1974, 
page  12).  In  this  area,  the  Com¬ 
monwealth  is  no  different  from 
the  rest  of  the  nation,  where  HMO 
activity  is  moving  slowly. 

Insurance  Commissioner  Wil¬ 
liam  J.  Sheppard  has  announced 
the  approval  to  operate  a  health 
maintenance  organization  (HMO) 
to  the  Metropolitan  Life  Insur¬ 
ance  Co.  It  will  be  located  in 
downtown  Pittsburgh  in  the  new 
Central  Medical  Pavilion,  a  $21 
million  facility  including  a  242- 
bed  hospital  and  office  space  for 
fifty-one  physicians.  The  HMO, 
the  Metropolitan  Central  Medical 
t|  Option,  expects  to  serve  10,000 
individuals  by  the  end  of  one 
year,  with  a  possible  50,000  par¬ 
ticipants  who  are  group  policy¬ 
holders  of  Metropolitan  health  in¬ 
surance  policies.  It  is  the  first  op¬ 
erational  HMO  in  the  Pittsburgh 
area,  and  seventh  to  be  licensed 
]  in  the  state. 

The  Central  Medical  Pavilion 
which  houses  it  was  developed 
largely  by  Metropolitan,  which  is 
also  the  mortgage  holder. 

Pittsburgh  HMO  Developing 

The  Community  Health  Asso¬ 
ciation  of  Western  Pennsylvania, 
Inc.  (CHA),  a  nonprofit  profes¬ 
sional  corporation  which  is  de¬ 
veloping  an  HMO,  has  entered 
into  an  agreement  of  affiliation 
with  Montefiore  Hospital  in  Pitts¬ 
burgh. 

Named  the  Penn  Group  Health 
Plan,  Inc.,  services  will  include 
physicians,  hospital,  laboratory, 
emergency,  preventive,  and 
J  other  health  services. 

Part  of  the  group  will  be 
located  at  Montefiore,  with  a 
major  ambulatory  facility  in 
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Monroeville  and  a  third  center  at 
Western  Pennsylvania  Hospital. 

Funding  for  the  group  has 
been  received  from  the  U.S. 
Department  of  Health,  Educa¬ 
tion,  and  Welfare  and  from 
private  contributors.  The  initial 
enrollment  target  is  17,000  from 
the  eastern  quadrant  of  Al¬ 
legheny  County. 

Philadelphia  HMO  Moves 

Eighth  and  Spruce  Medical 
Associates,  an  HMO  group  prac¬ 
tice  unit  organized  at  Pennsyl¬ 
vania  Hospital,  Philadelphia,  has 
announced  plans  to  move  into 
renovated  facilities  this  fall.  The 
new  location  is  on  the  ninth  floor 
of  the  Spruce  Building  and  has 
been  designed  to  accomodate 
patients  in  specially  designed 
waiting  and  examining  rooms.  A 
nursery  for  young  patients  and 
children  of  patients  has  been 
provided. 

Foundation  for  Lehigh  County 

In  Lehigh  County,  the  medical 
society  and  the  Lehigh  Valley 
Osteopathic  Association  have 
moved  to  form  a  foundation  for 
medical  care  and  “to  encourage 
participation  of  those  counties  in 
PSRO  Area  IV — the  foundation’s 
purpose  being  to  offer  positive 
alternatives  to  closed  panel 
(HMO)  medical  care.” 

Members  of  the  Lehigh  Valley 
Medical  Society  approved  a 
special  assessment  of  $50  on 
each  full  dues-paying  member  to 
finance  the  foundation,  which 
would  provide  an  alternative  to 
closed-panel  group  practices 
but  still  offer  a  prepaid  compre¬ 
hensive  health  plan  to  patients. 

At  a  special  meeting  in  July, 
members  heard  Herbert 
Strohson,  executive  vice  presi¬ 
dent  of  Uni-Med  Services,  of 
Denver,  Colo.,  outline  the  goals 
and  benefits  of  closed  panel 
prepaid  groups  (HMOs)  and 


open  panel  groups  (foundations). 

He  said  that  the  advantages  of 
the  closed  panel  system  include 
“optimum  utilization  of  the  phy¬ 
sician’s  time,  facilities,  and 
equipment;  opportunity  for  in¬ 
ternal  education  of  professional 
and  patient;  a  greater  reliability 
of  service;  and  a  systematic 
approach  to  medical  care  deli¬ 
very.” 

He  cited  as  disadvantages 
loss  of  physician  control,  inflex¬ 
ibility,  lack  of  individual  incen¬ 
tives,  and  the  geographic  limita¬ 
tions  imposed  by  a  confined  or¬ 
ganization  and  a  narrow  choice 
of  doctor  and  facility  by  the  pa¬ 
tient. 

Strohson  said  the  best  of  both 
worlds  can  be  found  in  the  open 
panel  foundation,  which  applies 
the  efficiencies  and  disciplines 
of  the  closed  panel  without 
limiting  freedom  of  choice. 

Other  county  medical  so¬ 
cieties  in  PSRO  Area  IV  (Wayne, 
Monroe,  Northampton,  Pike,  and 
Carbon)  are  studying  the  foun¬ 
dation  concept,  and  in  Lehigh 
County,  the  Health  and  Hospital 
Council  has  studied  the  feasibili¬ 
ty  of  a  closed  panel  HMO.  It 
found  that  an  HMO  is  not 
feasible  at  this  time,  but  has  rec¬ 
ommended  that  the  possibility 
be  reviewed  within  two  years.  It 
suggested  in  the  meantime  that 
consumers,  businessmen,  labor 
organizations,  and  insurance 
carriers  join  to  aid  the  founda¬ 
tion’s  formation  and  develop¬ 
ment. 

The  framework  for  the  founda¬ 
tion  is  built  by  the  county  medi¬ 
cal  societies  and  osteopathic  as¬ 
sociations.  The  foundation  is  a 
nonprofit  organization  to  pro¬ 
vide  care  for  patients  who  have 
group  health  protection.  The 
health  care  contracts  must  pro¬ 
vide  benefits  which  meet  certain 
minimum  standards  of  coverage 
established  by  physicians.  Em- 
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phasis  is  on  outpatient  care. 
Physicians  joining  the  founda¬ 
tion  agree  to  accept  reimbur¬ 
sement  from  the  insurers 
through  the  foundation  as  pay¬ 
ment  in  full  and  agree  further  to 
ongoing  peer  review. 

The  development  of  the  Le¬ 
high  County  foundation  is  con¬ 
tinuing  under  the  direction  of  the 
Founding  Committee,  and  the  ad 
hoc  study  committee  has  been 


dissolved. 

In  September,  however,  the 
Northampton  County  Medical 
Society  tabled  plans  for  partici¬ 
pating  in  a  foundation  pending 
further  study.  The  Carbon 
County  Medical  Society  en¬ 
dorsed  participation  in  principle. 

Elsewhere  in  the  state,  the 
Delaware  County  Medical  Soci¬ 
ety  has  appointed  two  members, 
Samuel  D.  Allen,  M.D.,  and  E. 


Earle  Trout,  M.D.,  to  serve  on  the 
Delaware  County  Alternative  De¬ 
livery  System  Committee,  which 
consists  of  industry,  provider, 
and  consumer  members.  This 
committee  is  conducting  an  al¬ 
ternative  delivery  system  study 
through  the  AHMAC  Corpora¬ 
tion,  an  Ardmore  health  manage¬ 
ment  and  consulting  firm.  Dela¬ 
ware  County  employers  have 
provided  funds  for  the  study. 


Trust  reports  to  House  of  Delegates 


The  1973  annual  report  of  the 
Educational  and  Scientific  Trust 
of  the  Pennsylvania  Medical  So¬ 
ciety  reveals  that  applicants  for 
medical  student  loans  rose  30 
percent,  principally  due  to  an 
increase  in  the  cost  of  medical 
school  tuitions  and  living  ex¬ 
penses  and  to  an  increase  in  the 
number  of  students  enrolled. 

The  trust  reported  to  the  1974 
House  of  Delegates  that  the  cost 
of  a  medical  education  has 
increased  to  the  extent  that  a 
first-year  medical  student  will 


expend  between  $5,600  and 
$7,900  for  the  year. 

A  new  group  life  insurance 
policy  has  been  purchased  as 
surety  in  the  event  of  the  death 
of  debtors  prior  to  repayment. 
According  to  Alex  H.  Stewart, 
executive  director  and  secretary 
of  the  trust,  the  $4,000  premium 
will  be  paid  for  on  a  prorated 
basis  out  of  earned  income  by 
each  of  the  fifteen  funds  having 
loan  programs. 

Assets  for  the  trust  amounted 
to  $1,616,786,  which  included 


outstanding  loans  of  $1,131,959 
to  over  750  borrowers.  During 
the  year,  the  Committee  on  Aid 
to  Education  and  the  trustees  of 
the  trust  allocated  $171,315  in 
new  loans  to  236  students.  Con¬ 
tributions  of  $86,640  came  from 
Pennsylvania  Medical  Society 
members  and  $93,684  from  other 
individuals,  organizations,  and 
auxiliaries. 

The  newest  fund  was  created 
by  a  donation  from  Dorothy  B. 
Goodman  in  the  amount  of 
$25,000  in  memory  of  her  uncle, 
Lewis  H.  Bacon,  M.D.,  formerly 
of  Pottsville,  to  be  used  for 
Schuylkill  County  residents. 


WORKING  TOGETHER  in  areas  of  mutual  concern  was  the  purpose  of  a  joint  meeting  of  the  executive  committees  of  the  State 
Society  and  the  Hospital  Association  of  Pennsylvania  (HAP)  held  at  PMS  headquarters  recently.  A  joint  committee  was 
proposed  to  analyze  hospital  control  legislation,  to  draft  a  statement  on  malpractice  insurance  as  a  prerequisite  to  hospital 
staff  admission,  and  to  prepare  an  explanation  of  the  “due  process”  procedure  regarding  medical  staff  appointments  as 
outlined  in  standards  of  the  Joint  Commission  on  Accreditation  of  Hospitals.  Attending  the  meeting  and  shown  above,  left  to 
right,  are:  Seated — H.  Thompson  Dale,  M.D.,  PMS;  James  R.  Neely,  HAP;  A.  Reynolds  Crane,  M.D.,  PMS;  Cyrus  B.  Slease, 
M.D.,  PMS;  Ben  Badman,  Jr.,  HAP;  John  F.  Rineman,  PMS;  George  A.  Rowland,  M.D.,  PMS;  and  standing — Fred  Speaker, 
PMS;  Norman  Skillman,  HAP;  James  H.  Stewart,  HAP;  David  S.  Masland,  M.D.,  PMS;  Robert  S.  Sanford,  M.D.,  PMS;  John  F. 
Wicks,  HAP;  Robert  H.  Craig,  Jr.,  PMS;  and  Thomas  S.  Powell,  HAP.  Drs.  Masland  and  Rowland  will  represent  the  State  Soci¬ 
ety  on  the  joint  committee. 
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editorials 


Education  requirement  questions  answered 


Continuing  medical  education  has  always  been 
an  important  part  of  the  physician’s  professional 
life  and  as  such  has  been  pursued  by  most  in  the 
attempt  to  provide  better  medical  care.  Karl  Marx 
pointed  out  that  “The  education  of  most  people 
ends  upon  graduation;  that  of  the  physician  means 
a  lifetime  of  incessant  study.”  Within  the  last  five 
years,  the  spotlight  has  been  turned  on  this  aspect 
of  the  physician’s  career  and  he  must  now  show 
written  proof  of  his  postgraduate  training.  For 
those  who  consistently  strive  to  improve  them¬ 
selves  through  education,  this  task  should  be  of 
little  consequence. 

The  American  Medical  Association  House  of 
Delegates  established  the  Physician’s  Recognition 
Award  (PRA)  in  December  1968  on  a  voluntary 
basis.  It  was  not  until  October  of  1971  that  the 
Pennsylvania  Medical  Society  made  this  a 
requirement  for  membership  in  the  State  Society. 
By  June  30,  1975,  all  physicians  in  Pennsylvania 
who  wish  to  maintain  their  membership  in  the  medi¬ 
cal  Society  must  have  qualified  for  the  award.  Fail¬ 
ure  to  qualify  will  result  in  suspension  of  mem¬ 
bership,  but  by  action  of  the  House  of  Delegates 
last  month,  members  will  have  until  June  30, 1976  to 
submit  their  PRA  applications  to  the  AMA. 

Some  physicians  have  elected  to  apply  for  the 
1974  Physician’s  Recognition  Award,  many  for  the 
first  time.  Legitimate  questions  have  arisen  con¬ 
cerning  the  compilation  of  data  for  the  form  and 
are  worthy  of  discussion.  One  of  the  most  common 
deals  with  the  definition  of  what  constitutes  a  Cat¬ 
egory  I  continuing  education  activity  as  opposed 
to  a  Category  II  program.  Basically,  they  are  the 
same,  differing  only  in  the  type  of  sponsorship. 
Category  I  programs  are  planned  continuing  medi¬ 
cal  education  activities  with  accredited  spon¬ 
sorship,  while  Category  II  programs  are  sponsored 
by  nonaccredited  organizations.  Both  may  have 
equal  planning,  administration,  evaluation,  and 
course  content,  but  only  those  with  accredited 
sponsors  are  acceptable  in  Category  I.  AMA 
accredited  institutions  are  listed  in  the  booklet  ac¬ 
companying  the  award  application,  and  the  Penn¬ 
sylvania  Medical  Society  periodically  publishes 
the  names  of  accredited  institutions  in  PENNSYL¬ 
VANIA  MEDICINE. 

Courses  listed  in  the  August  supplement  of 
JAMA  and  the  September  supplement  of  PENN¬ 
SYLVANIA  MEDICINE  are  Category  I  accredited 


programs.  A  course  that  has  an  accredited  sponsor 
or  cosponsor,  but  which  is  not  listed  in  either  of  the 
above  cited  sources,  is  acceptable  for  Category  I 
credit.  Not  all  course  information  reaches  the  edi¬ 
torial  staff  in  time  to  be  included  in  these  publica¬ 
tions,  so  even  if  you  cannot  verify  it,  include  it. 

Increased  use  of  audiovisual  materials  such  as 
videotapes,  films,  and  audiotapes  has  created  new 
learning  experiences  for  physicians  and  are  within 
the  definition  of  planned  programs.  Those  materi¬ 
als  that  are  used  by  groups  of  physicians,  comply 
with  the  planned  program  criteria,  and  have 
accredited  sponsorship,  should  be  applied  to  Cat¬ 
egory  I.  Individual  use  of  audiovisual  materials  or 
nonsupervised  use  falls  within  Category  V,  self¬ 
learning. 

PSRO,  medical  audit  and  other  peer  review  ac¬ 
tivities  are  learning  experiences  and  are  allowable 
for  credit  in  Category  V,  patient  care  review.  Em¬ 
phasis  on  this  aspect  of  medicine  in  the  coming 
years  will  easily  afford  physicians  an  opportunity 
for  twenty-two  hours  of  credit. 

Other  meritorious  learning  experiences,  Cate¬ 
gory  VI,  is  a  catchall  for  activities  which  do  not 
easily  lend  themselves  to  inclusion  in  any  of  the 
other  areas.  In  answer  to  a  question  recently 
received,  this,  unfortunately,  does  not  include  time 
spent  reading  Playboy. 

Additional  information  concerning  the  Physi¬ 
cian’s  Recognition  Award  or  continuing  medical 
education  may  be  obtained  from  the  Council  on 
Education  and  Science  of  the  Pennsylvania  Medi¬ 
cal  Society. 

David  A.  Smith,  M.D. 

Medical  Editor 
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Dr.  Crane  addresses  House  of  Delegates 


A.  Reynolds  Crane,  M.D.,  president  of  the  Pennsyl¬ 
vania  Medical  Society  delivered  this  message  to  the 
125th  Annual  Session  of  the  Pennsylvania  Medical 
Society  on  Thursday,  October  10,  1974  at  the 
William  Penn  Hotel,  Pittsburgh.  His  address  served 
two  purposes,  because  he  spoke  both  as  Society 
president  and  president  elect.  His  term  of  office 
began  early  when  he  automatically  succeeded  to 
the  presidency  on  July  10,  when  death  took  Ralph  C. 
Wilde,  M.D. 


Having  taken  the  helm  in  mid-stream,  as  it  were,  I 
find  myself  a  little  uncertain  as  to  whether  the  correct 
role  at  this  time  is  to  report  on  the  accomplishments  of 
the  past  year  as  President  or  to  trace  pathways  through 
the  future  as  president  elect.  Looking  backward  I 
would,  first  of  all,  pay  tribute  to  my  able  and  respected 
predecessor,  Dr.  Ralph  C.  Wilde.  I  knew  him  only  for 
the  brief  time  he  served  as  president  elect  and  presi¬ 
dent  but  in  that  short  period  came  to  admire  him 
greatly  for  his  ability  as  a  quiet  and  effective  leader 
with  a  keen  insight  and  quick  understanding  of  the 
problems  before  him.  His  courage  and  stamina  were 
never  better  evident  than  in  the  clear  and  concise  sum¬ 
mary  he  gave  of  the  two-day  Officers’  Conference  in 
April,  despite  the  debilitating  effects  of  the  leukemia 
which  was  to  take  him  from  our  ranks  too  soon. 
We  do — and  shall — miss  him  sorely.  The  passing  of  the 
gavel  occurred  smoothly  because  of  his  leadership  and 
the  very  fine  work  that  had  been  done  for  him  and 
under  him  by  all  of  you  and  our  colleagues  serving  on 
the  various  councils  and  commissions,  by  the  Woman’s 
Auxiliary,  and  by  our  very  effective  and  exceptionally 
competent  administrative  staff.  To  all  of  you  I  would 
express  appreciation  in  his  name,  as  well  as  my  own, 
and  in  so  doing  pay  tribute  to  his  memory  and  his  con¬ 
tributions  to  this  Society. 

The  challenges  and  accomplishments  of  the  past 
year  are  well  covered  in  the  reports  of  the  Board  of 
Trustees  and  Councilors,  the  standing  committees,  the 
councils  and  commissions,  and  the  Woman’s  Auxiliary, 
all  of  which  are  contained  in  your  official  reports  book 
and  need  no  embellishment  from  me.  They  well  attest 
to  the  vigor  and  vitality  of  your  Society  and  its  ability  to 
address  the  many  challenges  constantly  appearing  on 
the  medical  scene,  as  well  as  the  will  to  initiate  new 
concepts  and  approaches  to  all  aspects  of  patient  care 
and  the  public  health.  Adaptability  is  the  basic  strength 
of  a  useful  and  productive  organization  and  as  you  read 
the  reports  you  will  readily  identify  this  capability  in 
your  Society. 

I  have  neither  a  crystal  ball  nor  the  prescience  of  the 
saints.  The  fact  that  I  walked  the  pathways  of  the  great 
philosophers  as  an  undergraduate  at  college,  saw  the 
growth  of  social  planning  as  a  young  man  and,  as  a 


physician,  witnessed  the  incredible  developments  of 
medical  science  has  not  placed  in  my  hands  the  talent 
to  outline  the  future  any  more  than  it  has  put  it  in  the 
hands  of  any  of  you.  However,  the  office  of  the  presi¬ 
dent  permits,  indeed  demands,  a  description  of  the  ef¬ 
fects  of  the  convergence  of  these  streams  upon  society, 
that  you  may  use  the  strands  to  weave  the  structure  of 
tomorrow. 

You  recognize,  I  am  sure,  that  “future  shock”  is  the 
result  of  the  convergence  of  these  streams  and  that  it  is 
no  longer  “future.”  It  is  now  upon  us  all  as  we,  patient 
and  physician  alike,  are  caught  in  the  sticky  web  of 
overpopulation,  of  government,  of  corporate  business 
and  of  the  computer  age  with  the  preservation  of  the  in¬ 
dividual  and  his  dignity  being  the  greatest  challenge 
before  all  society  excepting  only  the  preservation  of  the 
environment  without  which  there  will  be  no  life  tomor¬ 
row.  Escape  requires  individual  effort  and  recognition 
that  cradle  to  grave  security  and  freedom  do  not  go 
hand  in  hand  but  are  bought  only  at  the  price  of  an  indi¬ 
vidual’s  responsibility  for  his  own  actions  and  his  own 
life — not  alone  but  joined  together  with  his  brothers  as 
each  shares  his  part  of  the  task. 

In  this  predicament — what  does  the  individual  seek 
and  what  can  we  as  physicians  offer  or  influence  to  his 
advantage?  We  have  learned  and  society  is  learning 
that  the  physician  is  neither  responsible  for  nor  can  he 
cure  all  the  ills  of  mankind.  Automobiles,  living  styles, 
food  supplies,  and  political  manipulation  are  all  more 
potent  factors  in  longevity,  or  the  lack  thereof,  than  the 
knife  or  digitalis.  Yet  there  are  things  we  can  and  must 
do  if  we  are  to  extricate  our  patients  and  ourselves 
from  the  web. 

First,  there  is  Gargantua — sheer  bigness.  We  cannot 
stop  mergers  or  the  American  craze  to  make  big  ones 
out  of  little  ones  or  the  concept  that  bigger  is  better, 
but  we  can  prevent  the  unresponsiveness  of  bigness  to 
the  needs  of  an  individual  from  permeating  into  the 
practice  of  medicine  more  than  it  already  has. 

I  would  urge  that  in  ourselves  and  in  our  practices 
we  accelerate  renewal  of  the  concept  of  the  patient  as 
a  person — not  a  disease.  More  than  ever  does  a  sick 
man  need  the  doctor  as  a  teacher  who  will  guide  him  by 
(Continued  to  page  45) 
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half-ounce 
prevention 


Use  it  to  prevent  a  topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A  half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B  Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5  mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1  oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ¬ 
isms,  as  in:  •  infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

•  primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  •  second¬ 
arily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

•  traumatic  lesions,  inflamed  or  suppurating  as  a  result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a  day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of1  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a  not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

/  Burroughs  Wellcome  Co. 

1  m  /  Research  Triangle  Park 
Wellcome /  North  Carolina  27709 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6  monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects* 2 3 4'5) 


(Decreased  42.6%) 

■  Baseline 

(before  Dalmane) 

■  Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a  14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7  to  8  hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a  summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
( e.g operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous¬ 
ness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva¬ 
tion,  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil¬ 
itated  patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 .  Kales  A,  et  al\  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC.  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  —  usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —  initial  dosage  for 
elderly  or  debilitated  patients. 

•  induces  sleep  within  17 
minutes,  on  average 

•  reduces  nighttime  awakenings 

•  sustains  sleep  7  to  8  hours,  on 
average,  without  repeating  dosage 
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Dialogue 


“I  may  be  prejudiced,  but  I  am 
very  much  in  favor  of  the  detail  men 
I  meet.  Most  of  them  are  knowledge¬ 
able  about  the  drugs  they  promote 
and  can  be  a  great  help  in  acquaint¬ 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I  think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I  have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na¬ 
ture  of  my  practice.  They,  there¬ 
fore,  limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I  usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a  potential  for  detail  men 
to  play  a  meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa¬ 
tives  and  salesmen  of  the  pharma-  I 
ceutical  industry  is  the  type  of  con¬ 
tact  that  people  in  a  medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoocf 
on  a  somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I  person¬ 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes¬ 
sionals.  Thus  they  could  be— and 
at  times  actually  are— dissemina¬ 
tors  of  useful  information.  They 
could  consistently  serve  a  real  edu¬ 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific¬ 
ally  sound  and  therefore  truly  use¬ 
ful— as  well  as  some  excellentfilms 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 
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Is  He  a  Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a  great  fund  of  information 
about  the  drug  products  he  is  re¬ 
sponsible  for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I  exercise  some  caution.  I  usu¬ 
ally  accept  most  of  the  statements 
and  opinions  that  I  find  in  the 
papers  and  studies  which  come 
from  the  larger  teachingfacilities. 

It  goes  without  saying  that  a  physi¬ 
cian  should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

T raining  of  Sales  Representatives 

Ideally,  a  candidate  for  the 
position  as  a  sales  representative 
of  a  pharmaceutical  company 
should  be  a  graduate  pharmacist 
who  has  a  questioning  mind.  I  don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen¬ 
sively.  It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con¬ 
stantly  reviewed  as  well  as  up¬ 
dated.  This  phase  of  the  sales  rep¬ 
resentative’s  education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I  am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a  great  deal  of  in¬ 
formation  about  the  products  they 
produce  — information  about  indi¬ 
cations,  contraindications,  side 
effects  and  precautions.  Yet,  al¬ 
though  most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful¬ 
fill  their  important  function.  Inci¬ 
dentally,  I  feel  the  same  way  about 
periodic  assessments  of  everyone 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa¬ 
tional  material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti¬ 
cal  companies  are  not  producing  all 
this  material  as  a  labor  of  love— 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti¬ 
vated  sales  representative  can 
exert  a  negative  influence  on  the 
practicing  physician,  both  by  pre¬ 
senting  a  one-sided  picture  of  his 
>  product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a  representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  bean  ongoing  one. 
There  must  be  a  continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo¬ 
tional  and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor¬ 
rective  criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ¬ 
ent  peer  review.  The  better  edu¬ 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar¬ 
maceutical  industry,  health  pro¬ 
fessionals  and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa¬ 
tion  on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an¬ 
swers  to  specific  questions  sup¬ 
plied  by  the  pharmaceutical  repre¬ 
sentative.  However,  that  informa¬ 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur¬ 
geons  or  salesmen. 

Value  of  Sampling 

I  personally  am  in  favor  of 
limited  sampling.  I  do  not  use 
sampling  in  order  to  perform  clini¬ 
cal  testing  of  a  drug.  I  feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a  controlled  environment. 

I  do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I  do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I  get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a  liquid 
form  I  take  the  time  to  taste  it.  In 
that  way  I  am  able  to  give  my  pa¬ 
tients  more  complete  information 
about  the  particular  medications 
that  I  prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi¬ 
tioner  must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re¬ 
sponsibility  to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a  high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a  high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I  challenge  the  industry  as 
a  whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 
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The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper¬ 
tensive  patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a  complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es¬ 
sential  hypertension  is  charac¬ 
terized  by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas¬ 
ingly  concerned  with  the  ef¬ 
fects  of  an  antihypertensive 
agent  not  only  on  blood  pres¬ 


tained?  And,  also,  is  there 
likely  to  be  drug-induced  pos¬ 
tural  hypotension  serious 
enough  to  pose  a  threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder¬ 
ate  hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap¬ 
proval  from  physicians.  First, 
of  course,  for  its  efficacy  in 


sure  itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec¬ 
tively?  Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main¬ 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA I MSD) 

smoothly  lowers  blood  pressure 


For  a  brief  summary  of  prescribing  information, 
please  see  following  page. 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu¬ 
ally  maintained  with  no  cardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo¬ 
merular  filtration  rate,  or  fil¬ 
tration  fraction.  And  ALDOMET 
usually  does  not  cause  sympto¬ 
matic  postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen¬ 
sitivity  to  the  drug.  Use  with 
caution  in  patients  with  a  history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a  positive  Coombs  test,  hemo¬ 
lytic  anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther¬ 
apy.  The  rare  occurrences  of  he¬ 
molytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum¬ 
mary  of  prescribing  information. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi¬ 
tivity.  Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon¬ 
sive  to  mild  sedation  or  thiazide  therapy.  Use  cau¬ 
tiously  in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a  posi¬ 
tive  Coombs  test,  hemolytic  anemia,  and  liver  dis¬ 
orders  may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis¬ 
orders  could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a  positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1  g  or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a  positive  direct  Coombs  test  may  de¬ 
velop  hemolytic  anemia.  Prior  existence  or  devel¬ 
opment  of  a  positive  direct  Coombs  test  is  not  in 
itself  a  contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex¬ 
ists  and  whether  the  positive  Coombs  test  may  be 
a  problem.  For  example,  in  addition  to  a  positive 
direct  Coombs  test  there  is  less  often  a  positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a  blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a  baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a  direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo¬ 
lytic  anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re¬ 
vert  to  normal  until  weeks  to  months  after  meth¬ 
yldopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a  patient 
receiving  methyldopa,  both  a  direct  and  an  indirect 
Coombs  test. should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A  positive  di¬ 
rect  Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a  hema¬ 
tologist  or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor¬ 
malities  in  liver  function  tests,  such  as  serum  al¬ 
kaline  phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re¬ 
ported.  These  hepatic  changes  may  represent  hy¬ 
persensitivity  reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur¬ 
ing  the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl¬ 
dopa  should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po¬ 
tentiation  of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  /tye-Not  rec¬ 
ommended  in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea¬ 
surement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl¬ 
dopa  causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re¬ 
ported.  This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo¬ 
tension  occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc¬ 
curred  after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres¬ 
sure  are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug¬ 
gested.  Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a  few  patients.  Sore  tongue  or 
"black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a  thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges¬ 
tion  appear,  discontinue  drug.  A  rise  in  BUN  has 
been  observed.  Other  rare  reactions  include- breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares¬ 
thesias,  Bell’s  palsy,  parkinsonism,  psychic  dis¬ 
turbances  including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa¬ 
tients  with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi¬ 
tivity  in  those  with  advanced  arteriosclerotic  vas¬ 
cular  disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a  thiazide  frequently  re¬ 
stores  effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl¬ 
dopa  each,  in  single-unit  packages  of  100  and  bot¬ 
tles  of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  &  Dohme,  Division  of  Merck  &  Co.,  INC., 
West  Point,  Pa.  19486 


“Required 

Reading” 

For  Your 

Hypertensive 

Patients 


* 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  &  Dohme  offers  “High 
Blood  Pressure,”  a  concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper¬ 
tension.  This  booklet  is  avail¬ 
able  for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen¬ 
tative  or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a  supply 
of  this  booklet. 


“Bernard  Baruch  saved  his 
fortune  by  putting  his  money 
in  silver”  ...so  can  you  ! 


Financial  wizard  Bernard  Baruch  saw 
the  problems  of  the  stock  market  in 
the  late  1920’s.  A  year  before  the  great 
crash  he  began  converting  his  invest¬ 
ments  from  stocks  and  bonds  to  silver. 
When  the  crash  came  he  was  com¬ 
pletely  out  of  the  market. 

Silver  was  his  choice  to  ward  off  the 
losses  of  a  declining  market.  While 
others  lost  fortunes,  Bernard  Baruch 
emerged  a  multi-billionaire. 

In  the  past  24  months  the  stock  market 
has  declined  30%  while  the  price  of 
silver  has  increased  200%.  Learn  how 
you  can  get  protection  and  growth  by 


buying  financial  silver.  .999  fine  silver 
ingots  in  various  sizes  are  available  to 
suit  your  particular  requirements. 
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■  Company  Name  MK 

Address  _  _ _  _  _ Hi 

ICiiy _  _  _ Stale  _  _  .  -  Zip _ 

Phone  _  _  _ _ _ 


Empire  International  Corp. 

106  West  Seventh  Avenue  •  Trappe  ,  Pennsylvania  19426  •  (215)  631-1040 


new  members 


BERKS  COUNTY: 

Berard  N.  Avella,  M.D.,  301  S.  Seventh  Ave.,  West  Reading 
19602. 

BLAIR  COUNTY: 

Doo  Whan  Cho,  M.D.,  Altoona  Hospital,  Community  Mental 
Health  Center,  Altoona  16603. 


BUCKS  COUNTY: 

James  G.  Faunce  II,  M.D.,  117  Chestnut  Dr.  N.,  Doylestown 
18901. 

Walter  S.  Metzger,  M.D.,  512  Bells  Ct.,  B-2,  Andalusia  19020. 

CHESTER  COUNTY: 

Lawrence  Bernberg,  M.D.,  605  Gage’s  Lane,  West  Chester 
19380. 

Erich  R.  Merson,  M.D.,  1622  W.  Lynn  Dr.,  West  Chester  19380. 
Marshall  D.  Strode,  M.D.,  1219  Sylvan  Rd.,  West  Chester 
19380. 

CLEARFIELD  COUNTY: 

Leonard  F.  Schickling,  M.D.,  211  N.  Second  St.,  Clearfield 
16830. 


COLUMBIA  COUNTY: 

Laureano  M.  Manuel,  M.D.,  540  E.  Eleventh  St.,  Berwick  18603. 

CUMBERLAND  COUNTY: 

Larry  S.  Rankin,  M.D.,  1115  Fleetwood  Dr.,  Carlisle  1  701 3 . 

DAUPHIN  COUNTY: 

Burton  H.  Cohn,  M.D.,  890  Poplar  Church  Rd.,  Suite  108,  Camp 
Hill  17011. 

FAYETTE  COUNTY: 

Anthony  J.  Oliverio,  M.D.,  30  Delaware  Ave.,  Uniontown  15401. 

FRANKLIN  COUNTY: 

James  M.  Stern,  M.D.,  6  Pine  Hill  Dr.,  Waynesboro  17268. 

LANCASTER  COUNTY: 

C.  Deans  Crystale,  M.D.,  162  Hamilton  Rd.,  Lancaster  17603. 
Paul  R.  Grosh,  M.D.,  1521  Ridge  Rd.,  Lancaster  17603. 

Harold  E.  Kraybill,  M.D.,  Eastbrook  Family  Health  Center,  20 
Eastbrook  Rd.,  Ronks  17572. 

John  A.  Palumbo,  M.D.,  1075  Old  Hickory  Rd.,  Lancaster 
17601. 

LEHIGH  COUNTY: 

Ivan  T.  Krohn,  M.D.,  418  N.  Broad  St.,  Allentown  18104. 

LUZERNE  COUNTY: 

Daniel  F.  Lovrinic,  M.D.,  412  Northeastern  Bank  Bldg., 
Hazleton  18201. 

Milos  Marinkovic,  M.D.,  1111  East  End  Blvd.,  Wilkes-Barre 
18702. 

Phillip  J.  Seroska,  M.D.,  Wilkes-Barre  General  Hospital, 
Wilkes-Barre  18702. 

McKEAN  COUNTY: 

John  L.  Neill,  M.D.,  47  Congress  St.,  Bradford  16701. 

WASHINGTON  COUNTY: 

Robert  J.  Coppula,  M.D.,  380  Wilbert  Ave.,  Washington  15301. 

WESTMORELAND  COUNTY: 

John  A.  Yauch,  M.D.,  318  Main  St.,  Latrobe  15650. 

YORK  COUNTY: 

Clifford  C.  Hudson,  M.D.,  2595  S.  George  St.,  York  17403. 

Ross  B.  Moquin,  M.D.,  1001  S.  George  St.,  York  17405. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic-analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of'T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non¬ 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient's  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
131 1  resin  sponge  uptake,  T3  131 1  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  Vi  grain;  V2  grain;  scored  1 
grain;  V/2  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


28 


Pennsylvania  Medicine,  November  1974 


IN  NATURALTHYROID  THERAPY: 

ARE  PATIENTS 
GETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid*(thyn> 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant... for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


Announcing 
Controlled  Medical 
Leasing 

endorsed  by  the 
Pennsylvania  Medical  Society. 


Your  automobile  leasing  consultants 

specializing  in  diagnosing  your  automotive  leasing 
needs  and  prescribing  answers. 


□  Fleet  discount  program  tailored  specifically  for 
members  of  P.M.S. 


□  Statewide  network  of  service  facilities. 

□  Your  membership  in  P.M.S.  is  your  security  deposit. 

I^^^lontrolled  Medical  Leasing 

c/ o  Pennsylvania  Medical  Society. 

20  Erford  Road,  Lemoyne,  Pa.  17043 

Just  print  your  name  and  mail . .  .we'll  do  the  rest. 

Name _ 

Telephone 


Controlled  Medical  Leasing. 


.Area  Code. 


i 


. 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent /Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


Name _ 

Office  Address. 


City. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXkND 

KGENCY 


ER 

NC. 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


State— - Zip - 

Telephone _ _ _ 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


J 


If  you’re 


your  own  boss, 


we  have  good  news  for  you. 


There’s  a  great  new  tax  advantage  possible  for 
professionals,  business  proprietors  and  other 
self-employed  people,  as  a  result  of  recent 
Congressional  action  on  pensions  for  the 
self-employed. 

Previously,  self-employed  individuals  were 
allowed  a  special  tax  deduction  for  funds  set 
aside  for  retirement— 10%  of  earned  income 
with  a  limit  of  $2,500. 

Now,  if  you’re  your  own  boss,  you  can 
salt  away  perhaps  three  times  as  much  for 
retirement,  since  the  annual  ceiling  on 


PITTSBURGH  NRTIONRL  BANK 

PITTSBURGH'S  OLDEST  TRUST  COMPANY 


deductible  contributions  has  been  raised  to 
15%  with  a  $7,500  limit. 

Pittsburgh  National  has  developed  a  Master 
Retirement  Plan  for  people  like  you  — a  plan 
designed  to  help  you  get  the  full  benefits 
under  the  new  law. 

All  it  takes  to  arrange  a  meeting  is  a  phone 
call  to  our  T rust  Division  at  355-3604.  Or  send  in 
the  coupon  for  a  free  copy  of  our  short, 
easy-to-read  folder,  “New  Tax  Breaks  in 
Self-Employed  Retirement  Planning.”  We  can 
help  your  ship  come  in  a  little  closer  to  the  dock. 


|  Mr.  James  D.  Manown,  Jr. 

Trust  Division 
Pittsburgh  National  Bank 
Fifth  Avenue  and  Wood  Street 
Pittsburgh,  Pa.  15222 

Please  send  me  a  copy  of  your  booklet, 

“New  Tax  Breaks  in  Self-Employed  Retirement 
Planning.” 

| 

Name  _ 

j  Street _ _ _ 

City _ State _ Zip. 


J 


June  30,  1975  =  All  applications  for  the  1974 

Physician’s  Recognition  Award  must 
be  in  the  office  of  the  AMA. 

June  30,  1975  =  This  is  the  last  date  on  which  you  can 

take  education  that  can  be  reported 
for  the  current  membership  require¬ 
ment. 

You  will  have  fulfilled  the  continuing  medical  education 

requirement  if  you  have  earned  one  of  the  following: 

1973, 1974,  or  1975  Physician’s  Recognition  Award. 


If  you  need  another  copy  of  the  application  form,  contact: 

Council  on  Education  and  Science  •  Pennsylvania  Medical  Society  • 
20  Erford  Road  •  Lemoyne,  Pa.  17043 


1974  PRA  application  forms  are  available  now  for  reporting  education  taken  be¬ 
tween  July  1, 1971  and  June  30, 1974. 

1975  PRA  application  forms  will  be  available  January  1,  1975  for  reporting  educa¬ 
tion  taken  between  July  1, 1972  and  June  30, 1975. 


Continuing  medical  education . . . 
now  a  PMS  membership  requirement 


i 
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MDs  in  the  news 


Lang-Pao  Su,  M.D.,  has  been 
named  as  associate  in  anesthesi¬ 
ology  at  the  Guthrie  Clinic  and  Rob¬ 
ert  Packer  Hospital,  Sayre,  Pa.  He  is 
a  member  of  the  American  Society 
of  Anesthesiology  and  the  Pennsyl¬ 
vania  Society  of  Anesthesiologists. 

Ronald  S.  Berardi,  M.D.,  has  been 
named  associate  pathologist  in  the 
laboratory  department  of  the  Henry 
Clay  Frick  Community  Hospital, 
Mount  Pleasant.  He  is  certified  by 
the  American  Board  of  Pathology. 

Jesse  Weigel,  M.D.,  Pittsburgh, 
has  been  named  medical  director  of 
Emergency  Medical  Services  for  the 
Western  Pennsylvania  Regional 
Medical  Program.  A  major  focus  of 
the  program  is  the  specialized  in¬ 
struction  of  health  professionals, 
especially  courses  for  ambulance 
personnel.  Dr.  Weigel  serves  as  the 
director  of  employees  and  student 
health  services,  chairman  of  the 
Medical  Disaster  Committee,  and 
chairman  of  the  cardiopulmonary 
resuscitation  team  at  North  Hills 
Passavant.  He  is  a  certified  in¬ 
structor  in  cardiopulmonary  resus¬ 
citation  for  the  Western  Pennsyl¬ 
vania  Heart  Association  and  chairs 
the  Emergency  Medicine  and  Disas¬ 
ter  Committee  for  the  Northwest 
Allegheny  Hospital  Corporation  and 
the  Training  Committee  for  the 
Emergency  Medical  Service 
Council  of  the  Comprehensive 
Health  Planning  Agency  of  Western 
Pennsylvania. 

MarJeanne  Collins,  M.D., 

Philadelphia,  has  been  named 
acting  director  of  adolescent  medi¬ 
cine  at  Children’s  Hospital  of 
Philadelphia.  She  is  an  associate 
physician  at  Children’s  Hospital  and 
an  associate  in  pediatrics  at  the 
University  of  Pennsylvania  School 
of  Medicine. 

Tae  Hyung  Bu,  M.D.,  has  opened 
a  practice  in  obstetrics  and  gyne¬ 
cology  in  Erie.  He  completed  a  four- 
year  residency  at  St.  Vincent  Hospi¬ 
tal  and  Hamot  Medical  Center.  Dr. 
Bu  is  attending  physician  and  in¬ 
structor  of  residents  at  the  ob/gyn 
clinic  at  St.  Vincent  and  is  attending 
physician  for  the  Family  Life  Center. 


A.  Richard  Kendall,  M.D., 

Philadelphia,  has  been  named 
professor  and  chairman  of  urology 
at  Temple  University  School  of 
Medicine.  Dr.  Kendall  is  a  past  re¬ 
cipient  of  the  Christian  R.  and  Mary 
F.  Lindback  award  for  outstanding 
teaching.  He  is  a  fellow  of  the  Inter¬ 
national  Society  of  Urology,  the 
American  Urologic  Association,  the 
Society  for  Pediatric  Urology,  the 
Academy  of  Pediatrics,  and  the 
American  College  of  Surgeons. 


DR.  KENDALL  DR.  BURNSIDE 


The  Fifteenth  edition  of  Adams’ 
Physical  Diagnosis  has  been  com¬ 
pletely  rewritten  and  updated  by 
John  W.  Burnside,  M.D.,  associate 
professor  of  medicine  and  chief  of 
the  division  of  internal  medicine  at 
the  Milton  S.  Hershey  Medical 
Center,  Pennsylvania  State  Univer¬ 
sity,  Hershey.  Dr.  Burnside  was  for¬ 
merly  a  clinical  research  fellow  in 
cardiology  and  medicine  at  Harvard 
Medical  School. 

J.  Kenneth  Denlinger  has  been 
appointed  assistant  professor  of  an¬ 
esthesia  at  the  Pennsylvania  State 
University  College  of  Medicine, 
Milton  S.  Hershey  Medical  Center. 
He  was  formerly  with  the  National 
Institutes  of  Health  as  clinical  as¬ 
sociate  in  anesthesia.  Dr.  Denlinger 
is  a  diplomate  of  the  American 
Board  of  Anesthesiology  and  a 
fellow  of  the  American  College  of 
Anesthesiologists. 

Joseph  Weber,  M.D.,  has  begun 
medical  practice  in  his  home  town 
of  Ashland.  A  graduate  of  Lehigh 
University,  he  received  his  M.D. 
degree  from  the  University  of  Pitts¬ 
burgh  and  completed  his  residency 
at  St.  Francis  Hospital,  Pittsburgh. 


Vincente  P.  Dinoso,  Jr.,  M.D.,  has 

been  named  associate  professor  of 
medicine  and  associate  director  of 
the  division  of  gastroenterology  at 
Hahnemann  Medical  College  and 
Hospital,  Philadelphia.  Dr.  Dinoso, 
who  will  direct  the  division’s 
research  program,  is  a  National  In¬ 
stitutes  of  Health  Career  Develop¬ 
ment  Award  winner. 

Two  physicians  have  joined  the 
staff  at  the  Pennsylvania  State  Uni¬ 
versity  College  of  Medicine  at  the 
Milton  S.  Hershey  Medical  Center. 
They  are  Harold  A.  Harvey,  M.D.,  as¬ 
sistant  professor  in  the  division  of 
oncology,  and  Bahu  S.  Shaikh  M.D., 
assistant  professor  in  the  division  of 
hematology.  Dr.  Harvey  held  a 
fellowship  in  medical  oncology  at 
Lemuel  Shattuck,  Pondville,  and 
Tufts-New  England  Medical  Center 
Hospitals.  Dr.  Shaikh  was  formerly 
chief  resident  in  hematology  with 
the  Cardeza  Foundation  for  Hema¬ 
tologic  Research  at  Thomas  Jef¬ 
ferson  University. 

John  W.  Hirshfeld,  Jr.,  M.D., 
Swarthmore,  has  been  appointed 
the  second  incumbent  of  the 
Samuel  Bellet  Professorship  in  Car¬ 
diology  at  the  University  of  Pennsyl¬ 
vania  School  of  Medicine,  where  he 
is  assistant  professor.  He  has  been 
a  special  research  fellow  in  the  car¬ 
diology  branch  of  the  National 
Heart  and  Lung  Institute  and  a 
fellow  in  cardiology  at  Duke  Univer¬ 
sity  Medical  Center. 

Laird  G.  Jackson,  M.D.,  director 
of  the  division  of  medical  genetics 
at  Jefferson  Medical  College, 
Thomas  Jefferson  University,  pre¬ 
sented  a  scientific  exhibit  on 
screening  programs  for  the  preven¬ 
tion  of  Tay-Sachs  disease  at  the 
recent  AMA  Chicago  convention 
which  was  awarded  the  certificate 
of  merit  in  the  internal  medicine 
section.  Three  medical  students  at 
the  college  collaborated  on  the  ex¬ 
hibit. 

Andrew  Lefko,  M.D.  has  been  ap¬ 
pointed  professor  of  psychiatry  at 
the  Pennsylvania  State  University 
College  of  Medicine,  Milton  S. 
Hershey  Medical  Center.  He  will 
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direct  the  psychosomatic  consulta¬ 
tion  service  of  the  department  of 
psychiatry.  He  was  formerly  chief  of 
the  department  of  psychiatry  and 
neurology  at  Walson  Army  Hospital, 
Fort  Dix,  N.J. 

Two  Hamot  Medical  Center,  Erie, 
physicians  have  been  elected  to  of¬ 
fices  in  the  northwestern  chapter  of 
the  American  College  of  Surgeons. 
George  J.  D’Angelo,  M.D.,  chairman 
of  the  division  of  thoracic  and  car¬ 
diovascular  surgery,  has  been 
elected  president.  Robert  J.  De- 
muth,  M.D.,  chairman  of  the  division 
of  plastic  surgery,  has  been  elected 
secretary-treasu  rer. 

Two  Lock  Haven  physicians,  John 
W.  Crisanti,  M.D.,  and  Rizalito  Ad- 
vincula,  M.D.,  are  opening  a  medi¬ 
cal  practice  aimed  toward  eventual¬ 
ly  developing  a  twenty-four-hour 
primary  health  care  program  in 
Renovo.  Dr.  Crisanti  has  been 
director  of  emergency  services  at 
Lock  Haven  Hospital.  Dr.  Advincula 
completed  specialty  training  at 
Trumbull  Memorial  Hospital, 
Warren,  Ohio,  and  is  a  member  of 
the  American  Academy  of  Family 
Physicians  and  the  American  Col¬ 
lege  of  Emergency  Physicians. 

Anna  Marie  Sesso,  M.D.,  Drexel 
Hill,  has  been  appointed  chairman 
of  the  department  of  pediatrics  at 
Mercy  Catholic  Medical  Center, 
Darby.  She  is  certified  by  the  Amer¬ 
ican  Board  of  Pediatrics  and  is  a 
fellow  of  the  American  Academy  of 
Pediatrics  (AAP)  and  the  Interna¬ 
tional  College  of  Pediatrics.  She  is 
AAP  consultant  for  the  Head  Start 
program  in  Pottsville  and  North 
Hills  and  serves  on  the  academy’s 
Accident  and  Poison  Control  Com¬ 
mittee  for  the  Pennsylvania  chapter. 

Appointments  to  the  regional  ad¬ 
visory  group  of  the  Western  Penn¬ 
sylvania  Regional  Medical  Program 
include  two  University  of  Pittsburgh 
physicians:  Jack  D.  Myers,  M.D., 
professor  of  medicine,  and  Kenneth 
Rogers,  M.D.,  professor  and 
chairman  of  the  department  of  com¬ 
munity  medicine.  They  join  F.S. 
Cheever,  M.D.,  retiring  vice  chan¬ 
cellor  for  the  health  professions  and 
William  M.  Cooper,  M.D.,  director  of 
the  division  of  continuing  education 
at  the  school  of  medicine,  who  are 
currently  serving. 


George  R.  Hart,  M.D.,  who  es¬ 
tablished  a  practice  in  otolaryngol¬ 
ogy  in  New  Castle  recently, 
received  a  Meritorious  Service 
Medal  at  Annapolis,  Md.,  on  the  oc¬ 
casion  of  his  retirement  after 
twenty-four  years  of  U.S.  Navy  serv¬ 
ice. 

Three  family  practice  resident 
physicians  will  man  the  new  family 
practice  unit  in  the  ambulatory  care 
center  adjacent  to  the  Latrobe  Area 
Hospital.  They  are:  Drs.  Melchor  M. 
Carbonell,  Bruce  A.  Hershock,  and 
Marvin  E.  Nielsen,  Jr.  Twenty-four 
hour  coverage  is  available  through 
the  program  which  was  made  pos¬ 
sible  by  an  affiliation  between  Jef¬ 
ferson  Medical  College  of  Thomas 
Jefferson  University  and  the  La¬ 
trobe  Area  Hospital. 

J.  Arnold  Donovan,  Jr.,  M.D., 
Olean,  N.Y.,  has  been  appointed  or¬ 
thopedic  surgeon  at  Evangelical 
Hospital,  Lewisburg. 

James  H.  McMaster,  M.D.,  assist¬ 
ant  professor  of  orthopedic  surgery 
at  the  University  of  Pittsburgh 
School  of  Medicine,  and  three 
fellows  in  the  department  of  ortho¬ 
pedic  surgery,  Roger  J.  Ferguson, 
M.D.,  Ph.D.,  Pierce  E.  Scranton,  Jr., 
M.D.,  and  Carl  R.  Weinert,  Jr.,  M.D., 
have  received  the  American  Ortho¬ 
paedic  Foot  Society  Albert  E. 
Klinkicht  award  for  their  paper  on 
the  dynamic  function  of  the  human 
fibula. 

David  B.  Fishback,  M.D.,  of  the 

Philadelphia  Geriatric  Center,  ad¬ 


dressed  a  meeting  of  the  Interna¬ 
tional  Congress  of  Angiology  on  the 
progress  of  his  research  on  high 
blood  pressure  in  the  aged  at  Mon¬ 
treal,  Quebec,  recently. 

Gordon  K.  MacLeod,  M.D.,  has 
been  named  professor  and 
chairman  of  the  newly-designated 
department  of  health  services  ad¬ 
ministration  of  the  University  of 
Pittsburgh’s  Graduate  School  of 
Public  Health.  He  was  formerly 
director  of  the  HMO  service  of  the 
U.S.  Department  of  Health,  Educa¬ 
tion,  and  Welfare. 

Three  Minersville  area  physicians 
have  been  honored  for  medical 
service  at  a  testimonial  dinner  by 
the  Minersville  Area  Lions  Club. 
They  are  Drs.  Guy  Bashore;  A.  E. 
Valibus;  and  Leroy  R.  Purcell. 

J.  W.  Smith,  Sr.,  M.D.,  has  been 
honored  for  fifty  years  of  medical 
service  to  the  Beaver  County  Medi¬ 
cal  Society.  He  is  a  past  president 
of  the  society  and  delegate  to  the 
State  Society  House  of  Delegates. 

Cataldo  Corrado,  M.D.,  Union- 
town,  was  honored  at  a  testimonial 
dinner  given  recently  by  the  citizens 
of  Uniontown. 

Matthew  T.  Moore,  M.D.,  emeritus 
professor  of  neuropathology  at  the 
University  of  Pennsylvania  School 
of  Medicine,  has  been  elected  to 
honorary  membership  in  the  Ameri¬ 
can  Association  of  Neuropatholo¬ 
gists.  He  presented  two  papers  at 
the  recent  Congress  of  Neuropatho¬ 
logy  in  Budapest,  Hungary. 


MEDEX  Preceptors 

Fifteen  Pennsylvania  physicians  are  currently 
training  the  third  class  of  MEDEX  physicians’  assist¬ 
ants  from  the  Pennsylvania  State  University  College 
of  Medicine,  Milton  S.  Hershey  Medical  Center.  The 
students  have  completed  classroom  and  clinical 
training  programs  and  have  entered  the  community 
training  preceptor  phase  of  the  National  Institutes  of 
Health-Funded  program.  They  are: 


Earl  K.  Connors,  M.D.,  Langhorne 


Robert  B.  Edmiston,  M.D.,  Harrisburg 
Robert  L.  Barton,  M.D.,  Hershey 
Bertram  L.  Johnson,  M.D.,  Columbia 
William  B.  Landis,  M.D.,  Columbia 
Ira  G.  Wagner,  M.D.,  Ephrata 
Suzanne  H.  Worrilow,  M.D.,  Lebanon 
Fernando  F.  Araya,  M.D.,  Forty  Fort 


Edward  A.  Lottick  M.D.,  Kingston 
John  L.  Cionci,  D.O.,  Philadelphia 
Edgar  Escobar,  M.D.,  Philadelphia 
John  J.  Schiller,  M.D.,  Windber 
Robert  S.  Sanford,  M.D.,  Mansfield 
Robert  G.  Monsour,  M.D.,  Greensburg 
David  Foots,  M.D.,  York 
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practice  management 


Doctors  benefit  from  Pension  Reform  Act 


Part  I 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


The  Pension  Reform  Act  of  1974  finally  became  law 
on  Labor  Day,  September  2,  1974,  after  years  of  pro¬ 
posal  and  debate.  At  various  times  in  the  past  few  years 
there  had  been  possibilities  that  this  Act  would  be  quite 
harsh  to  most  medical  practices,  whether  incorporated 
or  not,  but  in  my  view  the  final  legislation  is  reasonable. 
In  fact,  the  legislation  will  be  working  to  many  more 
doctors’  benefit  than  detriment. 

It  is,  however,  important  that  doctors  be  acquainted 
with  the  basic  effects  of  the  Pension  Reform  Act  for 
their  own  protection  and  planning.  This  series  of  ar¬ 
ticles  is  intended  to  serve  that  limited  purpose,  while 
readers  must  recognize  that  the  Act’s  complexity 
requires  each  practice  to  receive  extensive  leadership 
from  its  attorney,  accountant,  or  other  advisors. 

Most  of  the  Act’s  changes  regarding  Keogh  plans 
and  other  noncorporate  opportunities  apply  to  this 
present  calendar  year  1974.  To  provide  my  readers  with 
background  to  consider  what  they  might  do  promptly 
before  this  year  runs  out,  I  will  first  discuss  those 
provisions.  Most  of  the  changes  affecting  existing  pro¬ 
fessional  corporation  retirement  plans  will  not  apply 
until  taxable  years  beginning  in  1976 — a  rather  long  in¬ 
terim  period.  New  corporations  and  newly  adopted  re¬ 
tirement  plans  (those  adopted  after  the  Act  became  law 
on  Labor  Day)  are,  of  course,  subject  to  the  new  rules 
right  away.  The  corporate  changes  will  be  discussed 
next  month. 

Keogh  Plans 

1.  Contribution  Increase — The  most  dramatic  favorable 
change,  of  course,  was  the  Act’s  increasing  allowable 
contributions  to  Keogh  plans.  While  the  old  maximum 
contribution  was  10  percent  of  net  income  from  prac¬ 
tice  or  $2,500,  whichever  was  less,  the  new  limitation  is 
the  lesser  of  15  percent  of  net  income  or  $7,500.  Thus, 
under  the  new  rules,  a  physician  whose  net  income  is 
at  least  $50,000  could  adopt  or  revise  a  Keogh  plan  to 
provide  for  $7,500  annual  contribution  for  himself. 

This  change  is  effective  for  the  present  calendar  year 
1974,  so  that  the  increased  contribution  could  be  made 
this  year.  Although  many  unincorporated  doctors  will 
want  to  take  advantage  of  the  change  right  away,  I  urge 
some  caution.  Keogh  plans  are  typically  handled 
through  “master”  or  “prototype”  agreements  with 
banks,  life  insurance  companies,  and  mutual  funds;  and 
those  documents  will  first  have  to  be  formally  amended 
to  permit  contributions  above  the  presently  worded 
$2,500  limits.  Therefore,  a  doctor  should  not  simply 


Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 


send  additional  moneys  to  his  present  Keogh  plan  until 
receiving  assurance  that  it  has  been  properly  amended. 

A  Keogh  plan  must  still,  of  course,  benefit  the 
owner’s  employees  as  well  as  himself.  Hence,  increas¬ 
ing  the  contribution  for  the  physician-owner  will  also 
cause  an  increase  in  the  cost  of  covering  his  aides. 
This  should  not  be  objectionable  since  if  the  cost  was 
acceptable  at  $2,500  it  should  be  equally  desirable  as  a 
financial  matter  at  $7,500. 

The  new  Act  will  permit  some  self-employed  persons 
to  contribute  more  than  $7,500  for  their  own  account.  It 
provides  certain  fairly  complex  special  limitations  for 
actuarily  calculated  “defined  benefit”  or  “fixed 
benefit”  plans  which  would,  for  instance,  permit  a 
doctor  age  45  earning  $60,000  per  year  to  contribute 
and  deduct  $9,800  per  year.  This  defined  benefit  plan 
might  also  permit  him  to  contribute  proportionately  less 
for  his  aides  if  they  are  younger  than  him,  an  additional 
advantage  of  this  approach. 

Defined  benefit  plans  have  a  variety  of  disadvan¬ 
tages,  as  I  have  periodically  described  in  prior  articles 
dealing  with  professional  corporations.  Most  of  the 
disadvantages  would  apply  equally  to  Keogh  plans 
using  the  defined  benefit  approach.  Hence  extreme  re¬ 
straint  should  be  exercised  before  any  doctor  decides 
that  the  opportunity  to  contribute  more  than  $7,500  jus¬ 
tifies  that  approach.  The  defined  benefit  plan  is 
especially  popular  among  life  insurance-oriented  pen¬ 
sion  advisors,  and  I  would  urge  that  any  such  proposal 
be  reviewed  with  other  advisors  not  having  the  same 
commission  interest  in  the  insurance  sale. 

2.  High  Income  Restriction — While  permitting  the 
increased  Keogh  contribution  rate,  however,  the  Act 
established  one  new  restriction  that  will  particularly  af¬ 
fect  very  high-income  physicians.  It  requires  that  no 
more  than  $100,000  of  a  person’s  net  income  may  be 
taken  into  account  in  determining  the  contribution  rate 
for  himself  and  his  employees.  This  has  the  effect  of  as¬ 
suring  a  reasonable  contribution  for  the  participating 
employees.  For  example,  were  it  not  for  this  special 
rule,  a  person  earning  $150,000  could  set  a  contribution 
rate  of  5  percent  for  himself  and  his  employees  and  still 
set  $7,500  aside  for  himself.  Because  of  the  limitation, 
however,  he  would  have  to  set  the  rate  at  7.5  percent, 
thus  increasing  the  actual  amounts  contributed  for  his 
employees. 

This  $100,000  restriction  applies  only  to  owners 
under  Keogh  plans  (and  shareholders  holding  5  per¬ 
cent  or  more  stock  in  “subchapter  S  corporations”).  It 
does  not  apply  to  normal  professional  corporations, 
and  hence  it  would  seem  that  physicians  with  such  high 
incomes  would  continue  to  prefer  incorporation  to  the 
Keogh  alternative.  In  fact,  I  estimate  that  the  basic 
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■  Keogh  improvements  will  still  make  professional  incor- 

v  poration  preferable  to  most  (but  by  no  means  all) 

doctors  whose  net  incomes  exceed  $60,000.  The  com¬ 
parison  between  the  two  alternatives  becomes  much 
more  significant  because  of  the  Act,  but  incorporation 
continues  to  hold  many  advantages. 

3.  Voluntary  Contributions — Even  though  deductible 
contributions  have  been  increased  to  $7,500  (or  15  per- 

'  cent  of  net  income),  the  Act  did  not  increase  the  max¬ 
imum  extra  amount  which  a  doctor  can  contribute  as  a 
“voluntary  contribution.”  So  long  as  the  Keogh  plan 
covers  at  least  one  common-law  employee  in  addition 
to  the  doctor  or  doctors,  then  each  person  in  the  plan 
may  voluntarily  contribute  up  to  10  percent  of  his  net 
income  or  salary,  as  the  case  may  be,  but  not  more 
than  $2,500  per  year  for  any  owner.  This  10  per- 
cent/$2,500  limit  remains  unchanged. 

Doctors  unfortunately  tend  to  ignore  or  forget  the  op¬ 
portunity  to  make  voluntary  contributions.  A  person 
need  not  make  such  payments  each  year,  nor  need  all 
persons  in  the  plan  make  them  in  any  particular  rela¬ 
tionship.  Voluntary  contributions  are  completely  discre¬ 
tionary  with  each  individual  on  an  annual  basis.  Such 
extra  contributions  are  not  deductible  by  the  person  on 
his  tax  return,  but  once  contributed  they  earn  income 
and  compound  annually  tax-free  until  that  income  is 
paid  over  to  the  person.  This  opportunity  to  put  addi¬ 
tional  moneys  into  a  tax-free  fund  can  be  extremely 
valuable,  and  it  is  unfortunate  that  the  limit  did  not 
increase  to  the  15  percent/$7,500  level. 

The  Pension  Reform  Act  did,  however,  make  one 
change  which  should  make  voluntary  contributions 
much  more  appealing  to  doctors  in  Keogh  plans.  Plans 
may  hereafter  permit  a  person  who  made  a  voluntary 
contributon  to  withdraw  it  (but  not  the  earnings  there¬ 
on)  at  any  time  without  penalty.  Previously,  Keogh 
plans  had  to  require  that  any  amounts  held  for  an 
owner-participant  must  be  retained  at  least  until  that 
person  reached  age  59V2.  The  significance  should  be 
obvious;  a  doctor  might  contribute  an  extra  $2,500  to 
his  Keogh  plan  each  year  for  four  years  and  then 
withdraw  up  to  $10,000  to  pay  his  children’s  college  tu¬ 
itions,  the  moneys  in  the  meantime  having  generated 
income  on  a  tax-free  compounded  basis  for  retirement. 

While  improved,  the  Keogh  restrictions  on  voluntary 
contributions  continue  to  be  a  factor  in  favor  of 
creating  a  professional  corporation.  Corporate  retire¬ 
ment  plans  may  permit  a  person  to  voluntarily  contrib¬ 
ute  up  to  10  percent  of  his  salary  per  year  on  an 
aggregate  basis.  Thus,  a  doctor  on  a  salary  of  $50,000 
per  year  could,  for  example,  skip  making  voluntary  con¬ 
tributions  for  three  years  and  then  contribute  $20,000 
(10  percent  of  $50,000  times  four  years)  in  the  fourth 
year.  That  amount  might  have  come  to  him  as  an  inheri¬ 
tance,  from  the  sale  of  a  piece  of  real  estate,  or  the  like. 
Under  Keogh,  he  could  only  contribute  $2,500  in  that 
fourth  year. 

4.  Contribution  “Grace  Period” — There  is  another 
change  which  will  be  heartily  welcomed,  at  least  by 
physicians’  accountants  and  advisors.  It  will  permit 
contributions  to  a  Keogh  (or  corporate)  plan  to  be 


made  after  the  taxable  year  ends  and  yet  be  deductible 
for  that  year. 

It  is  extremely  difficult  to  calculate  the  exact  amount 
of  a  deductible  contribution  to  be  made  by  a  “cash 
basis”  practice  since  the  amount  is  a  function  of  both 
the  practice’s  net  income  and  the  exact  salaries  paid 
during  the  year.  Most  accountants  must  calculate  it 
with  an  element  of  guesswork,  risking  tax  penalties  for 
overcontributing  to  Keogh  plans. 

The  new  rule,  effective  for  existing  plans  only  after 
1975,  will  allow  the  contribution  to  be  made  within  the 
time  the  practice’s  tax  return  is  due  (March  15  for  a 
partnership  and  April  15  for  an  individual),  plus  any  ex¬ 
tensions  of  time  granted  for  the  filing.  This  will  allow 
the  accountant  normal  time  to  prepare  the  proper  fi¬ 
nancial  statements  and  calculate  the  contribution. 

5.  Tax  on  Lump  Sum  Distributions — Additionally,  the 
Pension  Reform  Act  has  changed  the  income  tax  treat¬ 
ment  of  distributions  from  any  retirement  plan  (upon  a 
person’s  retirement,  death,  or  otherwise)  in  a  manner 
which  is  extremely  favorable  to  Keogh  plans.  Under  old 
law,  the  taxes  imposed  on  Keogh  moneys  paid  over 
because  of  a  doctor’s  death  or  retirement  were  so 
onerous  that  some  people  chose  incorporation  because 
of  that  future  difference.  There  was,  for  example,  no 
capital  gains  tax  possibility  at  all  upon  such  a  payout. 

The  Act  has  now  provided  for  uniform  income  tax 
treatment  of  lump  sum  distributions  from  Keogh  plans 
and  from  corporate  plans.  That  treatment  would  permit 
a  portion  of  anyone’s  interest  in  a  plan  funded  before 
1974  to  be  taxed  as  a  capital  gain.  The  portion  would 
simply  be  the  ratio  of  years  prior  to  1974  to  total  years 
of  plan  participation,  multiplied  by  the  total  lump  sum 
received  from  the  plan.  Thus,  if  a  doctor  had  adopted  a 
Keogh  plan  in  1969  and  should  retire  in  1984,  one-third 
(five  years  prior  to  1974  divided  is  15  years  total)  of  the 
amount  then  in  the  fund  and  paid  over  to  him  would  be 
taxable  as  a  capital  gain.  This  is  apparently  true  even  if 
the  doctor’s  contributions  hereafter  are  $7,500  per  year 
and  yet  were  only  $2,500  per  year  in  the  past! 

While  this  Act  provision  was  intended  to  provide  a 
phase-out  of  the  capital  gains  provision,  which  will 
occur  over  the  years,  it  actually  provides  existing 
Keogh  plan  participants  with  a  tax  benefit  never  avail¬ 
able  in  the  past.  What  is  more,  even  as  to  new  Keogh 
plan  participants  and  contributions  to  existing  plans 
hereafter,  a  new  special  tax  averaging  rule  applying  to 
future  distributions  will  be  quite  helpful.  That  rule 
would  essentially  take  one-tenth  of  the  lump  sum  dis¬ 
tribution  (less  a  certain  allowance  and  any  capital 
gains  portion)  and  multiply  the  tax  thereon  by  ten  thus 
keeping  the  progressive  tax  rate  down  somewhat.  The 
calculation  is  extremely  complex,  but  the  net  effect 
would  remove  the  ultimate  income  tax  as  a  difference 
between  incorporation  and  Keogh. 

There  are  restrictions  on  the  new  averaging  rule.  It 
may  not  apply  unless  one  has  been  a  participant  in  his 
plan  for  at  least  five  years;  and  as  to  Keogh  plans,  it  will 
not  apply  unless  the  owner-doctor  is  at  least  age  591/2 
when  the  distribution  is  made  (unless  on  account  of  his 
death  or  disability).  There  is  also  a  very  difficult  “six  year 
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lookback  rule”  to  prevent  taking  tax  advantage  of  these 
special  arrangements  several  times  within  a  limited 
number  of  years.  These  complicating  factors  should  not 
affect  one’s  basic  considerations  in  adopting  a  plan. 

6.  Estate  Tax  Situation  Unchanged — While  the  new  Act 
made  income  tax  treatment  of  a  Keogh  plan  pay-out 
more  desirable,  it  unfortunately  left  untouched  one  item 
of  decided  advantage  for  corporate  retirement  plans. 
This  is  the  Federal  estate  tax  exemption,  which  does 
not  extend  to  Keogh  plan  distributions.  If  one  compares 
a  number  of  years’  participation  in  both  a  Keogh  and  a 
corporate  plan  and  assumes  the  doctor’s  death  before 
retirement,  the  after-tax  difference  between  the  two 
plans  may  be  dramatic — often  a  reason  to  prefer  incor¬ 
poration.  I  am  disappointed  that  the  disparity  was  not 
resolved  by  the  Pension  Reform  Act. 

Subchapter  S  Corporations 

Ever  since  the  1969  Tax  Act,  the  opportunity  to  take 
advantage  of  incorporation,  while  avoiding  most  of  the 
tax  problems  by  use  of  a  ‘‘Subchapter  S  election,”  has 
essentially  been  unavailable.  Under  subchapter  S,  a 
person  could  incorporate  and  adopt  the  usual  employ¬ 
ee  benefit  plans  but  nevertheless  have  that  corporation 
ignored  for  purposes  of  Federal  income  taxation.  Any 
corporate  income  would  be  passed  through  and  taxed 
to  the  shareholder(s)  as  though  the  corporation  did  not 
exist,  thus  removing  the  commonly  discussed  problems 
of  “unreasonable  compensation,”  “personal  holding 
company”  treatment,  double  tax  corporate  profits  and 
dividends,  and  the  like. 

In  1969,  retirement  plans  of  these  so-called  “tax  op¬ 
tion  corporations”  became  limited  to  the  same  $2,500 
contribution  for  shareholder-employees  as  under 
Keogh  plans.  Doctors  have  rarely  used  subchapter  S 
since  then.  The  new  Act,  however,  has  increased  the 
deductible  limit  for  such  corporations  to  Keogh’s 
$7,500  level.  In  fact,  most  of  what  has  been  described 
heretofore  with  respect  to  Keogh  plans  also  applies 
to  corporations  electing  subchapter  S  treatment. 

I  believe  the  increased  contribution  limit  and  other 
changes  will  make  subchapter  S  a  very  good  choice  for 
a  wide  variety  of  both  existing  and  new  professional 
corporations.  Such  a  corporation  will  avoid  the  named 
corporate  tax  problems,  while  it  can  adopt  all  the  other 
fringe  benefit  plans  not  available  tax-wise  to  an  unin¬ 
corporated  practice.  These  other  plans  include  tax 
deductible  health,  disability  and  group  term  life  insur¬ 
ance  premiums,  and  medical  expense  payments  for 
employees.  What  is  more,  the  death  tax  exclusion 
applies  to  a  payout  from  a  sub-chapter  S  corporation’s 
plan  although,  as  described,  not  from  a  Keogh  plan. 
And  the  higher  corporate  limits  apply  to  voluntary  con¬ 
tributions  as  well. 

An  existing  professional  corporation  can  elect  to  be 
taxed  under  subchapter  S  within  the  first  thirty  days 
before  or  after  any  fiscal  year  begins.  A  new  corpora¬ 
tion  can  likewise  make  the  election  at  its  inception.  The 
election  can  be  revoked  at  the  beginning  of  any  suc¬ 
ceeding  year,  and  thus  choosing  this  form  is  not  an  ir¬ 
revocable  step.  For  the  many  practices  in  which  the  an¬ 


ticipated  contribution  level  for  its  doctor(s)  is  perhaps 
$5,000  to  $7,500,  I  believe  the  tax  option  election 
deserves  extremely  serious  consideration. 

While  its  concept  is  simple,  subchapter  S  is  a  very 
complicated  portion  of  the  tax  code.  There  are  a  variety 
of  tax  “traps”  a  subchapter  S  corporation  can  fall  into 
unless  it  has  expert  leadership  and  advice.  Hence,  I 
urge  that  any  doctor  considering  taking  advantage  of 
this  new  opportunity  be  sure  his  attorney  and/or  ac¬ 
countant  are  sophisticated  in  tax  matters  and  experi¬ 
enced  with  subchapter  S. 

Individual  Retirement  Accounts 

The  Pension  Reform  Act  also  created  a  brand  new 
retirement  funding  arrangement,  known  as  the  “individ¬ 
ual  retirement  account”  or  IRA.  It  will  allow  any  individ¬ 
ual  not  participating  in  a  qualified  retirement  plan 
(whether  corporate,  Keogh,  tax  sheltered  annuity,  or 
otherwise)  to  create  a  small  plan  solely  for  himself.  He 
may  contribute  and  deduct  up  to  $1,500  (or  15  percent 
of  his  net  income  or  salary  if  less,  which  would  be  rare) 
per  year,  and  if  his  spouse  is  similarly  in  business  or 
salaried  they  each  could  do  so  for  total  deduction  of 
$3,000  per  year. 

An  IRA  is  treated  very  much  like  a  Keogh  plan.  A 
bank  or  other  person  satisfying  new  IRS  rules  must  be 
the  trustee,  or  else  the  IRA  can  be  invested  in  annuity 
contracts.  It  cannot,  however,  be  invested  in  life  insur¬ 
ance.  As  with  Keogh  funds,  it  cannot  be  paid  over  to  the 
individual  before  he  reaches  age  59  V2  without  a  penalty 
tax,  and  it  must  begin  to  be  paid  out  by  age  70V2. 

A  number  of  doctors  have  neither  incorporated  nor 
adopted  Keogh  plans  for  valid  reasons.  This  is  particu¬ 
larly  true  of  larger  group  practices  where  the  varia¬ 
tions  in  personal  interests  and  desires  have  resulted  in 
no  action  at  all.  Similarly,  where  the  ratio  of  common- 
law  nonprofessional  help  to  doctors  has  been  high,  the 
cost  of  contributing  for  those  other  persons  has  dis¬ 
couraged  adoption  of  any  plan  at  all.  In  these  and  other 
special  situations,  a  doctor  may  now  individually  make 
some  provision  for  his  future  by  adopting  his  own  IRA. 
He  need  not  coordinate  it  with  his  partners,  his  aides, 
or  anyone  else;  for  the  IRA  covers  only  himself.  While 
the  annual  amount  is  small,  it  is  some  opportunity  for 
tax  deductible  self-help  and  should  not  be  ignored. 

Banks,  savings  funds,  and  the  like  will  undoubtedly 
be  offering  IRA  opportunities  before  the  year  ends. 
Some  will  hopefully  offer  options  to  have  the  individual 
amounts  invested  in  interest-bearing  accounts,  whether 
certificates  of  deposit  or  simply  savings  accounts.  In¬ 
surance  companies  will  presumably  offer  IRA  annuity 
contracts  at  guaranteed  interest  rates.  A  doctor  in  his 
mid-forties  investing  $1,500  each  year  into  an  IRA 
paying  7  percent  interest  would  accumulate  a  fund  of 
roughly  $65,000  at  the  end  of  twenty  years.  Although 
the  fund  would  be  taxable  as  he  withdraws  it,  this  op¬ 
portunity  through  a  steady  income-producing  invest¬ 
ment  would  seem  preferable  to  one  geared  to  stock 
market  fluctuations  when  so  little  is  involved  annually. 
The  dollar  potential  at  even  the  IRA  level  is  certainly 
worthwhile. 
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When  diarrhea 
wrings  the 
wedding  belle.. 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L  :  Action  du  R  1132  sur  le  transit  gastro-intestinal,  Acta  Gastroent. 

Belg.  21:674-680  (Sept. -Oct.)  1958 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5  ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  .  .  2.5  mg. 

(Warning:  May  be  habit-forming) 
atropine  sulfate .  0.025  mg. 

Saves  the  Day 


IMPORTANT  INFORMATION:  This  is  a  Sched¬ 
ule  V  substance  by  Federal  law ;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv¬ 
ity,  reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor¬ 
ing).  Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nat  line®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC¬ 
UOUS  DRUG  AND  DOSAGE  RECOMMENDA¬ 
TIONS  SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA¬ 
TION  SHOULD  BE  KEPT  OUT  OF  BEACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther¬ 
apy  in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2  years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper¬ 
sensitive  to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be¬ 
cause  of  variable  response,  and  with  extreme  cau¬ 
tion  in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 


HCI  may  potentiate  the  action  of  barbiturates,  tran¬ 
quilizers  and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg¬ 
nancy,  lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy¬ 
late  HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a  history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb¬ 
ness  of  the  extremities,  headache,  dizziness,  depres¬ 
sion,  malaisp,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi¬ 
cated  in  children  less  than  2  years  old.  Use  only 
Lomotil  liquid  for  children  2  to  12  years  old.  For 


ages  2  to  5  years,  4  ml.  (2  mg.)  t.i.d.;  5  to  8  years,  4 
ml.  (2  mg.)  q.i.d.;  8  to  12  years,  4  ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5  mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down¬ 
ward  dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy¬ 
potonic  reflexes,  nystagmus,  pinpoint  pupils,  tachy¬ 
cardia  and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a  patent  airway  and,  when  neces¬ 
sary,  assist  respiration  mechanically.  Use  a  narcotic 
antagonist  in  severe  respiratory  depression.  Obser¬ 
vation  should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
"mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5  ml.  A  plastic  dropper  calibrated  in  in¬ 
crements  of  Vi  ml.  (total  capacity,  2  ml.)  accom¬ 
panies  each  2-oz.  bottle  of  Lomotil  liquid. 
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Sign  of  a  cold  sufferer 
Time  for  Ornade 

Each  Spansule®  capsule  contains  8  mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 

2.5  mg.  isopropamide,  as  the  iodide. 


Indications 

Based  on  a  review  of  this  drug  by  the  National  Academy  of  Sciences  —  National 
Research  Council  and/or  other  information,  FDA  has  classified  the  indications 
as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and  hyper¬ 
secretion  associated  with  vasomotor  rhinitis  and  allergic  rhinitis,  and  for 
prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal  congestion 
and  hypersecretion  associated  with  the  common  cold  and  sinusitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Fast  relief  of  upper  respiratory  congestion 

and  hypersecretion* 

with  convenient  b.i.d.  dosage. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or 
PDR.  The  following  is  a  brief  summary. 


Contraindications:  Hypersensitivity  to  any  component;  concurrent  MAO  inhibitor 
therapy;  severe  hypertension;  bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children  under  6. 
Warnings:  Caution  patients  about  activities  requiring  alertness  (e.g.,  operating 
vehicles  or  machinery).  Warn  patients  of  possible  additive  effects  with  alcohol  and 
other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who  might  bear 
children,  weigh  potential  benefits  against  hazards.  Inhibition  of  lactation  may  occur. 
Effect  on  PBI  Determination  and  Im  Uptake:  Isopropamide  iodide  may  alter  PBI 
test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests  unaffected  by 
exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease,  glaucoma, 
prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth; 
nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress,  diarrhea,  rash, 
dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal  pain,  irritability, 
palpitation,  headache,  incoordination,  tremor,  dysuria,  difficulty  in  urination, 
thrombocytopenia,  leukopenia,  convulsions,  hypertension,  hypotension,  anorexia, 
constipation,  visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules;  in  Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 

Smith  Kline  &  French  Laboratories 

Division  of  SmithKline  Corporation, 

Philadelphia,  Pa.  19101 


Neoject, 

painless  injection  instalment  that 
uses  ordinary  disposable  syringes 


*Model  No.  PI-100 
U.S.  Patent  No.  S, 
3702608 
3603742 

Other  U.S.  &  foreign 
patents  applied  for 


Artist’s  concept  of 
actual  instrument 


Neoject  is  a  patented 
instrument  that  totally  elimi¬ 
nates  the  pain  of  routine  IM  injec¬ 
tions.  This  instrument  is  easy  and  rapid 
to  use,  and  will  be  appreciated  by  all  your 
patients.  Controlled  application  of  anesthetic 
at  the  injection  site  makes  injections  100% 
painless.  The  syringe  and  needle  are  not  visible  to 
the  patient  in  use,  reducing  the  apprehension  many 
patients  feel  toward  injections. 

Neoject  uses  standard  2.5  and  3cc  disposable 
syringes,  and  may  be  used  with  any  medication  for  IM  injections.  The  instrument  may  be 
adjusted  to  administer  any  size  dosage.  Penetration  depth  is  adjustable  for  1/2  or  7/8  inch. 

Neoject  is  a  precision  engineered  instrument  con¬ 
structed  of  durable,  non-corrosive,  long  lasting  materials. 
The  price  of  the  instrument,  including  two  anesthetic 
cartridges  (enough  for  125-150  injections  each)  with 
complete  instructions  is  $89.00.  Anesthetic  refills  are 
available  in  cartons  of  12,  or  24  at  $2.00  per  refill. 
Satisfaction  guaranteed.  If  you  are  not  completely  sat¬ 
isfied  after  30  days,  return  the  instrument  and  your 
money  will  be  refunded. 

Just  fill  out  the  form  below  and  mail  to:  IMPAC,  Inc. 
P.O.  Drawer  D  •  Hospital  Drive  •  Cleveland,  Mississippi 
38732. 


Enclosed  is  A  Check  A  Money  Order  for  $ 


Name 


[""iMPAC,  Inc.  •  P.O.  Drawer  D  •  Hospital  Drive  •  Cleveland,  Mississippi  38732. 
Please  send - Neojects  on  your  30-day  trial  basis  at  $89.00  each. 


Please  send _ Extra  anesthetic  refills  at  $2.00  each. 


Address 


City 


-State. 


Zip 


I've  enclosed  $. 


.(Includes  postage,  handling  &  tax) 


Allow  2-3  weeks 
for  delivery 


.J 


DARVON 

COMPOUND-65 

65  mg,  propoxyphene  hydrochloride,  227  mg 
162  mg.  phenacetn  and  32.4  mg.  caffeine 


100  mg  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


400760 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company  •  Indianapolis,  Indiana  46206 


Dr.  Crane  speaks  to  delegates 

(Continued  from  page  18) 

a  sense  of  concern  and  of  warm  understanding.  Unfor¬ 
tunately,  the  successful  business  of  medicine  with  mul¬ 
tiple  office  units,  nurses,  secretaries  and  technicians, 
and  well-timed  schedules  becomes  but  another  strand 
in  the  entangling  web,  along  with  government,  cor¬ 
porate  business,  and  the  computer,  further  stripping 
man  of  his  individuality  and  his  dignity.  We  should  take 
a  critical  look  at  the  various  assistants  we  use  to  be 
sure  that  their  roles  are  for  the  benefit  of  the  patients 
and  not  for  our  own.  The  Russians  have  found  their 
feldsher  system  a  poor  substitute  for  a  doctor  and  are 
abandoning  it  at  a  time  when  the  innovation  fad  in  this 
country  is  pushing  for  physicians’  assistants.  As  a 
pathologist  I  need  and  use  the  help  of  many  hands  with 
special  skills,  an  experience  which  makes  me  quite 
aware  of  the  uses  and  abuses  inherent  in  the  ex¬ 
panders  of  health  care.  We  should  use  them  wisely  but 
be  sure  that  innovation,  despite  the  demand  for  it,  does 
not  become  the  goal  rather  than  the  means  to  achieve 
our  real  purpose:  Personal  health  care  rendered  by 
well-trained  physicians.  The  most  difficult  part  of  medi¬ 
cal  care  is  the  initial  patient-physician  contact.  It 
requires  great  skill,  broad  knowledge,  confident  under¬ 
standing,  and  precise  decision.  These  are  skills  that  do 
not  reside  with  the  specialist  for  whom  the  problem  is 
already  circumscribed,  nor  are  they  the  skills  of  the  ex¬ 
pander.  They  are  the  skills  of  a  doctor,  the  teacher, 
needed  at  the  close  of  the  Twentieth  Century  by  man 
above  all  else  in  his  search  for  total  health. 

The  role  of  the  assistant  in  medicine  leads  directly  to 
the  concern  of  the  preservation  of  standards  of  educa¬ 
tion  and  training  in  the  healing  arts.  Licensing  of 
persons  to  practice  “pieces”  of  medicine  independent 
of  physicians;  payment  of  cultists  with  government 
funds;  and  the  wide  use  of  poorly  qualified  foreign 
medical  graduates,  for  which  we  are  in  no  small  part 
responsible,  are  rapidly  moving  the  practice  of  the 
healing  arts  backward  to  pre-Flexner  days.  We  all  have 
seen  good,  well-qualified,  American  students  rejected 
from  the  mainstream  of  medicine  while  poorly  trained 
persons  of  uncertain  and  uncorroborated  educational 
backgrounds  are  allowed  to  take  care  of  patients — all 
too  often  without  direct  supervision. 

The  answer  lies  in  a  more  responsive  and  respon¬ 
sible  enrollment  policy  in  our  medical  schools  and  an 
end  to  free  entry  into  practice  of  medicine  by  persons 
whose  professional  training  does  not  meet  American 
standards.  We  should  also  hold  the  moratorium  on 
“licensing”  of  paramedical  personnel.  But  this  will  be 
difficult,  for,  to  an  increasing  extent,  the  programs  in 
paramedical  fields  are  being  filled  with  men  educated 
in  this  country  and  of  an  intellect  and  educational 
background  qualifying  them  for  training  in  medicine  or 
any  part  thereof.  They  are  no  longer  rejects  for  lack  of 
qualification  but  rejects  “because  there  is  no  room  in 
the  inn.” 

There  then  comes  the  matter  of  helping  the  patient  to 
carry  the  cost  of  illness,  and  here  we  have  a  great  re¬ 


sponsibility  to  see  that  he  is  not  short-changed  by  third 
parties  who  promise  all,  but  welch  on  delivery,  shifting 
the  blame  where  they  can,  usually  to  the  medical  prac¬ 
titioner.  The  concept  of  protection  for  a  limited  number 
of  days  or  for  limited  conditions  under  insurance  pro¬ 
grams  blocks  the  goal.  We  must  seek  the  removal  of 
time  restrictions  from  all  health  insurance  plans 
including  those  promulgated  by  government.  The  man 
who  really  needs  coverage  is  the  one  who,  because  of 
recurrent  illness,  will  require  90  or  120  or  more  days  of 
hospitalization  or  of  convalescent  care.  Unfortunately 
the  writers  of  health  insurance  seek  to  sell  their  wares 
to  people  who  are  least  likely  to  need  them.  In  this 
regard  government  is  no  less  an  offender  than  any 
other.  Perhaps  one  of  the  most  deceptive  concepts  in 
health  insurance  is  that  of  merit  rating,  the  result  of 
which  is  that  the  lion’s  share  of  the  cost  is  borne  by 
those  who  can  least  afford  it — those  who  are  subject  to 
illness.  It  makes  a  farce  out  of  programs  for  the 
employment  of  the  handicapped,  for  employers  are 
loath  to  hire  persons  who  will  increase  their  health  care 
costs — a  great  plan  for  selling  and  making  money,  but 
a  horror  for  medical  care. 

The  adverse  effects  of  the  intrusion  into  patient  care 
by  third  parties  are  now  becoming  clearly  evident.  Two 
months  ago  I  took  on  chairing  a  utilization  review  pro¬ 
gram  and  almost  immediately  was  shocked  by  the  re¬ 
fusal  of  Blue  Cross  and  the  Department  of  Public  Wel¬ 
fare  to  cover  the  needs  of  really  sick  patients  under  the 
guise  of  utilization.  Demands  that  the  final  days  of  hos¬ 
pitalization  be  reduced  are  demands  for  the  practice  of 
bad  medicine  and  must  be  exposed  for  the  ruse  they 
are.  A  demand  that  a  woman  with  postoperative  ileus, 
acute  pancreatitis,  and  pulmonary  embolism  be 
discharged  the  day  her  temperature  returns  to  normal 
after  three  weeks  of  spiking  fever,  abdominal  disten¬ 
tion,  nausea,  and  vomiting  threatens  life  by  bureacratic 
budgeting  and  bungling.  When  demanded  of  patients 
on  medical  assistance  it  further  penalizes  an  already 
underprivileged  minority.  May  the  responsible  bureau¬ 
crat  know  the  thrill  of  trying  to  get  to  a  hospital  with  an 
acutely  distended  bladder  when  the  Department  of 
Public  Welfare  refuses  24  hours  of  observation  after 
three  episodes  of  postoperative  bleeding  and  acute 
urinary  retention  following  prostatic  surgery.  Review  of 
hospital  cases  both  concurrent  and  retrospective  must 
be  through  the  PSRO  mechanism,  and  in-house.  It  must 
not  reside,  ever,  in  the  hands  of  insurers,  government  or 
otherwise  if  we  are  to  champion  the  needs  of  the  indi¬ 
vidual  as  we  must.  Savings  will  come,  not  from  pica¬ 
yune-manipulation  of  individual  claims  but  as  we  gain 
the  ability  to  eliminate  or  contain  diseases.  The  days 
before  surgery  and  after  illness  are  good  days  for  medi¬ 
cal  care  and  should  not  be  sacrificed  on  the  altar  of 
politics.  We  should  demand  them  and  use  them  for 
their  importance  to  total  medical  care,  for  the  recogni¬ 
tion  of  the  worth  of  the  individual  to  society.  Review 
mechanisms  leaving  the  final  say  in  the  hands  of  the 
money  changers  cannot  stand,  for  it  is  all  too  clear  that 
saving  of  money  and  not  of  health  or  even  lives 
becomes  a  yard  stick.  We  must  give  our  full  support 
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and  our  efforts  to  building  our  own  review  mechanism 
through  PSRO  using  the  help  and  guidance  of  the 
Pennsylvania  Medical  Care  Foundation  which  has 
prepared  the  way  so  well. 

Fraudulent  advertising  which  takes  the  form  of 
promised  programs  which  are  not  properly  funded  for 
delivery  by  the  government  or  the  form  of  liberal  use  of 
fineprint  exclusions  by  both  nonprofit  and  for-profit 
carriers  misguide  the  patient  and  discredit  the  health 
care  system.  We  should  see  that  coverages  are  clearly 
stated  and  exclusions  eliminated  from  all  health  care 
policies  and  plans.  Bureaucratic  pretentions  must  be 
exposed  for  what  they  are.  When  a  person  in  public  of¬ 
fice  says  that  no  additional  funds  will  be  spent  on  ex¬ 
isting  programs  that  have  already  saved  millions  of 
dollars  but  will  be  spent  on  new  programs,  and  when 
those  new  programs  exist  only  as  ephemeral  plans  and 
are  not  functioning  nor  have  even  been  tried,  then  there 
can  be  no  confidence  in  health  planning  or  funding  by 
the  government. 

The  cost  of  illness  is  now  proportionately  less  than  it 
ever  has  been  and  we  must  see  that  this  fact  is  given 
the  priority  it  deserves.  The  early  diagnosis,  precise 
treatment,  and  early  return  to  productive  life  have 
made  impotent  such  killers  as  pneumonia,  appendicitis 
and  meningitis,  and  have  tremendously  altered  the 
costs  of  the  more  chronic  conditions  of  heart  disease, 
cancer,  and  stroke.  Just  compare  the  morbidity  of 
resection  of  the  colon  for  carcinoma  in  1974,  in  1944, 
and  in  1924 — the  American  citizen  can  buy  no  better 
product  of  any  kind  at  any  price  in  the  whole  of  the 
American  marketplace.  It  is  our  duty  to  see  that  the  pa¬ 
tient  receives  from  government  and  from  third  parties 
all  he  has  paid  for  and  to  see  that  his  life  is  not  jeopard¬ 
ized  by  the  counting  of  days  in  Washington  or  Harris¬ 
burg  by  those,  be  they  laymen  or  physicians,  who  have 
never  stood  by  his  bedside. 

The  financing  of  medical  care  pleases  no  one,  for 
none  of  us  likes  to  pay  for  our  misfortunes.  Whether  the 
financing  is  direct  and  clearly  evident  or  hidden  in  gen¬ 
eral  taxes  does  not  alter  the  palatability.  A  uniform  type 
of  national  health  insurance  has  to  come,  for  the  confu¬ 
sion  of  multiple  types  of  coverage  has  become  increas¬ 
ingly  unacceptable  to  both  patient  and  physician. 
Direct  financing  is  preferable  for  it  prevents  the  type  of 
subterfuge  that  has  made  Title  XIX  such  a  farce  in  this 
state.  The  Medicredit  program  of  the  American  Medical 
Association  is  the  most  reasonable  of  all  proposals  that 
have  been  presented  as  clearly  shown  by  the  multitude 
of  its  sponsors.  It  distributes  the  cost  on  the  basis  of 
the  ability  to  pay  which  is  as  it  should  be  and  is  direct 
and  honest — probably  its  only  drawback.  We  should  be 
more  vocal  and  active  in  enlisting  our  support  for  it 
especially  among  our  patients. 

Alteration  in  the  financing  of  medical  care  will  not 
and  should  not  eliminate  the  existing  carrier  systems. 
There  is  an  active  effort  to  remove  Pennsylvania  Blue 
Shield  from  any  association  with  the  Pennsylvania 
Medical  Society  which  would  be  a  very  unfortunate  oc¬ 
currence  for  Blue  Shield  and  for  our  role  in  influencing 
the  financing  of  medical  care.  Blue  Shield  was  started 


by  the  Pennsylvania  Medical  Society  to  help  the  patient 
and  the  doctor,  and  the  personal  interests  of  both  are 
most  effectively  served  by  close  integration.  Forced  ad¬ 
dition  of  other  practitioners  makes  it  even  more  impor¬ 
tant  that  the  position  of  the  Pennsylvania  Medical  Soci¬ 
ety  be  strengthened  if  we  are  to  prevent  exploitation  of 
our  patients  by  further  legislative  action  taken  for 
reasons  of  political  gain  rather  than  concern  for  the 
quality  of  health  care.  Payments  for  physicians’  serv¬ 
ices  are  badly  in  need  of  development  of  a  true  scale  of 
relativity.  So-called  relative  value  scales  are  relative  to 
procedures  only  within  limited  specialty  areas  and 
make  no  pretense  of  relating  the  value  of  procedures 
between  specialty  fields.  It  is  all  too  clear  that  those 
physicians  in  the  non-surgical  areas  are  getting  and 
have  gotten  the  short  end  of  the  stick. 

I  recommend  that  our  Council  on  Medical  Service 
and  Blue  Shield  evolve  a  system,  difficult  as  it  may  be, 
which  will  make  the  services  of  all  physicians  truly  rela¬ 
tive  to  each  other. 

An  increasingly  binding  restriction  to  our  efforts  and 
an  intrusion  into  the  patient-physician  relationship  is 
the  law.  We  should  not  be  lulled  into  a  false  sense  of 
security  by  the  present  program  of  malpractice  cover¬ 
age  with  Argonaut — effective  and  responsive  as  it  is. 
The  basic  problems  remain  and  are  not  altered  by  cov¬ 
erage.  Intrinsic  malpractice  problems  are  largely  those 
of  interpersonal  relationships  between  a  doctor  and  pa¬ 
tient.  We  must  continue  our  good  efforts  to  educate  our 
members  in  their  personal  public  relations.  Extrinsic 
problems  are  such  things  as  patient  expectation  of  per¬ 
fection  engendered  by  unrealistic  press,  radio,  and  TV 
presentations  and  our  own  overemphasis  of  the  pos¬ 
sible  rather  than  the  probable,  the  concept  that  inher¬ 
ent  risks  are  not  risks  but  the  result  of  poor  medicine, 
and,  finally,  the  contingency  fee  system  with  its  con¬ 
cept  of  pain  and  suffering  which  generates  profit  for 
the  lawyer  in  proportion  to  his  effectiveness  in 
promoting  that  abstraction.  We  must  seek  the  elimina¬ 
tion  or  restriction  of  the  contingency  fee  system,  dif¬ 
ficult  as  that  may  be.  In  New  Jersey,  a  rule  of  the  court 
restricting  the  contingency  fee  to  50  percent  of  the 
judgments  up  to  $10,000  and  scaling  down  to  10  per¬ 
cent  for  judgments  of  $100,000  or  more  is  a  step  in  the 
right  direction  and  has  been  upheld  by  the  Supreme 
Court  of  that  state.  Support  from  the  legal  profession  or 
its  organizations  cannot  be  expected  in  this  effort  for 
the  present  adversary  system,  useless  and  obsolete  as 
it  is  in  matters  of  medical  science,  is  the  bread  and 
butter  of  the  law,  lawyers,  and  judges.  We  must  also 
seek  to  develop  and  have  accepted  by  the  courts  a  suit¬ 
able  and  workable  definition  of  informed  consent — not 
a  legal  definition  forced  upon  medicine,  but  a  medical 
definition  accepted  by  the  courts  in  the  interest  of  pa¬ 
tient  care  and  the  preservation  of  all  the  rights  and  dig¬ 
nity  of  the  individual. 

I  recommend  that  our  Commission  on  Professional 
Liability  and  the  Argonaut  Company  vigorously  pursue 
the  development  of  a  no  fault  risk  type  of  insurance  that 
can  be  purchased  by  the  patient  to  protect  him  from  the 
risks  inherent  in  every  medical  procedure  and  thereby 
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remove  the  risks  and  side  effects  of  all  medical  treat¬ 
ment  and  compensation  therefore  from  the  courts, 
making  it  a  specific,  covered  liability. 

The  law  is  also  beginning  to  dictate  medical  practice, 
especially  ominous  being  a  report  from  the  State  of 
Washington  of  a  decision  by  the  Supreme  Court  of  that 
state  which,  on  its  own,  without  supporting  medical  tes¬ 
timony,  decided  that  tonometry  should  have  been  done 
on  a  thirty-two  year  old  woman  who  later  developed 
glaucoma.  In  Washington,  D.C.,  the  District  Court  ruled 
that  a  throat  culture  should  have  been  taken  in  a 
twelve-year  old  girl  seen  for  urinary  tract  infection, 
anemia,  and  grippe,  and  who  later  developed  rheumat¬ 
ic  fever — again  without  any  medical  advice  or  consulta¬ 
tion  on  the  matter.  Regardless  of  the  merits  in  either 
case,  the  ominous  thing  is  dictation  by  the  courts 
without  supporting  advice  as  to  the  details  of  medical 
practice.  We  must  seek  the  means  to  convince  the 
court  that  laws,  judicial  decisions,  and  the  adversary 
system  do  not  constitute  an  informed  approach  to  the 
management  of  disease  states. 

It  is  essential  that  we  all  recognize  that  those  who 
are  now  managing  the  payments  for  medical  care,  and 
note  I  say  the  payments — not  paying  the  costs,  for  the 
costs  in  the  final  analysis  always  come  out  of  the 
pocket  of  the  patient — are  increasingly  placing  danger¬ 
ous  restrictions  upon  the  practice  of  medicine,  ably 
abetted  by  the  legal  system,  and  to  the  detriment  of  the 
public  health.  A  strong,  dedicated,  and  unified  action 
by  all  physicians  is  necessary  to  cope  with  this  in¬ 
fringement.  We  of  the  Pennsylvania  Medical  Society 
can  be  most  effective  in  breaking  the  tangle  of  the  web 
by  joining  with  our  colleagues  over  the  country  to  sup¬ 


port  the  base  and  trunk  of  medicine — the  American 
Medical  Association.  A  unified  medical  profession  will 
be  a  more  effective  profession  for,  while  there  are 
many  diverse  talents  and  goals  among  the  various 
branches  of  medicine,  they  find  a  common  bond  in  the 
fact  that  each  physician  is  a  doctor,  a  teacher.  The 
United  States  of  America  is  a  great  country,  but  I  do  not 
approve  of  everything  she  has  done;  religion  is  a  great 
force  for  good,  but  I  do  not  approve  of  everything  it  has 
done;  and  the  American  Medical  Association  has  given 
outstanding  leadership  in  developing  the  standards  of 
good  medical  care,  but  I  do  not  approve  of  everything  it 
has  done.  Yet,  of  each  I  am  proud;  proud  to  be  a  part 
and  proud  to  support.  In  each  there  are  shirkers,  there 
are  deserters,  there  are  malcontents.  And  if  they  go 
elsewhere  I  am  sorry — sorry  for  them,  but  shall  not 
miss  them. 

I  recommend  that  we  require  membership  in  the 
American  Medical  Association  of  every  member  in  the 
Pennsylvania  Medical  Society,  for  one  cannot  be  a  citi¬ 
zen  of  the  Commonwealth  of  Pennsylvania  and  refuse 
to  be  a  citizen  of  the  United  States  of  America  and  it  is 
the  United  States  of  America  and  the  welfare  of  its  citi¬ 
zens  we  are  gathered  this  week  to  promote. 

REFERRALS 

Recommendations  concerning  the  development  of  a  system 
making  services  of  all  physicians  relative  to  each  other  and  the 
recommendation  concerning  the  development  of  no  fault  in¬ 
surance  were  referred  to  the  Reference  Committee  on  Medical 
Service  A.  The  recommendation  requiring  membership  in  the 
AMA  was  referred  to  the  Reference  Committee  on  Constitution 
and  Bylaws.  All  other  recommendations  made  by  Dr.  Crane 
were  referred  to  the  Reference  Committee  on  Reports  of  Of¬ 
ficers. 


Recall  of  events  while  under  general  anesthesia 


IT  IS  a  common  misconception  of 
lay  and  professional  people 
alike  that  general  anesthesia  is  an 
“all-or-nothing”  phenomenon.  Most 
patients  believe  that  the  anesthetic 
agent  turns  consciousness  off  the 
way  a  light  switch  turns  off  an  elec¬ 
tric  bulb.  The  apprehensive  person 
says,  “Don’t  tell  me  anything;  just 
put  me  out”  (meaning  unconscious, 
completely  oblivious).  In  the  public 
mind  there  are  but  two  states  as  far 
as  anesthesia  is  concerned:  Out 
and  not  out.  General  anesthesia, 
however,  is  not  an  out  or  not  out 
state.  It  is  the  purpose  of  this  article 
to  alert  readers,  be  they  physicians 
or  not,  that  even  in  deep  general 
anesthesia,  sensory  reception  takes 
place  in  many  patients.  It  is  my  fur¬ 
ther  purpose  to  discuss  the  signifi- 
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cance  of  this  fact  as  it  bears  on  pa¬ 
tient  care  in  the  practice  of  anes¬ 
thesia  and  intensive  care  medicine. 

It  should  come  as  no  surprise  that 
anesthetic  depression  of  the 
nervous  system  is  a  dose  response 
relationship,  a  continuum  of  effects 
extending  from  the  full  awareness 
of  the  normal  to  death  in  the  event 
of  drug  overdosage.  There  are  no 
discontinuous  functions  in  biologi¬ 
cal  systems.  It  should,  therefore,  not 
be  surprising  that  in  this  continuum 
there  may  be  levels  or  states  of  an¬ 
esthetic  depression  in  which  some 
functions  remain  intact,  while 
others  are  inoperative.  For  ex¬ 
ample,  there  is  ample  evidence  that 
audition  retains  its  function  long 
after  consciousness  is  lost.1 

Similarly,  if  memory  is  a  function 


of  the  central  nervous  system 
(CNS),  one  would  anticipate  the 
theoretical  possibility  that  it,  too, 
might  be  separable  from  conscious¬ 
ness.  Hyman  reported,  for  example, 
complete  amnesia  in  forty-five 
women  who  received  ketamine 
(0.25  mg/lb)  for  obstetrical  delivery 
even  though  they  all  communicated 
with  him  and  responded  to  com¬ 
mands  at  all  times  during  the 
procedure.  They  were  conscious 
but  amnesic.2  There  is  evidence 
that  unconscious  perception  and 
recording  of  events  in  unconscious 
memory  bank  occurs  not  uncom¬ 
monly  during  general  anesthesia.3  4 

Since  general  anesthesia  in¬ 
volves  a  continuum  of  dose 
response,  there  is  also  the  theoreti¬ 
cal  possibility  that  once  agent 
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levels  become  low  enough,  bits  or 
pieces  of  sensory  experience 
recorded  in  the  memory  during  the 
unconsciousness  of  anesthesia 
might  become  available  to  con¬ 
scious  recall  after  recovery.  Once 
again  evidence  clearly  indicates 
that  this  occurs  in  clinical  prac¬ 
tice.5*9 

Several  developments  have  prob¬ 
ably  increased  the  incidence  of 
such  conscious  recall  in  the  post¬ 
operative  period  in  recent  years. 
The  employment  of  very  light 
planes  of  anesthesia  has  increased, 
in  conjunction  with  drugs  which  can 
totally  paralyze  the  striated  mus¬ 
cular  system  without  depression  of 
the  CNS,  particularly  in  patients  of 
poor  physical  status.  If  insufficient 
CNS  depressants  are  used,  the 
result  is  a  more  or  less  awake  but 
paralyzed  patient  who  can  feel, 
hear,  and  sense  but  cannot  com¬ 
municate  even  though  he  can  think 
and  will.  The  increased  use  of  this 
so  called  “balanced”  anesthesia 
stems  from  reluctance  to  use  flam¬ 
mable  anesthetic  agents  such  as 
ether  and  cyclopropane  on  the  one 
hand,  and  the  attack  on  volatile 
halogenated  compounds  such  as 
halothane  (Fluothane,®  Ayerst)  and 
methoxyflurane  (Penthrane®  Abbott 
Laboratories)  because  of  their 
organ  toxicity  on  the  other.  The 
public  may  learn  to  accept  in¬ 
creased  use  of  regional  anesthesia, 
but  general  anesthesia  will  doubt¬ 
less  be  called  upon  to  handle  the 
bulk  of  cases.  Balanced  anesthesia 
is  the  most  acceptable  alternative 
to  the  use  of  explosive  or  volatile 
agents.  For  this  reason,  recall  of 
events  under  general  anesthesia  is 
a  matter  of  increasing  clinical  and 
research  interest. 

In  our  department  for  three 
months  during  the  summer  of  1972, 
we  interviewed  every  patient  who 
received  general  anesthesia  em¬ 


ploying  nonflammable  and  nonvola¬ 
tile  agents.  One  hundred  five  pa¬ 
tients  were  interviewed  postopera- 
tively  daily  for  three  days,  or  longer 
in  those  cases  in  which  some  recall 
was  elicited.  Of  these  105  cases, 
there  were  seven  patients  who  on 
questioning  could  recall  specific 
events  which  we  could  definitely 
relate  to  events  during  the  general 
anesthetic  period.  Some  of  these 
related  to  conversation  in  the 
operating  room.  Others  involved 
sensory  stimulation  of  surgery  in¬ 
volving  pain.  Some  involved  feeling 
the  surgeon  working,  but  without 
pain,  anxiety,  or  unpleasantness.  It 
was  also  evident  from  our  findings 
that  some  patients  recounting  such 
recall  regarded  hearing  voices  or 
conversation  (even  though  they  felt 
nothing)  as  being  most  unpleasant, 
while  others  found  such  auditory 
experiences  net  at  all  unpleasant. 
Similarly  patients  who  related  feel¬ 
ing  surgical  manipulations  varied  in 
their  evaluation  of  this  experience 
as  unpleasant  or  not.  The  types  of 
recall  and  whether  that  recall  was 
unpleasant  or  distressful  to  the  pa¬ 
tient  are  presented  in  Table  I. 

In  reviewing  management  of 
these  cases  in  which  recall  oc¬ 
curred,  there  was  but  one  factor 
which  stood  out  on  statistical  analy¬ 
sis  as  being  significantly  different 
from  the  cases  without  recall.  One 
particular  anesthesiologist  was  in¬ 
volved  in  a  disproportionately  large 
number  of  these  cases,  and  it  was 
this  physician’s  habit  to  talk  exten¬ 
sively  with  his  patients,  even  though 
they  were  anesthetized.  Reports  in 
the  literature  lend  credence  to  the 
thesis  that  this  auditory  stimulation 
might  act  to  arouse  reaction  in  the 
patient  during10  or  after11  surgical 
exposure  under  general  anesthesia. 

Other  reports  indicate  that  the 
mental  condition  of  the  patient 
before  anesthesia  may  be  an  impor¬ 


tant  factor  in  determining  the  likeli¬ 
hood  of  recall.  J.  T.  Brunn  was  able 
to  give  a  highly  accurate  descrip¬ 
tion  of  events  during  a  fifty-five- 
minute  general  anesthesia  he  un¬ 
derwent  for  oral  surgery.  Two 
hundred  fifty  milligrams  of  Pen- 
tothal  Sodium,®  (Abbot  Labora¬ 
tories),  was  used  for  induction  with 
another  200  milligrams  adminis¬ 
tered  during  the  case,  along  with 
650  milligrams  of  Anectine,®  (Bur¬ 
roughs  Wellcome),  and  80  percent 
nitrous  oxide  and  oxygen.  But  he 
had  deliberately  motivated  himself 
in  advance  to  remember  as  much  as 
possible  of  what  transpired  during 
his  anesthetic  exposure.12  One  of 
the  cases  of  recall  elicited  during 
our  study  involved  a  similar  state  of 
mental  expectancy,  produced  in  the 
following  manner: 

A  white  female  in  her  mid  20’s 
became  particularly  interested  in 
the  details  related  to  her  anesthesia 
for  an  emergency  dilatation  and 
curettage  for  an  incomplete  abor¬ 
tion.  During  the  explanation  of  the 
anesthetic  procedure  at  the  time  of 
preoperative  evaluation,  the  possi¬ 
bility  of  recall  was  discussed  and 
she  readily  agreed  to  try  to 
remember  all  she  possibly  could  im¬ 
mediately  before,  during,  and  after 
the  administration  of  anesthesia. 
General  anesthesia  was  induced 
with  250  milligrams  of  Pentothal  So¬ 
dium  administered  intravenously 
and  maintained  with  75  percent  ni¬ 
trous  oxide  and  oxygen  and  a  circle 
system  with  a  total  flow  to  the  circle 
of  10  liters/minute.  An  additional 
dose  of  75  milligrams  of  Pentothal 
was  given  intravenously  immediate¬ 
ly  preceding  the  curettage.  There 
was  no  movement,  phonation,  or 
grimacing  at  anytime  after  the  in¬ 
duction  during  surgery.  Twenty 
minutes  after  induction,  the  proce¬ 
dure  was  completed.  Before  turning 
off  the  nitrous  oxide  with  the  patient 
apparently  still  anesthetized,  I 
dropped  an  empty  wash  basin  from 
a  height  of  about  five  feet  above  the 
operating  room  floor  (terrazo).  After 
recovery  from  her  anesthesia,  the 
patient  recalled  on  questioning  a 
vague  memory  of  having  heard  “a 
loud  noise,  like  a  gong  or  some¬ 
thing.” 

It  appears  that  events  are  more 
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Recall  Under  General  Anesthesia 


Recall 

A 

B 

C 

D 
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Auditory 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

Pain 

No 

No 

Yes 

No 

Yes 

No 

No 

Sensory 

No 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Unpleasant 

No 

Yes 

Yes 

No 

No 

Yes 

No 
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likely  to  be  recorded  in  memory  if 
they  bear  great  emotional  signifi¬ 
cance  to  the  patient,  either  real  or 
imagined.  Eight  out  of  ten  patients 
deliberately  exposed  by  B.  W. 
Levinson13  to  conversation  during 
their  anesthesia  (deep  ether),  in¬ 
dicating  (falsely)  a  life-threatening 
crisis,  revealed  underage  regression 
hypnosis  after  discharge  that  they 
heard  and  reacted  to  the  informa¬ 
tion.  Four  of  them  repeated  the 
alarming  words  of  the  anesthetist  al¬ 
most  verbatim.  Like  the  hypnotized 
patient,  the  anesthetized  patient’s 
critical  judgment  is  impaired.  Heard 
conversations  may  be  misin¬ 
terpreted  or  misapplied.  Remarks  in 
the  operating  room  about  a  patient 
on  one  of  the  nursing  units  may  be 
interpreted  by  the  anesthetized  pa¬ 
tient  as  referring  to  himself  or  her¬ 
self.  Similarly  the  apparently  coma¬ 
tose  patient  in  an  intensive  care  bed 
may  be  capable  of  unsuspected 
hearing  and  take  remarks  made 
about  a  patient  in  the  next  bed  as 
pertinent  to  his  own  condition.  The 
possibility  of  frightening  a  patient  in 
this  manner  is  real  and  recognized  in 
clinical  practice — by  an  unfortunate 
minority  of  physicians  and  nurses. 
Richard  L.  Kennan14  states  that  “ni¬ 
trous  oxide  in  a  concentration  of  70 


percent  does  prevent  memory  to¬ 
tally  and  in  all  patients.”  While  this 
amnesia  is  maintained  in  most  pa¬ 
tients,  it  appears  that  the  rare  pa¬ 
tient  with  some  advance  motivation 
to  remember  or  the  patient  who 
hears  something  of  great  emotional 
significance  may  retain  a  memory 
trace. 

Discussion 

Reception  of  sensory  events  and 
imprinting  of  them  in  the  memory 
while  under  general  anesthesia  may 
result  in  memories  which  are  avail¬ 
able  later  for  spontaneous  recall 
(Type  I)  or  recall  with  the  aid  of 
age-regressive  hypnotic  techniques 
(Type  II).  A  technician  adminis¬ 
tering  anesthesia  might  be  con¬ 
cerned  only  about  the  former  type 
since  this  might  result  in  directed 
unfavorable  patient  reactions  in¬ 
volving  criticism,  anger,  or  even 
lawsuits.  As  physicians  we  must 
also  concern  ourselves  with  Type  II 
recall  and  seek  answers  to  some 
questions: 

Dr.  Yeakel  is  professor  and 
chairman  of  the  department  of 
anesthesia  at  the  Milton  S. 
Hershey  Medical  Center  of  Penn¬ 
sylvania  State  University. 


continuing  education 


This  issue  carries  no  education  course 
listings.  The  September  issue  contained 
a  supplement — a  comprehensive  list  of 
education  courses  being  offered  in  all 
parts  of  Pennsylvania.  Consult  that  issue 
or  write  for  a  copy  of  the  supplement  to: 
Pennsylvania  Medical  Continuing  Educa¬ 
tion  Institute,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 


1. What  pharmacologic  manage¬ 
ment  will  prevent  both  Type  I  and 
Type  II  recall? 

2.  What  are  the  undesirable  ef¬ 
fects  and  results  of  Type  II  recall  or 
Type  II  memories,  if  any,  even 
though  not  recalled?  (There  are 
under  investigation  now  new  drugs 
which  prevent  Type  I  recall.  If  they 
do  not  abolish  Type  II  recall  as  well, 
might  unconscious  but  harsh  mem¬ 
ories  adversely  affect  the  patient’s 
mental  or  physical  health?) 

3.  How  can  we  better  educate  an¬ 
esthesiologists,  nurse  anesthetists, 
surgeons,  operating  room  nurses, 
intensive  care  unit  nurses,  aides, 
and  others  caring  for  anesthetized 
or  other  depressed  patients  to 
guard  their  conversation? 

Some  answers  and  doubtless 
many  more  questions  will  come 
when  enough  of  us  are  aware  of 
and  interested  in  the  problem.  This 
article  is  submitted  to  promote  this 
end  as  well  as  to  improve  clinical 
management  and  patient  comfort.  □ 
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Medical  education:  II 


The  Flexner  Report  in  perspective  today 


A  MAJOR  milestone  in  American 
medicine  was  the  movement  for 
reform  started  at  the  turn  of  the 
century  by  the  Committee  on  Medi¬ 
cal  Education  of  the  American  Med¬ 
ical  Association  and  the  subsequent 
publication  of  the  Flexner  Report. 
Basically  this  report  was  provoked 
by  the  chaotic  situation  that  then 
existed  in  the  training  of  physicians 
in  the  United  States.  Many  medical 
schools  operated  with  little  super¬ 
vision,  and  some  had  actually 
degenerated  into  diploma  mills. 
One  of  the  fundamental  objectives 
of  the  AMA’s  Committee  on  Medical 
Education  and  the  Flexner  Report 
was  to  rectify  this  situation  and 
place  the  training  of  physicians  on  a 
sounder  professional  and  scientific 
footing. 

Their  basic  tenets  were  that  med¬ 
icine  would  have  to  embody  the 
great  scientific  advances  that  were 
taking  place  in  the  physical  and  the 
biological  sciences  and  that  the 
humanities  and  science  are  not  in¬ 
compatible  or  contradictory  in  their 
aims.  It  became  clear  that  the  enor¬ 
mous  contributions  being  made  in 
microbiology,  physiology,  biochem¬ 
istry  and  pharmacology  (among 
other  fields)  would  have  tre¬ 
mendous  inpact  on  the  future  prac¬ 
tice  of  medicine.  The  belief  was 
expressed  that  the  scientific  ap¬ 
proach,  which  was  proving  so  suc¬ 
cessful  in  the  physical  sciences, 
could  be  applied  to  medicine  and 
that  henceforth  medicine  could  be 
practiced  on  a  scientic  rather  than 
an  empirical  basis. 

Accordingly,  basic  sciences  were 
introduced  into  our  medical  schools 
and  the  classic  four-year  medical 
curriculum  developed,  divided  into 
two  years  of  basic  science  and  two 
years  of  clinical  training.  This  fun¬ 
damental  and  standardized  format 
existed  virtually  unchanged  in  all 
medical  schools  until  1952  when 
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Western  Reserve  University, 
through  the  support  of  the  Com¬ 
monwealth  Fund,  developed  an  in¬ 
tegrated  curriculum.  They  did  not, 
however,  alter  the  administrative 
structure  of  the  departments.1-  2 
Following  World  War  II,  with  the 
establishment  of  the  National  Insti¬ 
tutes  of  Health,  vast  sums  of  money 
were  allocated  for  the  support  of 
basic  investigation.  Strong  basic 
science  departments  evolved  in 
nearly  all  of  the  medical  schools, 
and  the  resulting  departmental 
structure  of  the  schools  has  had  im¬ 
portant  consequences.  This  basic 
research  philosophy  greatly  in¬ 
fluenced  the  development  of  the 
clinical  departments.  The  pattern 
was  established  that  in  order  to  ad¬ 
vance  up  the  academic  ladder  in 
the  clinical  departments,  a  physi¬ 
cian  would  first  have  to  demon¬ 
strate  expertise  in  some  area  of 
basic  investigation.  In  addition,  the 
clinical  departments,  particularly 
those  of  internal  medicine,  devel¬ 
oped  their  own  basic  science 
faculties  which  frequently  were 
in  research  competition  with  the 
faculties  of  the  basic  science 
departments  —  an  unfortunate 
duplication  of  personnel.  This  was 
possible  because  of  the  great  au¬ 
tonomy  of  the  departmental 
chairmen  and  the  failure  of  the 
deans  to  provide  academic  and  ad- 
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ministrative  leadership  because  of 
their  laissez-faire  attitudes.  Specifi¬ 
cally,  the  deans  failed  to  enforce 
the  university  concept  of  a  coopera¬ 
tive  approach  among  all  depart¬ 
ments,  relating  the  expertise  of  the 
various  components  of  the  school  to 
the  total  effort  and  objectives  of  the 
institution.  With  research  support 
by  the  federal  government  being 
allocated  to  individual  investigators 
and  departments  rather  than  as 
grants  to  the  institution,  the  depart¬ 
ments  became  stronger  and 
stronger,  primarily  on  the  basis  of 
federal  support. 

The  role  of  the  practicing  clini¬ 
cian  was  downgraded.  Prestige 
rested  with  the  research-oriented 
physician,  and  it  was  this  type  of 
physician  who  frequently  became 
chairman  of  a  clinical  department, 
thus  reinforcing  the  system.  Unfor¬ 
tunately,  many  of  these  professors 
viewed  patients  primarily  from  the 
vantage  point  of  an  exercise  in  ei¬ 
ther  physiology  or  biochemistry 
rather  than  from  the  viewpoint  that 
here  was  a  sick  human  being  with  a 
multiplicity  of  both  physical  and 
emotional  problems.  Patient  care 
was  downgraded  and  therapeutics 
ignored.  The  situation  has  been 
greatly  aggravated  by  the  Ph.D. 
training  programs  of  the  National 
Institutes  of  Health.  All  too 
frequently  the  granting  of  the 
degree  was  based  on  the  develop¬ 
ment  of  students  with  great 
proficiency  in  highly  restricted 
technology  and  not  on  a  broad- 
based  training  in  medicine.  Thus, 
with  reduction  in  research  support, 
these  individuals  found  themselves 
like  a  fish  out  of  water,  being  quite 
insecure  in  their  ability  to  partici¬ 
pate  in  medical  education  and  the 
teaching  of  medical  students 
oriented  to  human  pathophysiology 
and  patient  care. 

Simultaneously  there  occurred 
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tremendous  specialization  and  sub¬ 
specialization  of  all  major  clinical 
areas.  For  example,  in  every  first- 
rate  department  of  medicine  there 
emerged  subspecialty  divisions 
such  as  hematology,  renology,  gas¬ 
troenterology,  cardiology,  and  so 
on.  Similar  subspecialization  oc¬ 
curred  in  surgery.  As  more  sophis¬ 
ticated  laboratory  techniques  were 
developed,  physicians  were  trained 
more  carefully  and  intensively  in 
basic  science  approaches,  and 
these  subspecialists  became  ca¬ 
pable  of  teaching  their  area  of  basic 
science  to  medical  school  students. 

Certainly  no  one  can  argue  the 
physiologic  importance  of  cardiac 
catheterization  in  the  under¬ 
standing  of  cardiac  function.  The 
same  can  be  said  for  renal  dialysis 
and  renal  function  studies.  Similar 
conclusions  can  be  drawn  in  regard 
to  hematology,  with  the  advent  of 
sophisticated  biochemical  tech¬ 
niques,  hemoglobin  elec¬ 
trophoresis,  and  radioactive  isotope 
methodology  in  the  diagnosis  of 
hematologic  disease.  As  a  result,  a 
great  overlap  has  developed  be¬ 
tween  basic  science  departments 
and  clinical  departments,  and 
students  have  begun  to  ask  more 
and  more  for  a  better  correlation 
between  these  two  areas  in  the 
medical  school. 

Recent  Developments 

A  new  phase  has  now  emerged  in 
American  medicine.  The  American 
people  have  become  somewhat 
disillusioned  with  the  applicability 
of  our  research  efforts.  The  major 
reason  for  this  disillusionment  has 
been  the  tremendous  gap  that  has 
developed  between  our  expertise  in 
research  and  the  delivery  of  health 
care  to  all  of  the  people  in  the  Unit¬ 
ed  States.  There  is  a  deficiency  of 
physicians  in  this  country;  but  even 
more  important,  there  is  also  a 
serious  maldistribution.  Increas¬ 
ingly  demands  are  being  made  in 
the  United  States  Congress  for  the 
training  of  more  physicians  and 
paramedical  personnel.  We  have 
spent  billions  on  research  and  have 
led  the  world  in  scientific  advances, 
but  still  American  medicine  lags 
behind  that  of  Western  Europe  and 
even  Eastern  Europe  in  the  delivery 


of  health  care  services  to  many  of 
the  people,  especially  the  citizens 
from  the  lower  economic  strata  in 
our  large  cities  and  remote  rural 
areas.  Therefore,  the  United  States 
Congress  and  many  important  of¬ 
ficials  in  the  National  Institutes  of 
Health  have  charged  the  medical 
schools  with  the  task  of  empha¬ 
sizing  once  again  the  importance  of 
health  care  delivery. 

Research  funds  have  been 
sharply  curtailed.  The  medical 
school  is  being  looked  to,  not  just 
as  a  center  for  the  training  of 
physicians,  but  as  a  center  for  the 
development  of  new  ideas  and  new 
concepts  in  the  delivery  of  health 
care.  This  is  particularly  true  of 
those  medical  schools  located  in 
urban  environments,  such  as  the 
Philadelphia  schools.  Great  empha¬ 
sis  is  being  placed  on  group  prac¬ 
tice  and  regionalization  of  medical 
programs. 

Another  development  has  been 
the  changing  student  attitude.  With 


the  growing  social  consciousness 
that  is  taking  place  in  the  United 
States,  our  students  are  demanding 
that  more  attention  be  given  to  the 
practice  and  delivery  of  health  care. 
They  are  also  demanding  more 
correlated  courses  in  the  medical 
schools,  with  earlier  exposure  to 
clinical  medicine.  This  has  already 
led  to  major  changes  in  curriculum. 
In  the  medical  schools  throughout 
the  country,  the  old  lockstep  system 
of  two  years  of  basic  science  and 
two  years  of  clinical  medicine  has 
been  replaced  by  alterations  in  the 
curriculum,  e.g.,  the  core  curricu¬ 
lum  and  the  multitrack  system  such 
as  the  one  at  Hahnemann.  Jefferson 
now  has  an  accelerated  program 
whereby  a  student  may  obtain  an 
M.D.  degree  in  five  years  after  high 
school.  A  number  of  other  institu¬ 
tions  such  as  John  Hopkins  in  Bal¬ 
timore  and  Boston  University  are 
experimenting  with  a  six-year  pro¬ 
gram.  This  certainly  appears  to  be 
the  trend.  Many  medical  schools 
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are  combining  certain  areas  of 
basic  science  with  clinical  depart¬ 
ments. 

It  is  apparent  that  in  keeping  with 
the  changes  in  the  undergraduate 
curriculum,  we  must  also  move 
toward  a  better  system  of  post¬ 
graduate  education  of  our  physi¬ 
cians.  Storey3  has  reviewed  the 
tightly  regulated  system  of  post¬ 
graduate  education  in  the  Soviet 
Union.  Obviously  such  a  program 
may  be  difficult  to  implement  in  a 
democratic  society.  However,  in  the 
United  States,  although  some 
schools  have  been  active  in  the  field 
of  broad-spectrum  continuing  edu¬ 
cation,  much  remains  to  be  done. 
The  Pennsylvania  Medical  Society, 
by  establishing  the  Institute  for  Con¬ 
tinuing  Education,  is  also  assuming 
leadership  in  an  attempt  to  develop 
and  coordinate  educational  pro¬ 
grams  for  physicians  throughout  the 
state. 

Coordinated  Effort  Needed 

It  is  quite  obvious  that  American 
medical  education  is  now  in  a  state 
of  great  flux.  We  must  be  more  cog¬ 
nizant  of  the  demands  of  the  com¬ 
munity  and  its  needs  in  regard  to 
medical  care  and  health  delivery. 
We  must  begin  to  think  in  terms  of 
the  group  practice  of  medicine  and 
regionalization  of  medical  care.  We 
must  be  cognizant  of  the  needs  of 
our  students  and  the  need  to  create 
more  programs  of  ongoing  post¬ 
graduate  education  and  re-evalua¬ 
tion  for  our  graduate  physicians. 

Does  this  mean  that  the  basic 
sciences  should  be  completely  de- 
emphasized  in  the  medical 
schools?  That  point  is  being  ac¬ 
tively  debated.4-5-6  In  our  opinion, 
such  a  trend  may  have  grave  pitfalls 
and  would  merely  indicate  a  disas- 
terous  swing  of  the  pendulum  to  a 
point  that  existed  prior  to  the  ap¬ 
pearance  of  the  Flexner  Report. 
Basic  science  and  research  should 
continue  to  be  the  soul  of  the  prac¬ 
tice  of  medicine.  Medicine  still  does 
not  have  the  definitive  answers  to 
most  of  the  diseases  that  afflict 
mankind.  In  order  to  obtain  these 
answers,  one  must  depend  upon 
basic  science  and  upon  the  many 
Ph.D.s  and  M.D.s  who  are  adequate¬ 
ly  trained  in  basic  research. 


It  would  appear  that  the  exact 
departmental  structure  is  not  as 
critical  as  the  overall  organization 
and  policies  regulating  interdepart¬ 
mental  relations.  The  department 
must  be  subservient  to  the  overall 
organization  and  must  sacrifice  sig¬ 
nificant  professional  territorialism 
for  the  overall  good  of  the  institu¬ 
tion.  If  this  is  not  done,  the  basis  of 
the  university  concept  is  lost,  and 
we  end  up  with  a  series  of  inde¬ 
pendent  fragmented  units  within  a 
shell,  but  without  internal  structure. 
A  strong  centralized  administration 
is  essential,  an  administration 
which  takes  leadership  and  can 
thus  coordinate  the  total  operation 
and  numerous  interdepartmental 
academic  efforts — thus  increasing 
academic  proficiency  and  avoiding 
overlap  and  duplication  of  effort 
and  personnel.  This  requires  top 
quality,  academically  oriented,  ad¬ 
ministrative  leaders  and  not  men 
oriented  to  business  alone.  Each 
department  in  turn  should  accept 
responsibility  for  all  professional 
activities  and  programs  within  the 
corporate  structure — whether  this 
be  clinical  or  laboratory  oriented. 
This  in  itself  will  help  guide  the  gen¬ 
eral  programs  in  the  direction  of 
relevancy  and  will  minimize  the 
breach  between  the  so-called  basic 
sciences  (laboratory  sciences)  and 
clinical  sciences;  between  the  Ph.D. 
and  the  M.D.  faculty  and  many  other 
organizational  units  which  tend  to 
become  isolated  and  unresponsive 
to  the  social  trends  of  the  time. 

In  brief,  what  is  required  is  an 
honest  and  careful  amalgamation  of 
the  basic  sciences  and  their 
research  efforts  with  the  clinical 
departments  through  strong  and 
centralized  academic  leadership  in 
our  medical  schools  and  univer¬ 
sities  in  order  to  establish  efficient 
research  and  student  training  pro¬ 
grams.  This  can  only  be  ac¬ 
complished  by  sound,  centralized 
executive  direction  of  our  academic 
institutions.  These  efforts  can  then 
be  translated  not  only  into  coordin¬ 
ated  medical  care,  but  also  into  the 
training  of  cadres  of  physicians  and 
scientists  who  will  remain  within  ac¬ 
ademic  medicine  and  will  attempt  to 
advance  the  frontiers  of  medical 
science. 


An  increasing  number  of  univer¬ 
sities  are  implementing  their  efforts 
to  integrate  the  basic  and  clinical 
sciences  by  creating  a  strong  chief 
academic  officer,  i.e.,  a  vice  presi¬ 
dent  who  is  charged  with  the  re¬ 
sponsibility  of  coordinating  all  aca¬ 
demic  activities  related  to  health 
care  that  are  represented  in  the 
numerous  schools  and  colleges  in 
the  university  complex.  It  is  appar¬ 
ent  that  a  dean  of  the  medical 
school  alone,  as  defined  in  classic 
terms,  can  no  longer  coordinate  the 
activities  of  the  Graduate  School  of 
Medical  Sciences,  the  College  of 
Allied  Health  Sciences,  the  School 
of  Continuing  Education,  the  Dental 
School,  and  other  colleges  and 
departments  to  be  created  in  the 
medical  schools  in  the  future. 
Rather,  the  deans  of  these  various 
schools  should  report  directly  to  the 
vice  president  in  charge  of  academ¬ 
ic  affairs,  who  will  then  coordinate 
their  individual  efforts.  It  is  appar¬ 
ent  that  if  the  schools  are  to  ad¬ 
vance  in  these  decisive  times,  close 
coordination  must  be  achieved 
among  their  educational  endeavors. 
Such  an  approach  would  give  every 
institution  its  best  chance  of  having 
a  major  impact,  not  only  in  the  edu¬ 
cation  of  medical  students,  but  also 
in  the  whole  problem  of  the  delivery 
of  health  care  throughout  the 
country.  No  person  or  institution 
can  remain  an  island  unto  itself.  Ac¬ 
ademic  medicine  is  universally  sup¬ 
ported  by  the  tax-paying  citizen. 
Therefore,  we  must  listen  to  our 
constructive  critics  if  the  growth, 
viability,  and  stability  of  our  medical 
institutions  and  the  needs  of  our 
students,  patients,  and  community 
are  to  be  met.  □ 
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Manipulating  the  Pennsylvania  spine 
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The  1,000  licensed  chiropractors  in  Pennsylvania 
have  taken  a  fundamental  nursing  procedure,  the  back 
rub,  and  parlayed  it  into  a  gold  mine  by  stroking  away 
the  tensions  and  anxieties  of  modern  life.  And  what 
they  lack  in  scientific  knowledge,  they  make  up  for  in 
business  acumen. 

Within  the  last  twelve  months,  Pennsylvania  chiro¬ 
practors  have  unsuccessfully  attempted  to  extend  their 
practices  by  offering  acupuncture,  attempting  to  use 
hospital  laboratories  and  x-ray  departments,  at¬ 
tempting  to  give  spinal  examinations  in  public  schools, 
and  seeking  to  administer  drivers’  physical  examina¬ 
tions. 

As  early  as  two  years  ago  chiropractors  were  at¬ 
tempting  to  submit  specimens  to  hospital  laboratories 
and  to  obtain  test  results.  One  such  instance  occurred 
at  a  hospital  in  Montgomery  County  and  another  in 
southwestern  Pennsylvania.  The  cases  were  referred  to 
the  Society’s  legal  counsel  who  held  that  it  is  unethical 
for  a  medical  doctor  to  accept  specimens  from  chiro¬ 
practors  and  perhaps  even  illegal.  Does,  for  example,  a 
physician  who  provides  laboratory  reports  to  a  chiro¬ 
practor  aid  and  abet  the  unlawful  practice  of  medicine? 

Under  the  final  regulations  of  the  Clinical  Laboratory 
Act  as  published  in  the  Pennsylvania  Bulletin  on  June 
15,  the  question  of  who  may  submit  specimens  to  a 
clinical  laboratory  is  open  to  interpretation.  The  Soci¬ 
ety  had  hoped  to  pin  it  down  to  doctors  of  medicine  and 
of  osteopathy.  In  this  regard  it  received  the  support  of 
the  Hospital  Association  of  Pennsylvania.  The  rules, 
however  (Section  5.41),  state: 

“Specimens  shall  be  accepted  from  patients  by  a 
clinical  laboratory  only  when  tests  are  requested 
on  such  specimens  by  a  member  of  the  healing 
arts  licensed  to  practice  in  Pennsylvania,  or  other 
person  authorized  by  law,  or  authorized  agents  of 
the  foregoing.” 

There  is  also  a  reporting  requirement  which  says: 

“Reports  of  clinical  laboratory  findings  shall  be 
made  only  to  the  person  submitting  the  specimen 
or  requesting  the  analysis,  or  his  authorized 
agent.” 

This  language  does  not  require  that  any  laboratory  or 
physician  must  accept  a  specimen  from  a  chiropractor. 
However,  once  a  specimen  is  accepted,  the  information 
must  be  released  to  the  referring  source. 

Hospital  physicians  have  held  firm  in  denying  serv¬ 
ices  to  chiropractors  and  have  been  backed  by  their 
hospitals. 

On  May  24,  the  Hospital  Association  of  Pennsylvania 


urged  “member  institutions  to  honor  requests  for  diag¬ 
nostic  and  treatment  services  of  only  those  professional 
individuals  whose  qualifications  meet  the  requirements 
for  admission  to  the  hospital  staff  as  provided  by  the 
hospital’s  bylaws.” 

Present  hospital  licensing  laws  require  that  staff  priv¬ 
ileges  be  granted  only  to  physicians  who  hold  an  unre¬ 
stricted  license  to  practice  medicine  and  surgery  in  the 
Commonwealth.  The  standards  of  the  Joint  Commis¬ 
sion  on  Accreditation  of  Hospitals  also  require  that 
medical  staff  membership  go  to  individuals  who  are 
fully  licensed  to  practice  medicine. 

In  Pennsylvania,  the  difference  between  chiropractic 
practice  and  the  practice  of  medicine  has  been  es¬ 
tablished  by  both  statute  and  judicial  decision.  The  new 
Medical  Practice  Act  (Act  190)  defines  the  term,  medi¬ 
cine  and  surgery,  as:  “.  .  .  the  art  and  science  having 
for  its  object  the  cure  of  the  diseases  of  and  the  preser¬ 
vation  of  the  health  of  man  including  all  practice  of  the 
healing  art  with  or  without  drugs,  except  healing  by 
spiritual  means  or  prayer.” 

The  General  Assembly  has  defined  chiropractic  as 
“a  limited  science  of  the  healing  art,”  including  only 
“chiropractic  diagnosis”  and  only  “limited  treatment 
without  the  use  of  either  drugs  or  surgery.” 

In  the  early  1960s,  Pennsylvania  chiropractors 
challenged  this  definition  by  attempting  to  do  physical 
examinations  for  those  applying  for  motor  vehicle  oper¬ 
ator  licenses.  In  a  resultant  court  case  (Howe  v.  Smith) 
the  Pennsylvania  Superior  Court  considered  both  the 
Medical  Practice  Act  and  the  Chiropractic  Registration 
Act  and  underscored  the  differences. 

In  deciding  the  issue  against  chiropractors,  Com¬ 
monwealth  Court  said:  “Only  licensed  physicians  have 
the  statuatory  authority  to  diagnose  diseases,  and  that 
determining  mental  disabilities  and  diagnosing 
diseases  are  in  the  areas  that  are  prohibited  to  the 
practice  of  chiropractic.” 

The  Superior  Court  confirmed  the  action  of  the  Com¬ 
monwealth  Court  and  said  .  .  .  “The  validity  of  the 
prohibition  against  chiropractors  practicing  medicine  is 
not  and  cannot  be  denied.” 

The  chiropractors  admitted  that  their  right  to  treat 
diseases  was  limited  but  said  they  were  not  limited  in 
their  diagnosis.  The  court  agreed  that  the  legislature 
had  failed  to  spell  out  as  clearly  as  it  “could  have  and 
should  have”  the  limits  of  chiropractic  diagnosis  but 
said  that  “such  direction  should  be  obtained  from  the 
legislature  rather  than  asking  the  courts  to  confer  un¬ 
limited  diagnostic  authority  on  chiropractors  through  a 
“strained  construction  of  the  statutes.” 

The  Pennsylvania  Superior  Court  concluded  the  case 
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by  stating:  “Naturally  the  chiropractors  would  like  to  be 
equated  with  the  medical  profession,  but  neither  their 
recognized  field  of  practice  nor  the  statutes  relating  to 
these  professions  makes  such  an  equation  realistic. 
Chiropractors  are  engaged  in  a  limited  field  of  the 
healing  arts  which  requires  less  education  and  training 
of  them  than  is  required  of  those  practicing  medicine 
and  surgery.” 

A  year  later,  the  Pennsylvania  General  Assembly 
amended  the  definition  of  chiropractic  as  follows: 

.  .  a  limited  science  of  the  healing  arts  dealing  with 
the  relationship  between  the  articulations  of  the  ver¬ 
tebral  column  as  well  as  other  articulations,  and  the 
nervous  system  and  the  role  of  these  relationships  in 
the  restoration  and  maintenance  of  health.  It  shall 
include  chiropractic  diagnosis." 

Thus  the  legislature  acknowledged  that  chiropractic 
is  limited  and  that  the  only  permissible  diagnosis  avail¬ 
able  to  chiropractors  is  “chiropractic  diagnosis.” 

The  latest  chapter  in  the  quest  by  chiropractors  to 
give  prospective  drivers  physical  examinations  oc¬ 
curred  August  7,  1974,  when  the  Department  of  Trans¬ 
portation,  at  the  request  of  the  Pennsylvania  Chiroprac¬ 
tic  Society,  held  a  hearing  on  the  subject.  Stephen  J. 
Barrett,  M.D.,  Allentown,  a  member  of  the  Society’s 
Committee  on  Quackery  testified.  He  said,  “I  would  like 
to  begin  by  stating  in  the  strongest  terms  possible  that 
this  proposal  is  extremely  dangerous  to  public  health 
and  safety.”  Dr.  Barrett  said:  “I  submit  that  chiropractic 
is  an  unscientific  cult  whose  practitioners  lack  the  nec¬ 
essary  training  and  background  to  diagnose  and  treat 
human  diseases.  In  fact,  each  and  every  scientifically 
based,  objective  study  on  chiropractic  including  those 
by  numerous  federal  and  state  governmental  agencies, 
has  concluded  that  chiropractors  are  incapable  of  per¬ 
forming  proper  diagnosis  which  is  a  major  requirement 
of  a  physical  examination.” 

As  more  and  more  Americans  visited  China,  the 
American  public  showed  an  interest  in  the  ancient  ori¬ 
ental  art  of  acupuncture.  While  the  American  medical 
community  viewed  acupuncture  with  great  caution,  chi¬ 
ropractors  saw  it  as  another  means  of  building  busi¬ 
ness.  During  1973  an  increasing  number  of  reports  ap¬ 
peared  that  chiropractors  in  Pennsylvania  were  using 
acupuncture,  although  scientific  study  of  acupuncture 
is  still  in  the  early  stages. 

Of  primary  importance,  however,  is  the  question  of 
whether  or  not  acupuncture  is  the  practice  of  medicine. 
In  1973  the  State  Board  of  Medical  Education  and 
Licensure  declared  it  has  jurisdiction,  and  said:  “In 
Pennsylvania  this  procedure,  ‘acupuncture,’  has  not 
been  researched  nor  proven  beneficial.  It  is  the  Board’s 
opinion  that  patients  who  have  been  properly  examined 
and  diagnosed  and  considered  for  acupuncture  could 
receive  same  after  referral  by  a  physician  to  a  research 
setting  in  a  medical  school  under  the  guidance  of  a 
duly  licensed  and  registered  physician  in  the  Common¬ 
wealth.” 

In  March,  Louis  P.  Vitti,  newly  appointed  commis¬ 
sioner  of  professional  and  occupational  affairs,  held  a 
series  of  three  hearings  across  the  Commonwealth  on 
acupuncture.  Conspicuous  by  their  absence  from  the 


hearings  were  consumers.  Conspicuous  by  their  pres¬ 
ence  were  chiropractors.  And  although  the  “mixers,” 
those  chiropractors  who  include  vitamin  therapy,  nutri¬ 
tion  regimens,  and  other  health  fads  in  their  armamen¬ 
tarium,  were  very  desirous  of  including  acupuncture, 
their  fundamentalist  brethren,  the  “straights,”  would 
have  no  part  of  it. 

An  important  milestone  was  passed  on  Saturday, 
July  23,  1974,  when  Attorney  General  Israel  Packel 
issued  his  opinion  (No.  39)  to  Commissioner  Vitti  on  the 
subject  of  acupuncture.  The  Attorney  General  said:“Of 
all  health  care  practitioners,  only  two,  doctors  of  medi¬ 
cine  and  osteopathy,  are  authorized  to  pursue  an  un¬ 
limited  practice  of  the  healing  arts.  It  is  clear  that  the 
use  of  acupuncture  falls  within  the  purview  of  the  law 
quoted  above  (Medical  Practice  Act)  and  therefore  may 
be  practiced  by  doctors  of  medicine.  The  State  Board 
of  Medical  Education  and  Licensure  which  regulates 
the  practice  of  medicine  must  regulate  the  practice  of 
acupuncture  insofar  as  it  relates  to  its  licensees.” 

The  Attorney  General  stated:  “Since  osteopaths,  like 
physicians  and  surgeons,  are  authorized  to  pursue  an 
unlimited  practice  of  the  healing  arts,  they  too  can 
practice  acupuncture  with  only  those  limitations  im¬ 
posed  by  the  State  Board  of  Osteopathic  Examiners.” 

The  opinion  permits  dentists  and  podiatrists  to  prac¬ 
tice  limited  acupuncture  within  the  confines  of  their 
licensing  act.  Veterinarians  are  also  permitted  to  prac¬ 
tice  acupuncture. 

Since  the  optometric  act  does  not  permit  optome¬ 
trists  to  “cure  diseases  or  relieve  pain,”  which  is  the 
basic  purpose  of  acupuncture,  the  attorney  general’s 
opinion  rules  that  optometrists  are  not  permitted  to  en¬ 
gage  in  the  practice  of  acupuncture. 

In  dealing  with  chiropractors  and  acupuncture,  the 
Attorney  General  noted  the  Howe  v.  Smith  case  and 
the  limited  nature  of  chiropractic  science  which  is  con¬ 
cerned  with  the  relationship  between  articulations  of 
the  vertebral  column  and  other  articulations  as  they 
relate  to  the  nervous  system.  He  concluded:  “From  a 
careful  reading  of  the  definition  of  the  chiropractic, 
from  an  understanding  of  the  basic  philosophy  of  the 
chiropractic  as  well  as  from  the  reasons  discussed 
previously,  it  seems  clear  that  to  permit  chiropractors 
to  insert  needles  into  various  parts  of  the  human  body 
to  cure  disease,  as  acupuncture  requires,  would  be  an 
over-extension  of  his  or  her  profession.  We,  therefore, 
conclude  that  chiropractors  may  not  practice  acupunc¬ 
ture.” 

Meanwhile,  the  State  Society  supports  House  Bill 
2314  which  seeks  to  control  acupuncture  and  to  prohib¬ 
it  the  performance  of  acupuncture  by  a  person  who  is 
not  a  licensed  physician.  The  bill  reads: 

“The  performance  of  acupuncture  for  the  purpose 
of  demonstration,  therapy,  or  the  induction  of  anal¬ 
gesia  by  a  person  who  is  not  a  physician  licensed 
under  this  act  is  not  a  violation  of  this  act  if  the 
acupuncture  is  performed  under  the  supervision 
and  control  of  a  physician  licensed  under  this  act. 
The  Board  shall  determine  the  qualifications  of  a 
person  authorized  to  perform  acupuncture  under 
this  paragraph.  Records  of  the  diagnosis,  treat- 
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ment,  and  patient  response  to  acupuncture  shall 
be  maintained  and  submitted  upon  request  to  the 
State  Board  of  Medical  Education  and  Licensure. 
As  used  in  this  paragraph,  “acupuncture”  means 
the  selective  stimulation  of  the  body’s  neurological 
and  defense  mechanisms  by  the  insertion  of  nee¬ 
dles  in  an  effort  to  correct  neuro-muscular  and  or¬ 
ganic  disorders  or  to  induce  analgesia.” 

In  the  fall  of  1973  the  president  of  a  joint  school 
board  in  western  Pennsylvania  received  a  letter  from  a 
local  chiropractor  pointing  out  that  Governor  Shapp 
would  designate  October  as  “Spinal  Health  Month”  and 
that  in  observance  of  this  the  chiropractors  of  the  area 
would  “appreciate  the  opportunity  to  utilize  some  of 
this  time  in  conducting  spinal  checkups  for  all  the 
students  of  your  schools  or  for  the  classes  or  individu¬ 
als,  you,  the  school  officials,  or  parents  would  like 
included  in  the  program. 

“This  examination  will  include  a  complete  check  of 
the  student’s  spine,  their  nervous  system,  posture,  and 
physical  development  and  will  work  toward  the  early 
detection  and  correction  of  spinal  disorders  and  distor¬ 
tions,  thus  helping  to  avert  many  health  problems.  A 
report  would  be  furnished  to  each  child,”  the  letter 
said. 

The  letter  also  sought  permission  to  send  a  pamphlet 
entitled  “What  Parents  Should  Know  About  The  Spine” 
home  with  all  of  the  children  in  the  first,  second,  and 
third  grades.  The  service  was  to  be  free  of  charge  to 
the  school  district. 

The  State  Society  received  an  opinion  from  the 
Department  of  Health  that  the  spinal  checkups  by  chi¬ 
ropractors  “could  not  be  incorporated  into  the  man¬ 
dated  school  health  program  in  which  medical  exami¬ 
nations  must  be  performed  by  physicians  legally  quali¬ 
fied  in  this  state.”  The  school  board  stood  its  ground 
and  refused  to  permit  the  chiropractic  examinations. 

In  April,  the  Society  received  word  that  a  school  dis¬ 
trict  in  the  northeastern  part  of  Pennsylvania  did  give 
permission  to  a  chiropractor  to  examine  students  at  the 
public  school. 

The  Society’s  legal  counsel,  Fred  Speaker,  cited  the 
Public  School  Code  (24  P.S.,  Sections  1-101,  etsequ ): 
“The  school  physicians  of  each  district  of  joint  boards 
shall  make  a  medical  examination  and  a  comprehen¬ 
sive  appraisal  of  the  health  of  each  child  of  school 
age.  . 

The  school  code,  said  Speaker,  places  the  school 
physician  directly  within  the  framework  of  the  public 
education  institution  and  assigns  him  explicit  duties. 
The  code  also  defines  the  school  physician  as:  “A 
physician  legally  qualified  to  practice  medicine  and 
surgery  or  osteopathy  or  osteopathic  surgery  in  the 
Commonwealth,  who  has  been  appointed  or  approved 
by  the  Secretary  of  Health.” 

On  August  9,  1974  HEW  issued  regulations  relating  to 
the  coverage  of  chiropractic  services  under  medicare. 
The  final  regulations  limit  coverage  of  chiropractic 
services  to  treatment  by  means  of  “manual  manipula¬ 
tion  of  the  spine  to  correct  a  subluxation  demonstrated 
by  X-ray  to  exist,  which  has  resulted  in  a 


neuromusculoskeletal  condition  for  which  such  manip¬ 
ulation  is  appropriate  treatment”  and  which  the  chiro¬ 
practor  is  legally  authorized  to  perform.  No  reimbur¬ 
sement  will  be  made  to  a  chiropractor  for  X-rays  or 
other  diagnostic  or  therapeutic  services.  HEW  also 
called  for  increased  educational  requirements  for  indi¬ 
viduals  studying  chiropractic  after  June  30,  1974. 

As  chiropractors  have  increased  their  activities  so 
has  the  State  Society  intensified  its  fight  against  chiro¬ 
practors  and  all  forms  of  quackery.  A  significant  step 
was  taken  by  the  1972  House  with  the  creation  of  a 
Committee  on  Quackery.  This  was  underscored  a  year 
later  when  the  1973  House  authorized  a  voluntary 
Quackery  Defense  Fund.  Members  were  asked  as  part 
of  their  1974  billing  for  a  $5.00  voluntary  contribution 
to  fight  quackery.  By  mid-year  that  total  had  reached 
about  $19,000.  The  Quackery  Committee  is  conducting 
a  vigorous  campaign  against  chiropractors. 

An  idea  of  the  task  before  it  can  be  seen  from  an  As¬ 
sociated  Press  story  by  Lee  Linder,  which  appeared  in 
papers  across  the  state  in  late  July.  According  to 
Linder  “Governor  Milton  Shapp  wants  chiropractors  to 
play  a  role  in  important  state  research  of  what  he  calls 
‘the  most  baffling  diseases  of  our  time,  black  lung  and 
diabetes’.” 

The  Governor  made  his  request  for  chiropractic 
research  into  black  lung  and  diabetes  in  a  four-page 
memo  to  his  health  services  director,  Leonard 
Bachman,  M.D.,  in  February,  Linder  said. 

The  story  quotes  Dr.  Bachman’s  response  to  the 
memo:  “We  can’t  explain  many  things  in  medicine. 
People  get  better  for  reasons  we  don’t  under¬ 
stand  .  .  .  the  Governor  is  not  a  physician  and  I  wouldn’t 
want  to  get  him  way  out  on  a  limb,  but  I  think  it  is  a 
good  idea,  and  I  hope  to  get  a  research  evaluation  of 
the  work  of  chiropractors,  at  least  in  the  black  lung.  I 
don’t  know  about  diabetes.” 

While  chiropractors  remain  highly  critical  of  medical 
doctors,  they  nonetheless  seek  to  annex  the  term 
“physician.”  Recently  this  enterprise  received  a  set¬ 
back  when  the  Attorney  General’s  Office,  in  a  July  5, 
1974  memorandum,  determined  that  chiropractors  may 
not  use  the  term  “physician.” 

Tilman  Gerald,  legal  assistant,  writing  to  the  State 
Board  of  Chiropractic  Examiners,  said: 

“The  question  has  arisen  as  to  the  permissibility  of 
chiropractors  using  the  term  ‘physician’  in  conjunc¬ 
tion  with  his  or  her  name  or  designation.  Clearly,  the 
answer  is  in  the  negative."  (emphasis  added) 

Gerald  went  on  to  cite  Steinbach  et  al.  v.  Metzger  et 
al.  63  F  2d  7476  (1933)  declaring,  “The  crux  of  the  dis¬ 
tinction  is  ‘that  the  practice  of  chiropractic,  though  a 
healing  art .  .  .  has  nothing  in  common  with  drugs,  med¬ 
icine  or  surgery  .  .  .’  whereas  these  are  ‘techniques  of 
diagnosis  which  a  physician  may  use  that  are  denied  by 
statute  to  a  chiropractor.’  Howe  et  al.  v.  Smith.” 

The  Department  of  Justice  memorandum  concludes 
by  stating: 

“Therefore,  be  advised  that  the  use  by  chiroprac¬ 
tors  of  the  term  physicians’  in  conjunction  with  his 
name  or  designation  is  statutorily  impermissible.” 
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Trauma  index — evaluating  injury  victims 

WILLIAM  E.  DeMUTH,  JR.,  M.D. 

Hershey 


p  mergency  medical  service  is  characterized  by  the 
L"  involvement  of  nonphysicians  more  than  any  other 
area  of  clinical  medicine.  In  caring  for  the  injured,  limi¬ 
tations  of  time  require  accurate  communication  to  facil¬ 
itate  triage  and  to  avoid  wasting  valuable  time  and  fa¬ 
cilities  on  trivial  injuries  to  the  detriment  of  those  more 
seriously  hurt.  In  addition,  all  physicians  will  recall  in¬ 
stances  where  seriously  injured  patients  have  been 
discharged  from  the  emergency  room  or  were  other¬ 
wise  neglected  because  of  missed  diagnoses. 

Ambulance  attendants,  nurses,  and  physicians  in 
training  would  be  helped  by  a  system  which  helps  to 
evaluate  the  relative  importance  of  injuries  when  en¬ 


countered  singly  or  in  combination.  The  sharp  line  be¬ 
tween  prehospital  and  hospital  care  is  disappearing, 
fortunately,  and  care  at  the  accident  site  and  in  the 
emergency  room  should  be  viewed  as  a  continuum. 
Anything  which  might  help  to  anticipate  activity  in  the 
emergency  room  and  the  operating  room  will  perforce 
improve  care. 

In  1971,  Kirkpatrick  and  Youmans*  described  a 
“Trauma  Index’’  which  scored  injured  patients  on  a 
number  of  highly  significant  parameters.  Of  over  sixty 


*  Kirkpatrick  J.  R.,  Youmans  R.  L.:  Trauma  Index:  an  aid  in 
the  evaluation  of  injury  victims.  J.  Trauma  11:711,  1971. 


ECU  Trauma  Index 

Patient’s  Name _ _ _ _ _ _ _ 

Date  Age  (if  available) 


TRAUMA  INDEX 
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4 
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Region 

Skin  or  Extremities 

Back 

Chest  or  Abdomen 

Head  or  Neck 

Type  of 

Injury 

Laceration  or 
Contusion 

Stab 

Wound 

Blunt 

Missile 

C-V 

Status 

External 

Hemorrhage 

BP  <  100 

P  >  100 

BP  <  80 

P  >  140 

Absent 

Pulse 

CNS 

Status 

Drowsy 

Stupor 

Motor  or 

Sensory  Loss 

Coma 

Respiratory 

Status 

Chest  Pain 

Dyspnea  or 
Hemoptysis 

Evidence  of 

Aspiration 

Apnea  or 

Cyanosis 

Total  = 

INTERPRETATION  OF  INDEX 


Total  Score 

Conclusions 

0  -  7 

Minor  injury — usually  not  requiring  hospitalization 

8  -  18 

Moderately  severe — injury  requiring  hospitalization 

18  and  up 

Severe  injuries — 50%  mortality 

The  numerical  index  is  to  be  completed  by  ECU  nurse  in  all  cases  of  injury.  When  a  total  score  of  7  or  more  is  caluclated,  the 
surgical  resident  on  call  should  be  called  STAT.  This  form  is  to  be  Attached  to  ECU  record. 


□ 


Patient  Admitted 
Patient  Not  Admitted 


□ 
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variables  evaluated,  it  was  determined  that  a  reliable 
decision  could  be  based  upon  the  region  of  the  body  in¬ 
volved,  type  of  injury,  cardiovascular,  central  nervous 
system,  and  respiratory  status.  Grades  from  one  to  six 
were  applied  in  a  progression  based  on  severity.  The 
“minimal”  score  is  1,  with  “moderate”  scores  being  3 
and  4,  and  “severe”  rated  as  6. 

Although  not  absolutely  precise,  the  index  probably 
has  only  a  5  percent  or  less  margin  of  error.  We  did  not 
analyze  in  detail  our  data  on  2,700  patients  tabulated, 
but  we  found  that  serious  errors  of  oversight  occurred 
only  three  times.  Kirkpatrick  and  Youmans  had  ten 
errors  out  of  325  determinations  in  a  more  detailed 
study.  In  our  experience,  overscoring  is  more  prevalent 
and  obviously  much  less  serious,  and  experience  tends 
to  lessen  overestimations  of  severity  of  injury.  One 
illustration  is  the  presence  of  a  scalp  laceration  (Score 
7)  associated  with  any  other  injury.  This  may  result  in 
an  erroneously  high  score  leading  to  unnecessary  hos¬ 
pitalization.  Long  bone  fractures  and  tendon  injuries 
tend  to  result  in  low  scores  not  reflecting  the  need  for 
hospitalization  in  many  instances.  The  index  is  not 
applicable  to  burns. 


The  index  was  designed  for  use  at  the  accident  site 
using  available  information.  No  patient  cooperation  is 
required,  minimum  equipment  is  required,  and  the  in¬ 
formation  can  be  gathered  by  nonphysicians.  It  does 
not  take  the  place  of  careful  examination  in  the  hospital 
emergency  room.  It  is  useful  in  triage  and  com¬ 
munication  between  those  initially  caring  for  the  pa¬ 
tient  and  the  physician  ultimately  responsible  for  his 
care.  The  minor  inconveniences  caused  by  inac¬ 
curacies  in  the  method  overshadow  the  possible 
benefits  accrued  by  guiding  the  nonphysician  in  this 
very  important  aspect  of  care.  It  provides  assistance  in 
auditing  emergency  room  activity  on  a  day-to-day 
basis. 


This  paper  was  prepared  by  the  department  of  sur¬ 
gery  of  the  Milton  S.  Hershey  Medical  Center,  Penn¬ 
sylvania  State  University,  Hershey.  The  Pennsylvania 
Division  of  the  American  Trauma  Society  and  the 
State  Society’s  Commission  on  Emergency  Medical 
Services  assist  in  the  dissemination  of  information 
on  trauma. 
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PHYSICIANS  WANTED 

Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital:  Affiliated  with  approved  general  hospital  for 
all  medical  and  surgical  treatment  as  required. 
$22,351  to  $29,869  and  liberal  fringes.  Limited  housing 
possible.  Pennsylvania  license  required.  Robert  L. 
Gatski,  M.D.,  Director,  State  Hospital,  Danville,  Pa. 
17821. 

Orthopedic  Surgeon  Wanted — Associate  for  well-es¬ 
tablished  orthopedic  clinic.  Eastern  Pennsylvania. 
Under  42  years.  Partnership  after  IV2  years.  No  invest¬ 
ment  needed.  Board  eligibility  required.  Write  Depart¬ 
ment  612,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Family  Practice,  Internist,  Ophthalmologist,  Ob/Gyn, 
Pediatrician — Needed  in  college  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western 
Pennsylvania.  All  foreign  graduates  must  have  a  per¬ 
manent  immigrant  visa.  Guarantee  negotiable.  Contact: 
Mr.  J.  A.  Colaizzi,  administrator,  Grove  City  Hospital, 
Grove  City,  Pa.  16127.  Telephone:  (412)  458-7132 

Wanted:  Associate  or  assistant.  Need  assistance  in 
very  busy  practice  in  general  internal  medicine  in  south 
Jersey  approximately  seven  miles  from  the  ocean. 
Would  prefer  experienced  physician  who  would  appre¬ 
ciate  adequate  time  off  and  coverage  on  a  reciprocal 
basis.  Write  Department  651,  PENNSYLVANIA  MEDI¬ 
CINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


Emergency  Physicians — A  multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi¬ 
tion  to  full-time  emergency  physicians,  a  physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au¬ 
tonomy  in  its  member  physicians.  Financial  arrange¬ 
ments  are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi¬ 
cians  are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Depart¬ 
ment  650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Physician  trained  in  family  practice,  internal  medicine, 
or  pediatrics  for  full-time  or  half-time  position  in  the 
Chester  County  Health  Department  to  be  in  charge  of 
personal  health  services.  Write  to  the  County  Health 
Director,  326  North  Walnut  Street,  West  Chester,  Pa. 
19380. 

Internist/Gp  (3);  Salary  $30,000  range  plus  benefits. 
Located  in  Finger  lakes,  gracious  country  living.  Non¬ 
discrimination  in  employment.  Contact  Chief  of  Staff. 
VA  Center,  Bath,  New  York  14810. 

Family  Physician — Central  Pennsylvania — Excellent 
opportunity  in  delightful  college  town,  home  of  Buck- 
nell  University.  Good  schools,  convenient  cultural  activ¬ 
ities,  hunting,  fishing,  and  skiing.  Modern  150  bed  hos¬ 
pital.  Please  write  to  Dr.  David  Weibel,  Evangelical 
Community  Hospital,  Lewisburg,  Pa.  17837. 


General  Surgeon  Wanted — Meyersdale  (Somerset 
County),  Pa.  52  bed  general  care — rural  hospital.  All 
modern  equipment — facilities  accredited — all 
agencies.  18,000  patient  service  area.  Resort  area — 
winter  and  summer  sports.  Applicants  must:  acquire 
Pa.  license;  be  willing  to  practice  general  medicine;  be 
Board  Certified  or  eligible;  be  willing  to  direct  OPD  and 
emergency  room.  Hospital  offers  guaranteed  income; 
fee  for  service  practice;  1-year  free  hospital  office 
space;  necessary  administrative  support;  complete 
Board,  staff,  employee  cooperation.  Contact:  James  M. 
Brown,  Hospital  Administrator,  Meyersdale  Community 
Hospital,  Meyersdale,  Pa.  15552. 

Associate  needed  for  family  practice  with  emphasis  on 
nutrition  and  prevention  in  Bucks  County  area.  Contact: 
Harold  Buttram,  M.D.,  92  N.  Main  St.,  Blooming  Glen 
18911.  Telephone:  (215)  257-2701. 

Full-time  Accident  Ward  Physician  Wanted: 

for  Delaware  County  Memorial  Hospital,  Drexel  Hill,  Pa. 
19026.  Pennsylvania  licensed.  Liberal  income  guaran¬ 
tee.  Call  or  write  President.  Telephone:  (215)  259-3800. 


Positions  open  at  Dixmont  State  Hospital  for:  Psychia¬ 
tric  Clinical  Director — full-time  starting  salary  $31,472; 
Staff  Psychiatrists — full  or  part-time.  Full-time  salary 
$25,926.  Part  time  rate  $11.49  per  hour,  all  rates  plus 
state  benefits.  Hospital  minutes  away  from  downtown 
Pittsburgh  and  Oakland  area;  accredited  by  J.C.A.H. 
Equal  Opportunity  Employer.  Contact-Superintendent, 
Dixmont  State  Hospital,  Sewickley,  Pa.  15143.  Tele¬ 
phone:  (412)  761-1780. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical 
Society.  Payable  in  advance. 

COPY  DEADLINE— Copy  due  by  the  first  day  of  month  preceding  month 
of  publication.  Send  to  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or  modify 
copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS— Ad  vertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  "Write  Department.  .  .,  PENNSYLVANIA  MEDICINE" 
as  five. 
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Emergency  Room  Physician — Wanted  to  work  with  two 
(2)  young  physicians  to  cover  moderately  busy  E.R.  in 
mid  Monongahela  Valley,  approximately  25  miles  south 
of  Pittsburgh.  Competitive  base  salary  for  40  hour  week 
and  liberal  benefits.  Contact  Rodney  D.  Dorinson,  Ad¬ 
ministrator,  Monongahela  Valley  Hospital,  Inc.,  Monon¬ 
gahela  Division,  Monongahela,  Pa.  15063.  Telephone: 
(412)  258-4800. 

Pediatrician — To  join  psychiatrist,  child  psychiatrist, 
and  allergist  in  a  fast-growing  town  with  no  pediatri¬ 
cian.  Many  extras.  Reasonable.  231  E.  Lancaster  Ave., 
Downingtown,  Pa.  19335.  Telephone:  (215)  269-2870. 

Physicians  with  or  without  psychiatric  experience. 

Mental  hospital  in  Metropolitan  area.  Easy  access  to 
New  York,  Philadelphia,  and  close  to  Pocono  Resort 
Area.  Good  salary  with  excellent  fringe  and  retirement 
benefits.  Beautiful  modern  residence  on  grounds.  Con¬ 
tact:  Henry  Buxbaum,  M.D.,  Superintendent,  Clarks 
Summit  State  Hospital,  Clarks  Summit,  Pa.  18411,  Tele¬ 
phone:  (717)  586-2011. 

Emergency  Room  Physician — Associate  with  es¬ 
tablished  group  providing  emergency  room  service  for 
two  275-bed  general  hospital  units  of  merged  hospital 
system.  Base  Fee  $22  per  hour.  Additional  fringe 
benefits.  Pa.  license  required.  Contact  Dr.  S.  M.  Reyes, 
PEDSA,  Medical  Center  of  Beaver  County,  Inc., 
Rochester,  Pa.  15074. 


STAFF  PHYSICIAN 

Large,  Modern  Industrial  Complex 

This  position,  with  the  world's  leading  designer  and 
manufacturer  of  ships,  affords  the  industrially-oriented 
M.D.  an  outstanding  professional  opportunity. 

You  will  be  a  key  member  of  our  well-equipped  medical 
center  . . .  boasting  extensive  lab  facilities  in  clinical 
medicine  and  environmental  life  sciences  ...  as  well  as 
a  large,  professional  staff.  Your  involvement  will  include 
performing  clinical  examinations  of  employees,  treating 
industrial  injuries  and  occupational  diseases.  U.S.  citi¬ 
zenship  required.  In  addition  to  an  attractive  compensa¬ 
tion  package  we  offer  the  benefit  of  a  regular  schedule 
and  the  scenic  beauty  of  Newport  News,  Virginia — well 
known  for  its  exceptional  historical,  educational,  recrea¬ 
tional  and  cultural  facilities. 

If  interested  in  this  outstanding  opportunity,  send  curric¬ 
ulum  vitae  to  Gerald  O.  Vaughn,  Professional  Recruiter- 
Salaried  Employment;  Newport  News  Shipbuilding, 
Newport  News,  Virginia  23607  ....  or  call  (804)  247- 
4878. 

Newport  News  Shipbuilding 

A  Tenneco  Company  Newport  News,  Virginia 
An  Equal  Opportunity  Employer 


BARNINGERHENSEL 


REAL  ESTATE 

THE  AGENCY  DEDICATED  TO  SERVING  THE 

PROFESSIONAL  IVIAN  AND  WOMAN 

As  a  professional  person,  with  a  unique  financial  posi¬ 
tion,  you  certainly  are  looking  for  the  opportunity  to 
diversify  your  present  investment  portfolio.  Investing  in 
Residential  Income-Producing  Properties  (apartments) 
is  perhaps  the  surest  and  most  secure  investment  avail¬ 
able  to  you.  Here  you  can  take  advantage  of  the  huge 
Tax  Saving  opportunities  and,  at  the  same  time,  receive 
an  excellent  Return  on  Investment  as  well  as  Capital  Ap¬ 
preciation.  Our  ARM  CHAIR  INVESTMENT  PROGRAM” 
allows  you  to  enjoy  these  benefits  while  we  assume  the 
total  responsibility  of  management. 

★  ★  ★  ★ 

Contact  us  for  more  details  on  this  12  unit  Apartment 
Building  located  in  Carlisle.  There  are  excellent  terms 
available,  including  an  assumable  8V2%  mortgage. 


4075  Market  St. 
Camp  Hill,  Pa.  17011 


Area  Code  717 
Office  761-3213 
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time  of  death. 


obituaries 


•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at 

•  Townsend  W.  Baer,  Pittsburgh;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1928;  age  70;  died  August 
25,  1974.  He  was  an  associate  professor  in  the  depart¬ 
ment  of  dermatology  at  the  University  of  Pittsburgh 
Medical  School  and  chief  of  dermatology  at  the  Veter¬ 
ans  Administration,  Pittsburgh.  Dr.  Baer  was  a  member 
of  the  American  Academy  of  Dermatologists.  He  is  sur¬ 
vived  by  his  wife,  two  daughters,  and  a  brother. 

•  Vincent  W.  Banick,  Wilkes-Barre;  Jefferson  Medi¬ 
cal  College,  1935;  age  66;  died  August  6,  1974.  He  was 
chief  of  the  department  of  ophthalmology  at  Wilkes- 
Barre  General  Hospital.  He  is  survived  by  his  wife, 
three  daughters,  a  sister,  and  three  brothers. 

•  Galen  D.  Castlebury,  Williamsport;  University  of 
Pennsylvania  School  of  Medicine,  1914;  age  82;  died 
July  15,  1974.  He  had  practiced  medicine  in  the 
Williamsport  area  for  more  than  fifty  years  and  was  a 
past  president  of  the  Lycoming  County  Medical  Soci¬ 
ety.  He  is  survived  by  two  sons  and  a  daughter. 

•  Luther  H.  Cone,  Paxinos;  University  of  Kansas 
College  of  Medicine,  1931;  age  67;  died  August  13, 
1974.  He  was  chief  of  surgery  at  Shamokin  State  Hospi¬ 
tal  and  a  member  of  the  American  College  of  Surgeons. 
He  is  survived  by  his  wife  and  four  sons. 

•  Alexander  C.  Cohen,  Philadelphia;  University  of 
Pennsylvania  School  of  Medicine,  1924;  age  72;  died 
August  24,  1974.  He  had  practiced  medicine  for  fifty 
years.  Survivors  include  his  wife  and  two  sisters. 

•  Stanley  F.  Druckenmiller,  Lansford;  Medico- 
Chirurgical  College,  Philadelphia,  1910;  age  89;  died 
August  3,  1974.  He  had  practiced  medicine  for  more 
than  sixty  years.  A  daughter  and  a  son  survive  him. 

•  Joseph  C.  Griffith,  Monessen;  Jefferson  Medical 
College,  1927;  age  74;  died  August  10,  1974.  He  was  a 
member  of  the  Association  of  American  Physicians  and 
Surgeons,  the  American  Academy  of  General  Practice 
(now  the  American  Academy  of  Family  Practice),  and  a 
past  president  of  the  Westmoreland  County  Medical 
Society.  Survivors  include  his  wife,  a  daughter,  and  a 
son. 

•  John  W.  Kirschner,  Luzerne;  University  of  Pennsyl¬ 
vania  School  of  Medicine,  1905;  age  92;  died  August  4, 
1974.  He  is  survived  by  a  daughter. 

•  Anna  P.  Klemmer,  Lititz;  Woman’s  Medical  College 
(now  Medical  College  of  Pennsylvania)  1926;  age  73; 
died  August  1,  1974.  She  was  a  fellow  of  the  American 
College  of  Physicians  and  the  American  Academy  of 
Pediatrics.  She  is  survived  by  a  son. 

•  Walter  P.  Knight,  Scranton;  University  of  Maryland 
School  of  Medicine,  1929;  age  69;  died  August  19,  1974. 
He  was  former  chief  of  the  surgical  staff  at  West  Side 
Hospital  and  Community  Medical  Center  and  was  a 
charter  member  of  the  American  Academy  of  Family 
Physicians.  He  is  survived  by  his  wife,  a  son,  a  daugh¬ 
ter,  a  sister,  and  two  brothers. 

•  Meyer  Q.  Lavell,  San  Diego,  California;  Jefferson 


Medical  College,  1928;  age  73;  died  August  11,  1974. 
He  had  practiced  medicine  in  Darby  for  thirty-seven 
years  prior  to  his  retirement.  Dr.  Lavell  was  cofounder 
of  Doctors  Hospital,  Philadelphia,  and  cofounder  of  the 
American  Geriatric  Society.  He  is  survived  by  his  wife 
and  a  sister. 

•  Raymond  J.  McGrath,  Philadelphia;  Hahnemann 
Medical  College,  1926;  age  73;  died  August  2,  1974.  He 
was  a  former  clinical  professor  of  otolaryngology  at 
Hahnemann  Medical  College  and  Hospital.  Survivors 
include  his  wife,  a  son,  and  a  daughter. 

•  George  A.  F.  Moyer,  Shamokin;  Jefferson  Medical 
College,  1925;  age  72;  died  August  16,  1974.  He  is  sur¬ 
vived  by  a  daughter,  Marilyn  Moyer,  M.D.,  Danville;  c \ .-d 
four  sisters. 

•  Jacob  A.  Ruben,  Pittsburgh;  University  of  Pitts¬ 
burgh  School  of  Medicine,  1906;  age  91;  died  August 
16,  1974.  He  is  survived  by  a  son,  J.  Eugene  Ruben, 
M.D.,  Phoenix;  and  two  daughters. 

•  Harold  H.  Sankey,  Pittsburgh;  University  of  Penn¬ 
sylvania  School  of  Medicine,  1936;  age  63;  died  August 
13,  1974.  He  was  a  member  of  the  American  Academy 
of  Orthopedic  Surgeons,  the  Eastern  Orthopedic  Soci¬ 
ety,  and  was  associate  professor  of  orthopedics  at  the 
University  of  Pittsburgh  School  of  Medicine.  He  is  sur¬ 
vived  by  his  wife;  two  sons;  a  daughter;  a  sister;  and  a 
brother,  B.  Burdell  Sankey,  M.D.,  Cleveland,  Ohio. 

•  William  A.  Schmidt,  Shenandoah;  University  of 
Pennsylvania  School  of  Medicine,  1923;  age  78;  died 
June  21 ,  1974.  No  further  information  is  available. 

•  Rendall  R.  Strawbridge,  Philadelphia;  University  of 
Pennsylvania  School  of  Medicine,  1933;  age  65;  died 
July  28,  1974.  He  is  survived  by  his  wife,  two  sons,  and 
three  daughters. 

Jacob  Golove,  Philadelphia;  University  of  Pennsyl¬ 
vania  School  of  Medicine,  1925;  age  71;  died  July  27, 
1974.  His  wife,  two  daughters,  and  three  sisters  survive 
him. 

John  N.  Rich,  Newtown;  Hahnemann  Medical 
College,  1925;  age  80;  died  March  17,  1974.  His  wife 
survives  him. 

G.  Philip  Saxer,  Glens  Falls,  N.Y.;  age  100;  died 
August  14,  1974.  He  had  practiced  medicine  in  Fleet- 
vi lie  for  over  sixty  years.  He  is  survived  by  a  son. 

Everett  A.  Tyler,  Philadelphia;  Hahnemann  Medical 
College,  1913;  age  86;  died  August  9,  1974.  He  is  sur¬ 
vived  by  his  wife,  a  son,  and  a  daughter. 

Edward  R.  Schlesinger,  Pittsburgh;  Columbia  Univer¬ 
sity  College  of  Medicine;  age  63;  died  August  21,  1974. 
He  was  head  of  the  maternal  and  child  health  program 
at  the  University  of  Pittsburgh  Graduate  School  of 
Public  Health  and  associate  dean  for  academic  affairs. 
He  is  survived  by  his  wife;  a  daughter;  and  a  son, 
Stephen  Schlesinger,  M.D.,  Philadelphia. 
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“Gentlemen,, 
congratulations  are  in  order” 


“A.H.  Robins  asked  me 
to  compare  the  banana  flavor  of  their 
f  Donnagel®  -PG  with  the  real  thing  and, 
by  jove,  I  couldn’t  tell  the  difference. 
Not  even  in  sip-by-sip  comparison. 
Amazing! 

“There’s  no  unpleasant 
’  paregoric  taste  because  there’s  no 
paregoric.  Clever,  wouldn’t  you  say? 

,  Instead,  A.  H.  Robins  uses  the  thera¬ 
peutic  equivalent,  powdered  opium, 
to  promote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I  find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I  propose  a  toast?” 


Donnagel-PG.  (2 

Donnagel  with  paregoric  equivalent 


Each  30  cc.  contains: 

Kaolin . 6  Og 

Pectin . 142. 8mg. 

Hyoscyaminesulfate .  0.1 037  mg. 

Atropinesulfate . 0.01 94  mg. 

Hyoscine  hydrobromide .  0.0065  mg. 

Powdered  opium,  USP . 24.0mg. 

(equivalent  to  paregoric  6  ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate . 60.0  mg. 

(preservative) 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 


AHDOBINS 

A.  H  Robins  Company,  Richmond,  Virginia  23220 


AH ROBINS 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 

All  contain  glyceryl  guaiacolate,  the  effi¬ 
cient  expectorant  that  works  systemically  [ 
to  help  increase  the  output  of  lower  respira¬ 
tory  tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo¬ 
bronchial  mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 


OF  COIDS 

TLU'AND 

GUAR 
THE 
TRACT 


your  prescription  or  recommendation. 

For  unproductive  coughs 

ROBITUSSIN® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-C®(2 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100  mg. 

Codeine  phosphate . 10.0  mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

ROBITUSSIN-DM® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100  mg. 

Dextromethorphan  hydrobromide .  15  mg. 

Alcohol,  1.4% 

Robitussin-DM  in  solid  form  for  "coughs  on  the  go” 

COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate .  50  mg. 

Dextromethorphan  hydrobromide .  7.5  mg. 

Clears  nasal  and  sinus  passages  as  it  relieves  coughs 

ROBITUSSIN-PE® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  100  mg. 

Phenylephrine  hydrochloride .  10  mg. 

Alcohol,  1.4% 

MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic. 

ROBITUSSIN®-CF 

Each  5  cc.  contains: 

Glyceryl  guaiacolate .  50  mg. 

Dextromethorphan  hydrobromide . 10.0  mg. 

Phenylpropanolamine  hydrochloride . 12.5  mg. 

Alcohol,  1.4% 


Select  the  Robitussin®  formulation 
that  treats  your  patient’s 


individual  coughing  needs: 

ROBITUSSIN® 
ROBITUSSIN  A-C® 
ROBITUSSIN-DM® 
ROBITUSSIN-PE® 
ROBITUSSIN®-CF 
COUGH  CALMERS® 


♦ 

♦ 


♦ 

♦ 

♦ 


5^ 


♦ 


♦ 


< m 


A.  H.  Robins  Company,  Richmond,  Va.  23220 


When  impotence  due  to 


androgenic  deficiency 


is  driving  them  apart 


Android  -  5 
Android- 10 
Android-  25 


Methyltestosterone  N.F.  —  5,  10,  25  mg. 


DESCRIPTION:  Methyltestosterone  is  17fl-Hydroxy-17- 
Methylandrost-4-en-3-one.  ACTIONS:  Methyltestosterone 
Is  an  oil  soluble  androgenic  hormone.  INDICATIONS:  In  the 
male:  1 .  Eunuchoidism  and  eunichism.  2.  Male  climacteric 
symptoms  when  these  are  secondary  to  androgen  defi¬ 
ciency.  3.  Impotence  due  to  androgenic  deficiency.  4.  Post- 
puberal  cryptorchidism  with  evidence  of  hypogonadism. 
Cholestatic  hepatitis  with  jaundice  and  altered  liver  function 
tests,  such  as  increased  BSP  retention,  and  rises  in  SGOT 
levels,  have  been  reported  after  Methyltestosterone.  These 
changes  appear  to  be  related  to  dosage  of  the  drug.  There¬ 
fore,  in  the  presence  of  any  changes  in  liver  function  tests, 
drug  should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid  retention. 
This  may  present  a  problem,  especially  in  patients  with  com¬ 
promised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of 
increasing  the  nervous,  mental,  and  physical  activities 
beyond  the  patient’s  cardiovascular  capacity. 
CONTRAINDICATIONS:  Contraindicated  in  persons  with 
known  or  suspected  carcinoma  of  the  prostate  and  in  car¬ 
cinoma  of  the  male  breast.  Contraindicated  in  the  presence 
of  severe  liver  damage.  WARNINGS:  If  priapism  or  other 
signs  of  excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or  excessive 
dosage  may  cause  inhibition  of  testicular  function,  with  resul¬ 
tant  oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensitivity 
and  gynecomastia  may  occur  rarely.  PBI  may  be  decreased 
in  patients  taking  androgens.  Hypercalcemia  may  occur, 
particularly  during  therapy  for  metastatic  breast  carcinoma, 
if  this  occurs,  the  drug  should  be  discontinued.  ADVERSE 
REACTIONS:  Cholestatic  jaundice  •  Oligospermia  and  de¬ 
creased  ejaculatory  volume  •  Hypercalcemia  particularly  in 
patients  with  metastatic  breast  carcinoma.  This  usually  indi¬ 
cates  progression  of  bone  metastases  •  Sodium  and  water 
retention  •  Priapism  •  Virilization  in  female  patients  •  Hvper- 
sensitivity  and  gynecomastia.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  strictly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements 
are  best  administered  in  divided  doses.  The  following  is 
suggested  as  an  average  daily  dosage  guide.  In  the  male: 
Eunuchoidism  and  eunuchism,  10  to  40  mg.;  Male  climac¬ 
teric  symptoms  and  impotence  due  to  androgen  deficiency, 
10  to  40  mg.;  Postpuberal  cryptorchism,  30  mg.  HOW 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250. 

Write  for  Literature  and  Samples 

(e»roM5b  THE  BROWN 
PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Triaminic0  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic0  Expectorant 

with  Codeine  © 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a  Schedule  V  controlled  substance. 


The  Adult  Expectorants  that  are  great  for  kids,  too. 


Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501 
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ANNUAL  REPORT 

Pennsylvania  Medical  Care  Foundation  (PMCF) 


In  accordance  with  ARTICLE  XII  -  MISCELLA¬ 
NEOUS,  Section  3.  Annual  Report,  of  the  Bylaws  of 
the  Pennsylvania  Medical  Care  Foundation,  this 
report  is  being  submitted  for  consideration  by  the 
Administrative  Members  of  the  Foundation. 

ORGANIZATION 

I.  Board  of  Directors 

Following  the  October  1973  meeting  of  the  Ad¬ 
ministrative  Members,  the  Foundation’s  Board  of 
Directors  met  and  elected  the  following  officers: 
President  -  Matthew  Marshall,  Jr.,  M.D.;  Vice  Pres¬ 
ident  -  Henry  H.  Fetterman,  M.D.;  Secretary  -  Mr. 
Vincent  Lechner;  and  Treasurer  -  Mr.  John  F. 
Rineman.  The  Board  also  elected  an  Executive 
Committee  and  appointed  Mr.  Larry  R.  Fosselman 
as  the  Foundation’s  Executive  Director.  A  roster  of 
the  Foundation’s  Board  of  Directors  is  attached 
(Appendix  A). 

II.  Board  Committees 

In  addition  to  the  Executive  Committee,  the 
Board  of  Directors  appointed  a  Committee  on 
Quality  Appraisal  and  a  PSRO  Development  Com¬ 
mittee. 

The  Committee  on  Quality  Appraisal  is  respon¬ 
sible  for  the  Foundation’s  Inpatient  Quality  Ap¬ 
praisal  Project  (IQAP)  and  for  assisting  hospital 
medical  staffs  and  PSROs  in  developing  medical 
audit  procedures  and  methods  for  evaluating  their 
effectiveness. 

The  PSRO  Development  Committee,  which  is 
composed  of  PSRO  Chairmen,  is  responsible  for: 
(a)  providing  advice  to  the  Board  on  PSRO  rules 
and  regulations;  (b)  recommending  methods  for 
PSRO  implementation;  and  (c)  providing  a  forum 
for  PSRO  Chairmen  to  exchange  ideas  and 
discuss  common  problems. 

III.  Administrative  Staff 

The  following  staff  positions  were  created  in  ad¬ 
dition  to  the  position  of  Executive  Director: 
Director  of  Systems  Design  and  Research  - 
vacant;  Coordinator  of  Field  Services  -  Mr.  William 
F.  S.  Orner,  Jr.;  Administrative  Assistant  -  Mrs. 
Dale  Yates;  Western  Pennsylvania  Field  Repre¬ 
sentative  -  Mrs.  Rose  Ferraro;  Central  Pennsyl¬ 
vania  Field  Representative  -  Mr.  Carmine  Striano; 
Eastern  Pennsylvania  Field  Representative  - 
vacant.  Four  (4)  secretarial  positions  were  created 
to  support  the  executive  staff. 


The  Board  of  Directors  also  retained  the  follow¬ 
ing  consultants:  Chief  Consultant  on  Quality  Ap¬ 
praisal  Systems  -  David  J.  Jones,  M.D.;  Consultant 
on  Quality  Appraisal  -  Joseph  S.  Gonnella,  M.D.; 
and  Consultant  on  Evaluation  -  Kenneth  Rodgers, 
M.D. 

FINANCIAL  REPORT 

Effective  January  1,  1974,  the  PMS  Board  of 
Trustees  authorized  the  transfer  of  the  assets  and 
liabilities  of  the  PMS  Medical  Care  Appraisal  Proj¬ 
ect  (MCAP)  to  the  Foundation.  The  auditor’s  report 
on  the  MCAP  is  attached  (Appendix  B)  for  the 
periods  ending  December  31,  1973  (12  months) 
and  December  31,  1972  (18  months). 

During  fiscal  year  1974  (January  1,  1974  - 
December  31,  1974)  the  Foundation  will  receive 
funding  from  the  Pennsylvania  Medical  Society  in 
the  amount  of  $28,803  which  is  a  revised  allocation 
of  the  $100,000  authorized  by  the  Board  of  Trus¬ 
tees  based  on  the  October  1973  House  of  Dele¬ 
gates  action. 

Other  sources  of  funding  include  the  Susque¬ 
hanna  Valley  Regional  Medical  Program  ($9,936 
grant  for  period  of  1/1/74  to  6/30/74)  and  the  U.S. 
Department  of  Health,  Education,  and  Welfare 
($243,295  contract  for  the  period  of  3/29/74  to 
3/28/75). 

The  attached  (Appendix  C)  Statement  of  IN¬ 
COME  AND  EXPENSES  outlines  the  Foundation’s 
financial  condition  as  of  August  31 ,  1974. 

The  Board  of  Directors  recognizes  the  uncer¬ 
tainty  and  reduced  flexibility  created  by  federal 
funding  and  realizes  that  other  sources  of  funding 
will  be  necessary  to  carry  out  functions  outside 
the  Support  Center  Contract.  Also,  the  Board  must 
be  prepared  to  seek  other  support  to  perform 
functions  mandated  by  the  PMS  House  of  Dele¬ 
gates  in  the  event  the  HEW  Contract  is  not  ex¬ 
tended. 

At  the  time  of  this  report,  the  PMS  Finance  Com¬ 
mittee  was  considering  a  Foundation  request  for 
PMS  funding  in  the  amount  of  $9,897  for  1975  to 
cover  expenses  outside  the  HEW  Contract. 

PSRO  ACTIVITIES 

The  Foundation  has  devoted  a  considerable 
amount  of  its  effort,  over  the  past  year,  on  the  fol¬ 
lowing  PSRO  activities.  The  primary  area  of  activi- 
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ty  during  the  coming  year  will  also  center  on 
PSRO  development. 

I.  PSRO  Area  Designations 

As  was  reported  at  the  1973  Annual  Meeting,  the 
PMS  Board  of  Trustees  directed  the  Foundation  in 
August  1973  to  assume  the  responsibility  for  as¬ 
sisting  county  medical  societies,  where  appropri¬ 
ate,  and  HEW  in  the  development  of  PSRO  area 
designations  for  Pennsylvania. 

In  order  to  determine  county  medical  society 
PSRO  area  preferences  the  Foundation  conducted 
surveys  of  the  county  societies,  held  regional 
meetings  of  County  Medical  Societies  and  testified 
at  two  (2)  HEW  hearings  on  area  designations. 
Based  on  the  advice  and  guidance  received  from 
County  Medical  Societies,  the  Foundation  recom¬ 
mended  twelve  (12)  PSRO  areas  which  were 
subsequently  approved  by  the  Secretary  of  HEW. 

II.  Statewide  PSRO  Support  Center 

At  the  June  1973  Special  Session  of  the  PMS 
House  of  Delegates,  the  following  actions  were 
taken  regarding  the  role  of  the  Pennsylvania  Medi¬ 
cal  Care  Foundation  in  PSRO  activities: 

A.  The  House  of  Delegates  designated  the 
Pennsylvania  Medical  Care  Foundation  as  the  of¬ 
ficial  organization  responsible  for  assisting  in  an 
advisory  capacity  in  the  implementation  of  the 
Bennett  Amendment  in  Pennsylvania. 

B.  The  House  of  Delegates  directed  the  Penn- 
sylvania  Medical  Care  Foundation  to  assume  the 
following  responsibilities: 

1.  Advise  in  the  development  and  revision  of 
medical  care  criteria  through  the  Council 
on  Medical  Service’s  Specialty  Advisory 
Committees  and/or  the  appropriate  state 
specialty  society. 

2.  Facilitate  the  research,  development  and 
testing  of  peer  review  systems  and 
procedures  necessary  for  local  units  to 
comply  with  the  provisions  of  the  Bennett 
Amendment. 

3.  Provide  assistance  to  county  medical 
societies  or  groups  of  county  medical 
societies  in  establishing  the  organizational 
format  and  operational  procedures  for 
locally  operated  peer  review  programs. 

4.  Aid  in  the  development  of  the  managerial 
structure  and  make  available  consultative 
administrative  personnel  necessary  for  the 
effective  operation  and  coordination  of 
local  units. 

Based  on  these  actions,  Senator  Wallace  Ben¬ 
nett  issued  a  statement  outlining  the  areas  of  re¬ 
sponsibility  in  PSRO  implementation  that  could  be 
assumed  by  statewide  professional  organizations, 
such  as  a  medical  care  foundation.  HEW 


subsequently  adopted  a  similar  position.  As  a 
result  of  these  activities,  the  PSRO  Support  Center 
concept  evolved. 

At  the  same  time,  during  the  fall  of  1973  and  the 
early  part  of  1974,  the  Foundation  submitted  sev¬ 
eral  proposals  to  HEW  requesting  funding  to 
implement  the  June  1973  directives  of  the  PMS 
House  of  Delegates.  Finally,  On  March  29,  1974 
the  Foundation  was  awarded  a  twelve  (12)  month 
contract  in  the  amount  of  $243,295  to  operate  a 
PSRO  Support  Center  for  Pennsylvania. 

As  a  statewide  PSRO  Support  Center,  the  Foun¬ 
dation  is  responsible  for  assisting  and  advising 
PSROs  in  matters  related  to  organizational  struc¬ 
ture,  administrative  structure  and  procedures, 
providing  information  and  advice  on  peer  review 
procedures  and  in  general  providing  whatever  as¬ 
sistance  is  necessary  for  the  local  PSROs  to 
qualify  for  conditional  (operational)  approval  by 
HEW.  In  addition,  the  Support  Center  is  directed 
to  assist  hospital  medical  staffs  in  the  organization 
and  operation  of  peer  review  programs  necessary 
to  meet  present  Medicare  and  Medicaid  require¬ 
ments. 

Appendix  D  is  a  progress  report  which  outlines 
the  Foundation’s  activities  in  fulfilling  the 
requirements  of  the  HEW  contract. 

During  the  coming  year  the  Foundation  will 
devote  a  considerable  amount  of  time  to  the  fol¬ 
lowing  Support  Center  activities  which  will  be  de¬ 
veloped  in  consultation  with  the  local  PSROs: 

•  Update  address  listings  of  physicians  for 
each  PSRO  area. 

•  Act  in  a  liaison  capacity  between  the  local 
PSROs  and  DPW,  BHI,  fiscal  intermediaries,  HUP, 
and  PAS. 

•  Provide  consultative  services,  at  the  request 
of  local  PSROs,  for  providers  or  the  PSRO  in  the 
areas  of  utilization  review,  medical  care  evalua¬ 
tion,  etc. 

•  Conduct  training  seminars  and  workshops  for 
PSRO  personnel  in  administrative,  technical,  and 
medical  areas. 

•  Act  as  the  focal  point  for  collection  of  the 
health  data  statistics  needed  by  the  twelve  (12) 
PSROs  in  the  state. 

•  Develop  and  test  and  conduct  research  in 
improving  medical  audit  techniques. 

•  Offer  assistance  in  the  organization  of  the 
State  Professional  Standards  Review  Council. 

•  Assist  PSROs  in  preparing  and  presenting 
conditional  contract  proposals. 

III.  Local  PSRO  Development 

During  the  spring  of  this  year  HEW  released 
Requests  for  Proposals  (RFP)  for  two  (2)  types  of 
local  PSRO  contracts.  The  first  type  of  contract  is 
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termed  conditional.  A  conditional  contract 
requires  that  the  applicant  organization  demon¬ 
strate  a  capability  of  conducting  peer  review  pro¬ 
grams  required  by  the  Law  and  that  at  least 
twenty-five  (25)  percent  of  the  physicians  in  the 
area  are  members  of  the  organization. 

The  second  type  of  contract  is  for  planning  and 
is  just  that.  It  provides  funds  for  a  prospective 
PSRO  to  plan  and  organize  a  PSRO  that  will  then 
qualify  for  a  conditional  contract. 

In  Pennsylvania,  county  medical  societies  in 
eight  (8)  of  the  PSRO  areas  formed  organizations 
which  submitted  planning  contract  proposals.  The 
following  is  a  listing  of  the  PSROs  which  were 
funded  by  HEW  effective  on  or  about  July  1,  1974 
to  carry  out  6-month  planning  contracts: 


Amount 

of 

PSRO 

Area 

Contract 

Central  Pennsylvania  Area 

II 

$  41,175 

II  PSRO  (Williamsport) 
Eastern  Pennsylvania 

Health  Care  Foundation 

IV 

$  65,000 

(Allentown) 

Allegheny  PSRO 

VI 

$  88,217 

(Pittsburgh) 

Southwestern  Pennsylvania 
PSRO  (Greensburg) 
Highlands  PSRO 

VII 

$  62,500 

Corporation  (Johnstown) 

VIII 

$  46,600 

South  Central  Pennsylvania 

IX 

$  54,000 

PSRO  (Harrisburg) 
Montgomery/Bucks  PSRO 

XI 

$  54,000 

(Norristown) 

Philadelphia  PSRO 

XII 

$100,000 

Appendix  E  is  a  roster  of  PSRO  Chairmen  and 
Project  Directors. 

The  Foundation  assisted  the  county  medical 
societies  in  getting  PSRO  Steering  Committees  or¬ 
ganized  in  six  (6)  of  the  areas  and  provided  tech¬ 
nical  assistance,  and  in  some  cases  direct  staff 
support,  to  all  eight  (8)  PSROs  in  preparing  their 
proposals  to  HEW. 

During  the  past  summer  the  foundation  also  as¬ 
sisted  in  organizing  PSRO  Steering  Committees  in 
Area  I  (Erie),  Area  III  (Scranton/Wilkes-Barre),  and 
Area  V  (Sharon/Clearfield).  The  delay  and  uncer¬ 
tainty  of  HEW  funding  has  prevented  these  three 
(3)  areas  from  submitting  their  planning  propos¬ 
als. 

IV.  HEW  PSRO  Contracts 

On  a  nationwide  basis,  HEW  awarded  115  PSRO 
contracts  totaling  $20,850,318  as  of  July  1,  1974. 
These  involved  contracts  for  13  support  centers,  1 1 
conditional  PSROs  and  91  planning  contracts. 


FOUNDATION  PROGRAMS 

While  the  Foundation  has  devoted  a  consider¬ 
able  amount  of  time  to  carrying  out  specific  re¬ 
sponsibilities  as  a  Support  Center,  the  following 
activities,  instituted  prior  to  the  Support  Center 
Contract,  have  been  continued. 

I.  Certified  Hospital  Admissions  Monitoring 
Program  (CHAMP) 

Following  the  Foundation’s  efforts  over  the  past 
two  (2)  years,  the  Department  of  Public  Welfare 
(DPW)  agreed  to  allow  hospitals  to  operate  their 
own  in-house  utilization  review  program  in  lieu  of 
participating  in  the  DPW  PreDischarge  Utilization 
Review  (PDUR)  Program.  DPW  took  action 
requiring  all  hospitals  (treating  Medicaid  recipi¬ 
ents)  to  have  a  concurrent  utilization  review  pro¬ 
gram  by  October  1,  1974.  DPW  agreed  that  hospi¬ 
tals  could  use  the  Foundation’s  CHAMP  system  as 
an  alternative  to  PDUR  by  notifying  the  Depart¬ 
ment  that  the  CHAMP  system  would  be 
implemented  in  accordance  with  the  CHAMP  Pro¬ 
cedural  Manual  which  was  distributed  to  all  hospi¬ 
tals  in  July  1974.  The  CHAMP  system  was  revised 
to  meet  all  the  requirements  set  forth  in  the  HEW 
PSRO  Manual. 

As  of  September,  1974,  forty-one  (41)  hospitals 
had  notified  DPW  that  they  would  use  the  CHAMP 
system  instead  of  PDUR. 

II.  Inpatient  Quality  Appraisal  Project  (IQAP) 

The  Foundation  continued  the  activities  of  the 
IQAP  to  develop  an  effective  method  for  hospital 
medical  staffs  to  carry  out  quality  appraisal  re¬ 
sponsibilities  which  will  reduce  the  unnecessary 
and  unproductive  use  of  physician  manpower. 

The  experience  of  the  IQAP  indicates  that  there 
are  many  problems  in  developing  an  effective,  ob¬ 
jective  system  for  identifying  areas  of  medical 
practice  that  warrant  peer  review. 

The  Foundation  intends  to  pursue  the  IQAP  ob¬ 
jectives  so  that  hospital  medical  staffs  will  have  a 
simple  method  for  evaluating  the  quality  of  care 
that  is  consistent  with  professional  standards  and 
will  meet  the  JCAH  and  PSRO  requirements.  The 
Foundation  will  also  assist  PSROs  in  developing  a 
system  for  evaluating  the  effectiveness  of  each 
hospital’s  quality  appraisal  program. 

III.  OTHER  FOUNDATION  ACTIVITIES  AND 
ACTIONS 

The  following  is  a  summary  of  Foundation  activi¬ 
ties  and  actions  not  otherwise  mentioned  in  this 
report: 

1.  Requested  the  Health  Insurance  Council  to 

appoint  a  representative  to  attend  Board  meet¬ 
ings  as  an  observer. 

2.  Developed  a  policy  on  specialty  society  rep¬ 
resentation  in  foundation  activities;  invited  the 
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Chairman  of  the  PMS  Interspecialty  Committee 
to  attend  all  Board  meetings. 

3.  Elected  a  representative  of  the  Pennsylvania 
Dental  Association  to  the  Board. 

4.  Cosponsored  Utilization  Review  and  Quality 
Appraisal  Seminars  with  HUP  and  Blue  Cross. 

5.  Objected  to  HEW  proposed  regulations 
requiring  preadmission  certification  for  Medi¬ 
care  and  Medicaid  hospital  admissions. 

6.  Sent  letters  to  Pennsylvania’s  Congressional 
Delegation  explaining  PMS-PMCF  position  on 
Bennett  Amendment  and  PSRO  implementation. 

7.  Adopted  a  policy  statement  on  reimburse¬ 
ment  for  persons  involved  in  PSRO  activities. 

8.  Objected  to  a  Pennsylvania  Department  of 
Health  proposal  to  establish  a  statewide  peer 
review  system  operated  by  the  Health  Depart¬ 
ment. 

9.  Approved  continued  distribution  of  the  PMS 
Criteria  for  Inpatient  Medical  Care  Manual. 

10.  Presented  testimony  at  the  May  9,  1974  over¬ 
sight  hearings  conducted  by  the  U.S.  Senate  Fi¬ 
nance  Committee. 

BYLAWS 

During  the  past  year,  the  Board  reviewed  the 
Bylaws  on  several  occasions.  The  Board  agreed 
that  certain  changes  should  be  made  in  the 
Bylaws  to  improve  clarity  and  to  meet  present 
needs  and  circumstances. 

The  Board  approved  changes  in  the  Bylaws 
which  are  presented  in  Appendix  F  for  consider¬ 
ation  by  the  Administrative  Members.  (The  words 
or  phrases  in  brackets  are  deletions  and  the  un¬ 
derlined  sections  are  additions). 

Recommendation 

The  Board  of  Directors  of  the  Pennsylvania 
Medical  Care  Foundation  recommends  that  the 
Administrative  Members  approve  the  Bylaws 
changes  indicated  in  Appendix  F. 

REVISION  OF  FOUNDATION  ARTICLES 
OF  INCORPORATION  AND  CHARTER 

The  Foundation’s  Articles  of  Incorporation  and 
Charter,  granted  by  the  Commonwealth  of  Penn¬ 
sylvania  in  September  1971,  states  that  the  Foun¬ 
dation  intended  to  apply  for  tax  exemption  under 
Section  501  (c)  (3)  which  legal  counsel  has 
subsequently  concluded  is  not  the  appropriate 
course  of  action.  Based  on  the  advice  of  legal 
counsel,  papers  are  filed  with  the  Internal  Reve¬ 
nue  Service  for  tax  exemption  under  Section  501 
(c)  (4)  of  the  Internal  Revenue  Code. 

Section  501  (c)  (4)  deals  with  civic  leagues  and 
social  welfare  organizations  which  are  defined  as 
organizations  not  organized  for  profit  and 


operated  exclusively  for  the  promotion  of  social 
welfare. 

In  order  to  proceed  with  the  Section  501  (c)  (4) 
filing,  it  will  be  necessary  to  revise  the  Articles  of 
Incorporation  by  deleting  Items  8  and  9  which 
make  mention  of  the  fact  that  the  Foundation  origi¬ 
nally  planned  to  file  under  Section  501  (c)  (3).  I 

IRS  has  granted  an  extension  until  November 
30,  1974  to  the  Foundation  for  completing  the  filing 
for  tax  exemption,  which  is  necessary  for  the 
preparation  of  the  Foundation’s  1974  Tax  Return. 

Recommendation 

The  Board  of  Directors  recommends  that  the 
Administrative  Members  approve  the  following 
resolution: 

“Resolved,  that  Items  8  and  9  be  stricken  from 
the  Articles  of  Incorporation  of  Pennsylvania 
Medical  Care  Foundation  whereupon  Item  num¬ 
bered  10  shall  be  renumbered  Item  number  8  of 
said  Articles.” 

ELECTION  OF  FOUNDATION  BOARD  MEMBERS 

In  accordance  with  ARTICLE  XI  -  ELECTIONS, 
Section  1.  Board  of  Directors,  the  Foundation’s 
Bylaws  require  the  Foundation’s  Board  of 
Directors  to  submit  at  least  one  nominee  to  the 
Administrative  Members  for  each  vacancy  of  a 
physician  Board  Member  elected  by  the  Adminis¬ 
trative  Members.  The  first  term  of  the  following 
Board  Members  expires  in  October  1974: 

1.  Joseph  N.  Demko,  M.D.  (Lackawanna 
County) 

2.  Henry  H.  Fetterman,  M.D.  (Lehigh  County) 

3.  Matthew  Marshall,  Jr.,  M.D.  (Allegheny 
County) 

4.  William  B.  McNamee,  M.D.  (Delaware 
County) 

5.  George  R.  Moffitt,  Jr.,  M.D.  (Dauphin  County) 

6.  Raymond  J.  Saloom,  D.O.  (Pennsylvania  Os¬ 
teopathic  Medical  Association) 

Each  of  the  above-mentioned  Board  Members  is 
eligible  for  election  to  another  term. 

The  Foundation’s  Board  of  Directors  submits 
the  following  nominees  for  each  of  the  six  (6) 
Board  vacancies  for  consideration  by  the  Adminis¬ 
trative  Members: 

Vacancy  1  -  Joseph  N.  Demko,  M.D. 

Vacancy  2  -  Henry  H.  Fetterman,  M.D. 

Vacancy  3  -  Matthew  Marshall,  Jr.,  M.D. 

Vacancy  4  -  William  B.  McNamee,  M.D. 

Vacancy  5  -  George  R.  Moffitt,  Jr.,  M.D. 

Vacancy  6  -  Raymond  J.  Saloom,  D.O. 

The  Foundation’s  Bylaws  provide  for  additional 
nominations  to  be  made  from  the  floor  at  the  time 
of  elections. 


Note:  Appendices  B,  C,  D,  and  E  are  available  upon  request.  Bylaws  changes  were  approved  by  the  Corporation  as  recommended.  Incumbent  members  of  the 
Board  of  Directors  were  re-elected. 
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Pennsylvania  Medical  Care  Foundation 

Board  of  Directors 


*Mr.  Robert  A.  Albright 

Vice  President,  U.S.  Steel  and  Carnegie  Pension  Fund, 

Room  2684,  600  Grant  Street, 

Pittsburgh,  Pennsylvania  15230 

Marvin  Maser,  D.D.S. 

1401  De  Kalb  Street,  Norristown,  Pennsylvania  19401 

William  B.  McNamee,  M.D. 

J.  Reed  Babcock,  M.D. 

421  North  Allegheny  Street,  Bellefonte,  Pennsylvania  16823 

151  Long  Lane,  Upper  Darby,  Pennsylvania  19082 

Leonard  Bachman,  M.D. 

Health  Services  Director,  Office  of  the  Governor, 
Commonwealth  of  Pennsylvania 

Harrisburg,  Pennsylvania  17120 

George  R.  Moffitt,  Jr.,  M.D. 

92  Tuscarora  Street,  Harrisburg,  Pennsylvania  17104 

Joseph  J.  Namey,  D.O. 

3750  West  26th  Street,  Erie,  Pennsylvania  16506 

Howard  W.  Baker,  M.D. 

Vice  President,  Provider  Relations, 

Philadelphia  Blue  Cross,  1333  Chestnut  Street, 

Philadelphia,  Pennsylvania  19107 

Mr.  Edward  H.  Noroian 

President,  Board  of  Trustees, 

Presbyterian-University  Hospital,  230  Lothrop  Street, 
Pittsburgh,  Pennsylvania  15213 

Mr.  Warren  E.  Barnhart 

General  Personnel  Supervisor, 

Bell  Telephone  Company  of  Pennsylvania,  1  Parkway, 
Philadelphia,  Pennsylvania  19102 

William  G.  Ridgway,  M.D. 

115  North  Ninth  Street,  Akron,  Pennsylvania  17501 

Joseph  N.  Demko,  M.D. 

115  West  Drinker  Street,  Dunmore,  Pennsylvania  18512 

William  C.  Ryan,  M.D. 

105  West  Church  Street,  Somerset,  Pennsylvania  15501 

‘Robert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Lane,  Harrisburg,  Pennsylvania  1  71 09 

‘Raymond  J.  Saloom,  D.O. 

301  Prairie  Street,  Harrisville,  Pennsylvania  16038 

‘Henry  H.  Fetterman,  M.D.,  Vice  President 

501  North  Seventeenth  Street, 

Allentown,  Pennsylvania  18104 

Robert  A.  Schein,  M.D. 

5257  Greenridge  Drive,  Pittsburgh,  Pennsylvania  15236 

‘George  R.  Fisher,  III,  M.D. 

Suite  308,  829  Spruce  Street, 

Philadelphia,  Pennsylvania  19107 

Sydney  E.  Sinclair,  M.D. 

Executive  Vice  President,  Planning  and  Professional  Affairs, 
Pennsylvania  Blue  Shield, 

Camp  Hill,  Pennsylvania  1 701 1 

Mrs.  Frankie  M.  Jeter 

Welfare  Rights  Organization,  451  Century  Building, 

Seventh  Street  at  Penn  Avenue, 

Pittsburgh,  Pennsylvania  15222 

‘Mr.  Albert  W.  Speth 

Administrator,  Lock  Haven  Hospital, 

Lock  Haven,  Pennsylvania  17745 

Sidney  O.  Krasnoff,  M.D. 

1351  West  Tabor  Road,  Philadelphia,  Pennsylvania  19141 

Robert  B.  Stuart,  M.D. 

1565  West  38th  Street,  Erie,  Pennsylvania  16508 

‘Mr.  Vincent  Lechner,  Secretary 

President,  American  Sterilizer  Corporation, 

2424  West  23rd  Street,  Erie,  Pennsylvania  16506 

Gabriel  F.  Tucker,  Jr.,  M.D. 

Broad  and  Ontario  Streets, 

Philadelphia,  Pennsylvania  19140 

‘Matthew  Marshall,  Jr.,  M.D.,  President 

570  Medical  Center  East,  211  North  Whitfield  Street, 

Pittsburgh,  Pennsylvania  15206 

*  Member  of  Executive  Committee 

September  15,  1974 
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BYLAWS  Appendix  F 

PENNSYLVANIA  MEDICAL  CARE  FOUNDATION 

ARTICLE  I  -  GENERAL  PROVISIONS  AND  PROPERTY  INTERESTS 
Section  1.  Business  to  be  conducted  without  profit: 

This  Corporation  shall  conduct  and  carry  on  its  business  without  profit  to  itself  or  its  members  or  any 
class  thereof.  No  member  of  this  Corporation  shall  by  reason  of  membership  herein  be  or  become  entitled 
at  any  time  to  receive  any  assets,  property,  income,  or  earnings  from  the  Corporation,  or  to  profit 
therefrom  in  any  manner. 

Section  2.  Use  of  income: 

All  of  the  income,  revenue,  and  earnings  of  the  Corporation,  unless  otherwise  limited,  shall  be  held, 
used,  managed,  devoted,  expanded,  and  applied  in  the  discretion  and  judgment  of  the  Board  of  Directors, 
to  carry  out  the  objectives  and  purposes  of  the  Corporation,  and  without  profit,  direct  or  indirect,  to  any 
member  of  the  Corporation  as  such;  provided,  however,  that  officers,  agents,  and  representatives  of  the 
Corporation  who  may  be  elected  by  the  Board  of  Directors  may  be  paid  such  reasonable  salaries  or  com¬ 
pensation  for  work  done  or  services  performed  for  the  Corporation  as  the  Board  of  Directors  shall  from 
time  to  time  determine. 

Section  3.  Distribution  of  assets  on  dissolution: 

In  the  event  of  the  dissolution  of  this  Corporation  all  of  its  assets  and  property,  if  any,  after  payment  and 
satisfaction  of  all  claims  and  demands,  the  Corporation  and  all  liabilities  of  the  Corporation  shall  be  con¬ 
veyed  and  transferred  to  such  non-profit  organization  as  the  Board  of  Directors  of  this  Corporation  shall 
determine. 

ARTICLE  II  -  MEMBERSHIP 

Section  1.  Classes  of  membership: 

There  shall  be  two  classes  of  membership  in  this  Corporation,  namely,  administrative  members  and  par¬ 
ticipating  members. 

Section  2.  Qualifications  of  administrative  members: 

Administrative  members  shall  consist  of  those  persons  who  are  duly  qualified  and  elected  delegates  to 
the  House  of  Delegates  of  the  Pennsylvania  Medical  Society,  a  non-profit  corporation.  Whenever  any  ad¬ 
ministrative  member  of  this  Corporation  ceases  for  any  reason  to  be  a  delegate  to  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society,  his  administrative  membership  in  this  Corporation  shall  immediately 
and  automatically  terminate  and  cease,  although  his  membership  as  a  participating  member,  as 
hereinafter  defined,  may  continue.  No  fee  shall  be  charged  for  admission  to  administrative  membership  in 
this  Corporation.  The  acceptance  of  election  as  a  delegate  to  the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  by  an  eligible  physician  shall  be  determined  to  be  acceptance  of  administrative  mem¬ 
bership  in  this  Corporation  and  an  intention  to  be  bound  by  the  Articles  of  Incorporation  and  Bylaws  of  this 
Corporation  unless  the  delegate  otherwise  notifies  the  Secretary  of  the  Corporation  prior  to  the  Annual 
Meeting. 

Section  3.  Qualifications  of  participating  members: 

Any  licensed  physician  in  the  Commonwealth  of  Pennsylvania,  who  is  a  member  in  good  standing  of  the 
Pennsylvania  Medical  Society  or  the  Pennsylvania  Osteopathic  Medical  Association,  or  who  is  eligible  for 
membership  therein  shall  be  eligible  to  apply  for  election  to  participating  membership  in  this  Corporation. 
Admission  to  participating  membership  may  be  granted  by  whatever  procedure  is  determined  by  the 
Board  of  Directors  to  any  such  person  so  qualified  upon  his  making  application  therefor  in  such  form  as 
may  be  prescribed  by  the  Board  of  Directors.  The  dues  and  assessments  to  be  charged,  if  any,  for  admis¬ 
sion  to  participating  membership  [to  be  imposed  upon  participating  members,]  shall  be  determined  by  the 
Board  of  Directors. 

Section  4.  Voting  rights  and  privileges  of  administrative  members  and  participating  members: 

The  election  of  the  physician  members  to  the  Board  of  Directors  of  the  Corporation  shall  be  vested  in 
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the  administrative  members  by  a  majority  vote  of  those  administrative  members  present  and  voting.  Each 
administrative  member  shall  be  entitled  to  one  (1)  vote  on  all  propositions  submitted. 

Administrative  and  participating  members  may  submit  names  for  nominees  for  Board  vacancies.  Such 
nominations  shall  be  presented  thirty  (30)  days  prior  to  the  annual  meeting  of  the  administrative  members. 

Section  5.  Term  of  membership: 

Participating  membership  in  this  Corporation  shall  be  for  a  period  as  determined  by  the  Board  of 
Directors. 

Section  6.  Procedure  for  admission  to  participating  membership: 

Any  person  who  desires  to  become  a  participating  member  of  this  Corporation  shall  fill  out  and  sign  the 
application  blank  provided  for  that  purpose  by  the  Corporation.  Such  application  blank  shall  be  in  the 
form  or  forms  prescribed  by  the  Board  of  Directors.  The  Board  of  Directors  shall  establish  an  appeal 
procedure  which  shall  be  available  to  any  applicant  who  has  been  rejected  for  participating  membership. 

Section  7.  Nontransferability  of  membership: 

Neither  participating  membership  in  this  Corporation  nor  any  certificate  evidencing  the  same  shall  in 
any  manner  be  transferable. 

Section  8.  Membership  roll: 

A  written  record  of  the  participating  membership  of  this  Corporation  shall  be  kept  by  the  Secretary,  and 
said  record  shall  contain  the  name  and  address  of  each  participating  member,  and  in  any  case  where  any 
membership  has  been  terminated  for  any  reason  whatsoever,  entry  of  such  fact  together  with  the  date  on 
which  said  membership  was  so  terminated  shall  be  entered. 

ARTICLE  III  -  CERTIFICATES 
OF  MEMBERSHIP 

Section  1.  Certificates: 

Certificates  of  membership  shall  be  issued  to  participating  members  in  such  form  as  may  be  determined 
by  the  Board  of  Directors. 

ARTICLE  IV-  MEETINGS 
OF  MEMBERS 

Section  1.  Annual  meetings: 

Annual  meetings  of  the  administrative  members  shall  be  held  at  the  same  time  and  place  as  the  regular 
annual  meeting  of  the  House  of  Delegates  of  the  Pennsylvania  Medical  Society.  Notice  of  all  annual  meet¬ 
ings  is  hereby  dispensed  with. 

Section  2.  Special  meetings: 

Special  meetings  of  the  administrative  members  may  be  requested  at  any  time  by  (a)  one-third  (V3)  of 
the  members  of  the  Board  of  Directors,  or  (b)  one-fifth  (Vs)  of  the  administrative  members  of  the  Corpora¬ 
tion,  or  (c)  two  hundred  fifty  (250)  participating  members  of  the  Corporation  for  the  transaction  of  such 
business  as  set  forth  in  the  request  for  call.  Such  requests  shall  be  in  writing  and  delivered  to  the  Secre¬ 
tary  of  the  Corporation,  and  thereupon  the  Secretary  shall  fix  the  time  and  place  for  the  session,  which 
shall  not  be  less  than  forty  (40)  and  not  more  than  ninety  (90)  days  after  receipt  of  the  request,  and  shall 
call  the  session  by  appropriate  notice,  which  shall  state  the  purpose. 

Section  3.  Quorum: 

The  presence  in  person  of  a  majority  of  admit  istrative  members  of  this  Corporation  shall  constitute  a 
quorum  for  the  transaction  of  business.  The  members  present  at  a  duly  called  or  held  meeting  at  which  a 
quorum  is  present  may  continue  to  do  business  until  adjournment  notwithstanding  the  withdrawal  of 
enough  members  to  leave  less  than  a  quorum. 

ARTICLE  V  -  BOARD  OF  DIRECTORS 
Section  1.  Composition  of  Board  of  Directors: 

The  Board  of  Directors  of  this  Corporation  shall  be  composed  of  at  least  twenty  (20)  members,  a  majori- 
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ty  of  whom  must  be  physicians  elected  by  the  administrative  members,  [who  are  participating  members 
of  this  Corporation,  except  that  the  requirement  for  participation  does  not  apply  until  certificates  for  par¬ 
ticipating  membership  are  issued.] 

One  (1)  physician  member  shall  be  elected  to  the  Board  of  Directors  of  this  Corporation  for  every  one 
thousand  (1,000)  members  or  fraction  thereof  of  the  membership  of  the  Pennsylvania  Medical  Society  and 
one  (1)  member  elected  to  the  Board  of  Directors  for  every  one  thousand  (1,000)  members  or  fraction 
thereof  of  the  membership  of  the  Pennsylvania  Osteopathic  Medical  Association.  I 

The  Board  of  Trustees  and  Councilors  of  the  Pennsylvania  Medical  Society  shall  elect  one  (1)  member 
to  serve  on  the  Board  of  Directors  of  this  Corporation.  [Each  divisional  governing  body  shall  be 
represented  by  at  least  one  (1)  of  its  members  on  the  Board  of  Directors  of  this  Corporation.] 

At  least  one-fourth  (V4)  of  the  members  of  the  Board  of  Directors  of  this  Corporation  shall  be  composed 
of  public  representatives  elected  by  the  Board  of  Directors.  In  addition,  representatives  of  other  organiza¬ 
tions  may  be  elected  to  serve  on  the  Board  of  Directors  as  deemed  appropriate  by  the  Board  of  Directors. 

At  least  two  (2)  of  the  representatives  of  other  organizations  may  be  elected  to  serve  on  the  Board  of 
Directors  as  deemed  appropriate  by  the  Board  of  Directors.  At  least  two  (2)  of  the  representatives  of  other 
organizations  should  be  representatives  of  the  Hospital  Association  of  Pennsylvania. 

Section  2.  Term  of  office: 

The  first  Directors  designated  as  such  in  the  Articles  of  Incorporation  of  this  Corporation  shall  hold  of¬ 
fice  and  exercise  all  powers  granted  to  the  Board  of  Directors  until  the  physician  members  of  a  new  Board 
of  Directors  are  elected  by  the  administrative  membership  in  accordance  with  these  Bylaws.  The  new 
Board  of  Directors  so  elected  may  be  composed  of  all,  some,  or  none  of  the  first  Directors  designated  as 
such  in  the  Articles  of  Incorporation.  One-third  (Vz)  of  the  members  of  the  Board  of  Directors  shall  be 
elected  for  a  period  of  three  (3)  years,  one-third  (Vh)  for  a  period  of  two  (2)  years,  and  one-third  (V3)  for  a 
period  of  one  (1)  year.  Yearly  thereafter,  one-third  (V3)  new  members  shall  be  elected  to  the  Board  of 
Directors  of  this  Corporation  for  a  period  of  three  (3)  years.  No  Director  shall  serve  more  than  two  (2)  con¬ 
secutive  terms.  A  member  elected  to  serve  an  unexpired  term  or  an  original  member  of  the  Board  serving 
less  than  three  (3)  years  shall  not  be  regarded  as  having  served  a  term  unless  he  has  served  more  than 
two  (2)  years,  and  for  this  purpose  a  year  shall  be  deemed  to  be  the  period  between  annual  meetings  of 
the  administrative  members. 

Section  3.  Vacancies: 

In  the  event  of  a  vacancy  on  the  Board  of  Directors,  the  vacancy  may  be  filled  by  a  majority  vote  of  the 
Board  of  Directors  until  the  next  annual  meeting  of  the  administrative  members. 

Section  4.  Removal  from  office: 

Any  Director  may  be  removed  from  office  as  such  by  the  affirmative  vote  of  two-thirds  (%)  of  the  ad¬ 
ministrative  members,  at  any  annual  or  special  meeting  of  the  members.  [,  on]  /^written  notice  setting 
forth  the  reasons  and  grounds  therefor,  shall  be  mailed  to  such  Director  at  his  last  known  address  at  least 
ten  (10)  days  prior  to  the  date  of  such  meetings. 

Any  Director  elected  by  the  Board  of  Directors  of  this  Corporation  may  be  removed  from  office  as  such 
by  the  affirmative  vote  of  two-thirds  (%)  of  the  members  of  the  Board,  at  any  regular  or  special  meeting  of 
the  Board.  [,  on]  A  written  notice  setting  forth  the  reasons  or  grounds  therefor,  shall  be  mailed  to  such 
Director  at  his  last  known  address  at  least  ten  (10)  days  prior  to  the  date  of  such  meetings. 

Section  5.  Duties  of  Directors: 

The  Board  of  Directors  shall  be  the  policy-making  body  of  this  Corporation  between  sessions  of  the  ad¬ 
ministrative  members.  Subject  to  [these  Bylaws,]  the  supervisory  control  of  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society,  as  [hereinabove]  set  forth  in  these  Bylaws,  the  Board  of  Directors  shall  con¬ 
trol  and  manage  the  Corporation’s  properties;  it  shall  conduct  the  affairs  and  business  of  the  Corporation 
and  make  such  rules  and  regulations  therefor  as  deemed  to  be  in  the  best  interests  of  the  Corporation;  it 
shall  elect  and  remove  all  of  the  officers,  agents,  and  the  chief  administrative  officer  of  the  Corporation;  it 
shall  prescribe  such  powers  and  duties  of  officers,  agents,  and  the  chief  administrative  officer  [from  them] 
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as  may  not  be  inconsistent  with  the  law,  with  the  Articles  of  Incorporation,  or  with  these  Bylaws;  it  shall  ap¬ 
point  an  Executive  Committee  and  other  committees  and  may  delegate  to  the  Executive  Committee  any  of 
the  power  and  authority  of  the  Directors  in  the  management  of  the  business  and  affairs  of  this  Corporation, 
except  the  power  to  adopt,  amend,  or  repeal  Bylaws;  it  shall  perform  such  other  duties  as  are  authorized 
by  the  Articles  of  Incorporation,  these  Bylaws,  or  as  prescribed  by  law  governing  directors  of  corpora¬ 
tions. 

ARTICLE  VI  -  MEETINGS 

Section  1.  Regular  meetings: 

Regular  meetings  of  the  Board  of  Directors  shall  be  held  at  such  times  and  places  as  may  be  designated 
by  rule,  regulation,  or  other  appropriate  action  by  the  Board  of  Directors.  Notice  of  such  meetings  shall  be 
given  as  determined  by  the  Board  of  Directors  by  rule,  regulation,  or  other  action. 

Section  2.  Special  meetings: 

Special  meetings  of  the  Board  of  Directors  for  any  purpose  or  purposes  may  be  called  at  any  time  by 
the  President,  or  if  he  is  absent  or  unable  to  act,  or  refuses  to  act,  then  by  the  Vice  President  or  by  any  five 
(5)  Directors. 

Written  notice  of  the  time  and  place  of  special  meetings  shall  be  given  to  all  Directors  at  least  twenty- 
four  (24)  hours  prior  to  the  holding  of  the  meeting.  Notice  may  be  given  by  a  personal  telephone  call,  tele¬ 
gram,  ormail. 

Section  3.  Written  consents  and  waivers  of  notice: 

The  transactions  of  any  meeting  of  the  Board  of  Directors,  however  called  and  noticed,  and  wherever 
held,  shall  be  valid  as  though  had  at  a  meeting  duly  called  after  regular  call  and  notice,  if  a  quorum  be 
present  and  if  either  before  or  after  the  meeting  each  of  the  Directors  not  present  signs  a  written  waiver  of 
notice  or  a  consent  to  holding  such  meetings,  or  an  approval  of  the  minutes  thereof.  All  such  waivers,  con¬ 
sents,  or  approvals  shall  be  filed  with  the  corporate  records  and  made  a  part  of  the  minutes  of  the  meet¬ 
ing. 

ARTICLE  VII  -  OFFICERS 

Section  1.  Officers: 

The  officers  of  this  Corporation  shall  be  a  President,  a  Vice  President,  a  Secretary,  a  Treasurer,  and 
such  other  officers  as  the  Board  of  Directors  may  elect.  All  officers  of  this  Corporation  shall  be  members 
of  the  Board  of  Directors  except  that  the  Treasurer  need  not  be  a  member  of  the  Board.  The  Assistant 
Treasurers  and  Assistant  Secretaries  may  be  employees  of  this  Corporation. 

Section  2.  Election: 

The  officers  of  the  Corporation  shall  be  chosen  annually  by  the  Board  of  Directors  after  each  annual 
election,  and  each  shall  hold  his  office  until  he  shall  resign,  be  removed,  or  otherwise  disqualified  to 
serve,  or  his  successor  shall  be  elected  and  qualified. 

To  qualify  as  President  of  this  Corporation,  the  Director  so  elected  must  have  served  at  least  one  (1) 
year  on  the  Board  of  Directors.  This  requirement  shall  not  apply  to  either  the  first  or  the  second  President 
appointed  by  either  the  first  or  the  second  Board  of  Directors  elected  in  accordance  with  these  Bylaws. 
Section  3.  Removal  and  resignation: 

Any  officer  may  be  removed  by  the  affirmative  vote  of  two-thirds  (2/3)  of  the  Directors  in  office  at  the  time 
at  any  regular  or  special  meeting  of  the  Board. 

Any  officer  may  resign  at  any  time  by  giving  written  notice  to  the  Board  of  Directors  or  to  the  President, 
or  to  the  Secretary  of  the  Corporation.  Any  such  resignation  shall  take  effect  at  the  date  of  the  receipt  of 
such  notice,  or  any  later  time  specified  therein,  and  unless  otherwise  specified  therein,  the  acceptance  of 
such  resignation  shall  not  be  necessary  to  make  it  effective. 

Section  4.  Vacancies: 

A  vacancy  in  any  office  because  of  death,  resignation,  removal,  disqualification,  or  any  other  cause, 
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shall  be  filled  in  the  manner  prescribed  in  these  Bylaws  for  regular  appointments  to  such  office. 

Section  5.  Term  of  office: 

The  term  of  office  for  officers  shall  be  one  (1 )  year.  An  officer  may  be  re-elected  to  an  office  and  is  eligi¬ 
ble  to  serve  a  maximum  of  three  (3)  consecutive  one  (1)  year  terms.  The  term  of  office  limitation  does  not 
apply  to  the  Treasurer. 


ARTICLE  VIII  -  DUTIES  OF  OFFICERS 

Section  1.  President: 

The  President  shall  preside  at  all  general  and  special  meetings  of  the  Board  of  Directors  and  the  ad¬ 
ministrative  membership  and  shall  serve  as  Chairman  of  the  Board’s  Executive  Committee,  and  act  as  the 
official  spokesman  for  the  Corporation.  He  shall  be  an  Ex  Officio  member  of  all  standing  and  special  com¬ 
mittees  of  the  Board,  with  vote,  and  shall  have  such  other  powers  and  duties  as  may  be  prescribed  by  the 
Board  of  Directors,  and  these  Bylaws. 

Section  2.  Vice  President: 

In  the  absence  or  disability  of  the  President,  the  Vice  President  shall  perform  all  the  duties  of  the  Presi¬ 
dent  and,  when  so  acting,  shall  have  all  of  the  powers  of  and  be  subject  to  all  the  restrictions  upon  the 
President.  The  Vice  President  shall  have  such  other  powers  and  perform  such  other  duties  as  may  be 
prescribed  for  him  by  the  Board  of  Directors  or  by  these  Bylaws. 

Section  3.  Secretary: 

The  Secretary  shall  keep,  or  cause  to  be  kept,  a  book  of  minutes  at  the  principal  office  of  the  Corpora¬ 
tion,  or  such  other  place  as  the  Board  of  Directors  may  order,  of  all  meetings  of  the  Board  of  Directors.  He 
shall  also  keep  and  maintain  the  membership  certificate  book  and  the  membership  roll  of  the  Corpora¬ 
tion’s  membership  and  records  of  the  termination  of  membership  in  the  Corporation.  The  Secretary  shall 
have  such  other  powers  and  perform  such  other  duties  as  may  be  prescribed  by  the  Board  of  Directors  or 
by  these  Bylaws. 

Section  4.  Treasurer: 

The  Treasurer  shall  keep  and  maintain,  or  cause  to  be  kept  and  maintained,  adequate  and  correct  ac¬ 
counts  of  the  properties  and  business  transactions  of  the  Corporation,  including  account  of  its  assets, 
liabilities,  receipts,  disbursements,  gains,  and  losses.  The  Treasurer  shall  have  such  other  powers  and 
perform  such  other  duties  as  may  be  prescribed  by  the  Board  of  Directors  or  by  these  Bylaws. 

Section  5.  Assistant  Secretary: 

The  Assistant  Secretary  of  the  Corporation  shall  exercise  such  powers  and  perform  such  duties  as  shall 
be  determined,  from  time  to  time,  by  the  Board  of  Directors.  In  the  event  of  the  death,  resignation,  or  in¬ 
ability  of  the  Secretary  to  act,  the  President  of  the  Corporation  may  authorize  the  Assistant  Secretary  to 
exercise  all  of  the  powers  and  duties  of  the  Secretary  until  the  next  meeting  of  the  Board  of  Directors. 

Section  6.  Assistant  Treasurer: 

The  Assistant  Treasurer  of  the  Corporation  shall  exercise  such  powers  and  perform  such  duties  as  shall 
be  determined,  from  time  to  time,  by  the  Board  of  Directors.  In  the  event  of  the  death,  resignation,  or  in¬ 
ability  of  the  Treasurer  to  act,  the  President  of  the  Corporation  may  authorize  the  Assistant  Treasurer  to 
exercise  all  of  the  powers  and  duties  of  the  Treasurer  until  the  next  meeting  of  the  Board  of  Directors. 

Section  7.  Executive  Director: 

The  Executive  Director  of  the  Corporation  shall  be  appointed  by  the  Board  of  Directors  on  an  annual 
basis  and  be  responsible  thereto.  He  need  not  be  a  physician  or  participating  member  of  the  Corporation. 
The  Executive  Director  shall  be  the  administrative  head  of  the  Corporation  and  shall  be  responsible  for  the 
administration  of  the  Corporation’s  headquarters  and  regional  offices.  He  shall,  within  the  budgetary  limi¬ 
tations  imposed  by  the  Board  of  Directors,  be  empowered  to:  (a)  employ  such  personnel,  at  such  salaries 
and  under  such  terms  and  conditions  of  employment  as  he  shall  determine;  (b)  provide  administrative  and 
clerical  assistance  and  arrange  the  business  details  and  facilities  for  meetings  for  the  Corporation,  Board 
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of  Directors,  the  officers  and  the  committees,  as  he  deems  necessary  for  the  effective  operation  of  the 
Corporation,  the  conduct  of  its  meetings;  and  (c)  repair  and  maintain  the  real  and  personal  property  of  the 
Corporation. 

The  Executive  Director  shall  attend  all  meetings  of  the  Board  of  Directors  and  he  shall  be  responsible 
for  the  preparation  of  the  agenda  of  these  meetings. 

The  Executive  Director  shall  conduct  the  correspondence  of  the  Corporation,  notify  all  members  of  their 
election  to  office,  and  issue  -  over  the  proper  signature  -  all  notices  required  by  the  Bylaws  or  by  action  of 
the  Board  of  Directors. 

The  Executive  Director  shall  render  a  report  to  the  Board  of  Directors  at  each  of  its  meetings. 

The  Executive  Director  shall  serve,  at  all  times,  to  perform  such  other  duties  as  may  be  assigned  to  him 
by  the  Board  of  Directors  and  he  shall  be  custodian  of  all  books,  records,  and  papers  belonging  to  the 
Corporation  and  he  shall  keep  careful  and  detailed  accounts  of  such  funds  delivered  into  his  hands  in  the 
name  of  the  Corporation,  promptly  placing  these  under  the  supervision  of  the  Treasurer. 

In  the  event  of  a  vacancy  in  the  position  of  Executive  Director,  the  Board  of  Directors,  or  its  Executive 
Committee,  shall  designate  a  member  of  the  administrative  staff  to  act  as  Executive  Director  until  a  perma¬ 
nent  appointment  is  made. 


ARTICLE  IX  -  EXECUTIVE  COMMITTEE 
AND  OTHER  COMMITTEES 
ESTABLISHED  BY  DIRECTORS 

Section  1.  Executive  Committee: 

There  is  hereby  created  an  Executive  Committee  to  be  elected  by  the  Board  of  Directors.  The  Executive 
Committee  shall  be  composed  of  at  least  five  (5)  members  and  shall  be  representative  of  the  composition 
of  the  Board  of  Directors.  The  Executive  Committee  shall  be  vested  with  all  of  the  powers  of  the  Board  of 
Directors,  except  as  otherwise  restricted  by  the  Board  of  Directors,  when  the  Board  of  Directors  is  not  in 
session.  The  Executive  Committee  shall  report  all  actions  taken  at  the  next  meeting  of  the  Board  of 
Directors. 

Section  2.  Standing  committees: 

[Standing  committees  of  this  Corporation  shall  be  a  Patient  Relations  Committee  and  a  Public  Advisory 
Council.  Other  standing]  Standing  committees  of  this  Corporation  may  be  established  as  deemed  appro¬ 
priate  by  the  Board  of  Directors. 

Section  3.  Appointment  and  term  of  office  of  committee  members: 

The  members  of  the  Committees  and  the  chairman  of  each  shall  be  appointed  by  the  President  subject 
to  the  approval  of  the  Board  of  Directors  and  shall  hold  office  for  a  period  of  one  (1)  year. 

Section  4.  Composition  and  duties  of  committees: 

Each  standing  committee  shall  have  as  many  members  thereon  as  the  Board  of  Directors  may  from  time 
to  time  determine,  and  shall  have  such  duties  and  perform  such  functions  as  may  be  required  of  them  by 
the  Board  of  Directors. 

Section  5.  Other  committees: 

The  Board  of  Directors  may  from  time  to  time  create  other  [standing  and  special]  committees,  appoint 
the  members  thereof,  and  invest  therein  such  powers  and  duties  as  it  may  deem  desirable. 

Section  6.  Dispensing  with  committees,  and  removal  of  committee  members: 

The  Board  of  Directors,  by  majority  vote,  may  dispense  with  any  or  all  standing  committees,  or  may 
remove  any  member  or  all  of  the  members  from  said  committees,  in  their  absolute  discretion. 


ARTICLE  X  -  REGIONAL  DIVISIONS 


Section  1.  Organization 

The  Board  of  Directors  of  this  Corporation  may  provide  advice,  and  assist  in  the  organization  of  regional 
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divisions  which  shall  be  responsible  for  the  local  operation  of  the  Corporation’s  programs.  The  Board  of 
Directors  of  this  Corporation  may  provide  advice  and  assist  county  medical  societies  in  determining  the 
appropriate  county  groupings  for  the  purpose  of  establishing  boundaries  for  regional  divisions. 

Section  2.  Responsibilities: 

The  regional  divisions  will  report  all  activities,  actions,  and  recommendations  to  the  Board  of  Directors 
of  this  Corporation.  The  Board  of  Directors  of  this  Corporation  may  advise  and  assist  in  the  development 
of  rules  and  regulations  governing  the  organization  and  operation  of  regional  divisions. 

ARTICLE  XI  -  ELECTIONS 

Section  1.  Board  of  Directors: 

The  administrative  members  of  this  Corporation  shall  elect  by  a  majority  vote  and  in  accordance  with 
these  Bylaws  and  the  Articles  of  Incorporation,  the  majority  of  physician  members  of  the  Board  of 
Directors  of  this  Corporation^]  as  specified  in  ARTICLE  V  -  BOARD  OF  DIRECTORS,  Section  1.  Composi- 
tion  of  Board  of  Directors.  Such  election  shall  be  held  at  the  annual  meeting  of  the  House  of  Delegates  of 
the  Pennsylvania  Medical  Society,  which  shall  be  the  annual  meeting  of  the  administrative  members  of  this 
Corporation. 

The  Board  of  Directors  of  the  Corporation  shall  submit  to  the  administrative  members,  thirty  (30)  days 
prior  to  the  annual  meeting  of  the  administrative  members,  the  names  of  one  (1)  or  more  nominees  for 
each  vacancy  of  a  physician  member  on  the  Board  of  Directors.  In  addition,  the  Pennsylvania  Osteopathic 
Medical  Association  shall  submit  names  of  nominees  for  each  vacancy  of  their  respective  representatives 
as  set  forth  in  Article  V  -  Board  of  Directors,  Section  1,  Composition  of  Board  of  Directors. 

The  Board  of  Directors  of  the  Corporation  shall,  at  its  first  meeting  following  the  annual  election,  elect 
the  public  representatives  and  representatives  of  other  organizations. 

Participating  members  may  submit  names  for  nominees  for  all  Board  vacancies.  Such  nominations  shall 
be  presented  to  the  Corporation’s  Board  of  Directors  thirty  (30)  days  prior  to  the  annual  meeting  of  the  ad¬ 
ministrative  members.  Administrative  members  may  make  nominations  from  the  floor  for  all  Board 
vacancies  under  consideration. 

Section  2.  Officers: 

The  Board  of  Directors  of  this  Corporation,  at  their  first  meeting  following  the  annual  election  of  the 
members  to  said  Board  as  aforesaid,  shall  by  a  simple  majority  vote  and  in  accordance  with  these  Bylaws, 
elect  the  officers  and  the  Executive  Committee  of  this  Corporation  for  the  ensuing  year. 

ARTICLE  XII  -  MISCELLANEOUS 
Section  1.  Inspection  of  Corporate  records: 

The  membership  roll,  the  books  and  records,  and  the  minutes  of  proceedings  of  the  administrative 
members  and  directors,  shall  be  open  to  inspection  at  the  Corporation’s  principal  office  upon  the  written 
request  of  any  participating  member  at  any  reasonable  time  for  a  purpose  reasonably  related  to  his  inter¬ 
est  as  such  participating  member,  as  determined  appropriate  by  the  Board  of  Directors. 

Section  2.  Checks,  drafts,  etc.: 

All  checks,  drafts,  or  other  orders  for  payment  of  money,  notes  or  other  evidences  of  indebtedness, 
issued  in  the  name  of  or  payable  to  the  Corporation,  shall  be  signed  or  endorsed  by  such  person  or 
persons  and  in  such  manner  as  may  be  determined  by  the  Board  of  Directors. 

Section  3.  Annual  Report: 

The  Board  of  Directors  shall  furnish  to  the  administrative  members  within  one  hundred  twenty  (120) 
days  after  the  close  of  the  fiscal  or  calendar  year,  an  annual  report  of  the  Corporation’s  activities  and 
plans  and  a  report  on  the  financial  affairs  of  the  Corporation  based  on  an  independent  audit  of  the  finan¬ 
cial  records. 

The  Board  of  Directors  shall  report  its  activities  and  actions  to  the  Board  of  Trustees  and  Councilors  of 
the  Pennsylvania  Medical  Society  between  meetings  of  the  administrative  members. 
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Section  4.  Contracts,  etc.  -  how  executed: 

The  Board  of  Directors,  except  as  in  these  Bylaws  otherwise  provided,  may  authorize  any  officer  or  of¬ 
ficers,  agent  or  agents,  to  enter  into  any  contract  or  to  execute  any  instrument  in  the  name  of  and  on 
behalf  of  the  Corporation,  and  such  authority  may  be  general  or  confined  to  specific  instances.  Unless  so 
authorized  by  the  Board  of  Directors,  no  officer,  agent,  or  employee  shall  have  any  power  or  authority  to 
bind  the  Corporation  by  any  contract  or  engagement,  or  to  pledge  its  credit  to  render  it  liable  for  any  pur¬ 
pose  or  to  any  amount. 

Section  5.  Inspection  of  Bylaws:  v 

The  Corporation  shall  keep  in  its  principal  office  the  original  or  a  copy  of  the  Bylaws,  as  amended,  or 
otherwise  altered,  which  shall  be  open  for  inspection  by  the  administrative  and  participating  members  at 
all  reasonable  times  during  office  hours. 

Section  6.  Rules  of  Order: 

Sturgis  Rules  of  Order  shall  be  the  parliamentary  guide  when  not  in  conflict  with  the  Articles  of  Incorpo¬ 
ration  or  these  Bylaws. 

Section  7.  Rules  of  Professional  Conduct: 

The  Principles  of  Medical  Ethics  of  the  American  Medical  Association  and  such  other  rules  of  profes¬ 
sional  conduct  as  this  Corporation  may  adopt  by  majority  vote  of  the  Board  of  Directors,  shall  govern  this 
Corporation  and  all  administrative  and  participating  members,  subject,  however,  to  the  reviewing  powers 
vested  in  the  House  of  Delegates  of  the  Pennsylvania  Medical  Society  as  hereinabove  set  forth. 

Section  8.  Disciplinary  proceedings: 

Any  administrative  or  participating  member  who  is  guilty  of  a  criminal  offense  or  gross  misconduct,  ei¬ 
ther  as  a  physician  or  as  a  citizen,  or  who  violates  any  of  the  Articles  of  the  Articles  of  Incorporation  of  this 
Corporation  or  these  Bylaws,  or  any  of  the  provisions  of  the  AMA  Principles  of  Medical  Ethics  and  rules  of 
professional  conduct  as  adopted  by  this  Corporation,  or  who  acts  contrary  to  or  in  violation  of  any  con¬ 
tracts,  agreements,  or  statements  of  principle  of  this  Corporation,  shall  be  liable  to  censure,  suspension, 
or  expulsion.  The  Board  of  Directors  of  this  Corporation  shall  determine  the  procedures  for  disciplinary 
action. 

Section  9.  Appeal  proceedings: 

The  Board  of  Directors  shall  establish  procedures  to  provide  for  a  fair  and  impartial  hearing  for  any  ad¬ 
ministrative  or  participating  member  who  elects  to  appeal  a  disciplinary  action  of  this  Corporation  related 
to  the  AMA  Principles  of  Medical  Ethics,  the  Corporation’s  rules  of  professional  conduct,  a  criminal  of¬ 
fense,  violation  of  any  contracts,  agreements,  or  statements  of  principle  of  this  Corporation. 

Section  10.  Fiscal  and  administrative  year: 

The  fiscal  and  administrative  year  of  this  Corporation  shall  run  from  January  1  to  December  31  of  the 
succeeding  year  commencing  on  January  1 ,  1974,  [1  July  to  30  June  of  the  succeeding  year  commencing 
on  1  July  19,]  unless  otherwise  changed  by  the  Board  of  Directors. 

ARTICLE  XIII  -  AMENDMENTS 

Section  1.  Powers  of  Directors: 

Subject  to  Section  2  of  this  Chapter  Bylaws  may  be  adopted,  amended,  or  repealed  by  a  majority  vote 
of  the  Board  of  Directors.  Any  administrative  or  participating  member  of  the  Corporation  may  propose 
amendments  to  the  Bylaws  for  consideration  by  the  Board  of  Directors. 

Section  2.  Veto  powers  of  House  of  Delegates  and  Board  of  Trustees  and  Councilors: 

All  Bylaws  adopted  or  hereinafter  adopted,  amended,  or  repealed  by  the  Board  of  Directors,  shall  be 
submitted  to  the  Board  of  Trustees  of  the  Pennsylvania  Medical  Society  at  the  time  of  such  adoption, 
amendment,  or  repeal  of  such  Bylaw,  and  said  Bylaw  or  Bylaws  so  adopted,  amended,  or  repealed  shall 
govern  the  affairs  of  the  Corporation  unless  specifically  overruled  by  a  two-thirds  (2/3)  majority  of  the 
members  of  the  Pennsylvania  Medical  Society’s  Board  of  Trustees  and  Councilors.  All  Bylaws  adopted, 
amended,  or  repealed  shall,  in  any  event,  be  submitted  to  the  administrative  members  of  this  Corporation 
at  the  next  annual,  interim,  or  special  meeting  of  said  body,  for  their  approval. 
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Before  prescribing,  please  consult 
complete  product  information,  a  summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and 
tension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  oper¬ 
ating  machinery,  driving).  Though  physi¬ 
cal  and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp¬ 
toms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de¬ 
bilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco¬ 
logic  effects,  particularly  in  use  of  poten¬ 
tiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau¬ 
tions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac¬ 
tions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi¬ 
atric  patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat¬ 
ment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe¬ 


cially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a  few  instances  syn¬ 
cope  has  been  reported.  Also  encoun¬ 
tered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc¬ 
tion;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5  or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatrid patients: 

5  mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz¬ 
epoxide)  Tablets,  5  mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and.tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

I  up  to  100  mg  daily  in 

UDnUITl  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa¬ 


tient,  thereby  encouraging  physician 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


for  relief  of  excessive  anxiety 

Librium®  10-mg  capsules 

(chlordiazepoxide  HCI) 


ROCHE 


Please  see  reverse  side 
for  summary  of  product  information. 
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!  COMPREHENSIVE  HEALTH  PLANNING  IN  LIMBO  Several  bills  to  regulate 

health  care  and  provide 

hospital  cost  containment  legislation  died  when  the  Legislature  adjourned 
without  reaching  agreement  on  what  legislation  was  needed.  The  State 
Society's  Board  of  Trustees  at  its  November  13  meeting  withdrew  its 
previous  support  for  cost  containment  legislation  because  the  Senate 
added  undesirable  amendments.  Governor  Milton  J.  Shapp,  however,  has 
said  comprehensive  health  care  legislation  would  be  at  the  top  of  the 
administration's  list  of  priorities  for  1975,  and  leaders  in  the 
Legislature  are  prepared  to  reintroduce  legislation  on  comprehensive 
health  planning  early  in  1975. 


CHILD  ABUSE  BILL  PASSED  The  "Child  Protection  Services  Act"  has  been 

approved  by  the  Legislature  and  establishes 
a  statewide  computerized  registry  on  child  batterings,  requiring 
authorities  to  report  suspected  cases  of  abuse.  All  medical ,  law 
enforcement,  and  social  service  officials  are  required  to  report  child 
abuse  to  the  registry,  as  are  any  witnesses  to  a  child  battering.  The 
registry  will  have  a  24-hour  "hotline"  for  anyone  to  report  suspected 
cases . 


PAMPAC  REPORTS  TO  BOARD  R.  William  Alexander,  M.D.,  of  Reading, 

chairman  of  the  Board  of  Directors  of  the 
Pennsylvania  Medical  Political  Action  Committee  (PaMPAC) ,  reported  to 
the  Board  of  Trustees  in  November  that  the  committee  had  contributed 
$81,000  over  a  two-year  period  to  support  ninety-nine  candidates  in  the 
general  election.  Of  these,  81  percent  were  elected  or  reelected. 
Candidates  of  both  major  parties  received  support.  In  addition  the 
American  Medical  Political  Action  Committee  made  contributions  over  a 
two-year  period  of  nearly  $1  million  to  245  candidates  for  Congress, 
including  a  number  of  Pennsylvanians.  Dr.  Alexander  outlined  PaMPAC 's 
plans  for  conducting  meetings  in  the  various  councilor  districts,  and 
asked  for  support  for  its  sustaining  membership  campaign.  Sustaining 
members  of  PaMPAC  contribute  $100  a  year.  Regular  members  contribute  $35. 


SOCIETY  SCHEDULES  MANAGEMENT  SEMINARS  The  State  Society's  Council 

on  Education  and  Science  has 

scheduled  two  practice  management  seminars  for  1975.  The  first, 
designed  for  residents,  will  be  held  March  4  and  5  at  the  Host  Inn, 
Harrisburg,  Konomikes  Associates  will  conduct  this  course.  On  May  2 
and  3,  Leif  Beck  Associates  will  present  a  seminar,  "Principles  of 
Medical  Practice  Management,"  at  the  Penn  Harris  Motor  Inn,  Camp  Hill. 
For  further  information  contact  the  Council  on  Education  and  Science, 

20  Erford  Road,  Lemoyne,  Pa.  17043. 

PHYSICIANS'  ASSISTANTS  AUTHORIZED  Legislation  giving  the  state's 

osteopathic  and  medical  licensing 

boards  authority  to  regulate  physicians'  assistants  was  passed  by  the 
Legislature  in  the  final  days  of  the  session  which  ended  November  30. 
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The  essence  of  the  legislation  is  an  addition  to  the  medical  practice 
act  which  says:  "Nothing  in  this  act  shall  be  construed  to  prohibit 
services  and  acts  rendered  by  a  physician's  assistant,  or  other  allied 
medical  person,  if  such  services  and  acts  are  rendered  under  the  direc¬ 
tion  or  control  of  a  licensed  physician."  This  language  recognizes 
physicians'  assistants  as  an  entity  under  the  Act  and  would  give  the 
State  Board  of  Medical  Education  and  Licensure  permission  to  write  rules 
and  regulations  covering  them.  The  State  Society  supported  regulation 
of  physicians'  assistants  by  the  State  Board  of  Medical  Education  and 
Licensure . 

COUNCIL  TO  STUDY  MANPOWER  The  Board  of  Trustees  in  November  asked 

the  Council  on  Education  and  Science  to 
prepare  statistics  on  physicians'  education  and  the  production  of 
physicians  in  Pennsylvania  during  the  past  decade  and  on  the  use  of  and 
need  for  physicians'  assistants.  The  council  will  report  its  findings 
to  the  Board  in  January. 

JOIN  COOPERATIVE  NOW— PRIZE  MAY  BE  YOURS  The  Pennsylvania  Medical 

Cooperative,  in  the  last 
phase  of  its  charter  membership  drive,  has  scheduled  a  drawing  as  an 
added  incentive  to  reach  its  goal  of  2,000  members  by  January  31,  1975, 
the  final  day  to  become  a  charter  member.  All  charter  members  will  be 
eligible  to  win  a  grand  prize  of  a  trip  for  two  with  all  expenses  paid 
to  the  British  Isles  and  Holland,  courtesy  of  the  Lehigh  County  Medical 
Society  and  its  travel  agency,  Intrav.  Additional  prizes  of  office 
supplies  will  be  awarded.  Details  are  on  page  11  of  this  issue,  and 
a  clip-out  coupon  to  join  appears  on  page  10. 

STATE  BOARD  REORGANIZES  The  State  Board  of  Medical  Education  and 

Licensure  elected  William  J.  Kelly,  M.D., 
vice  president  of  the  State  Society,  as  chairman,  and  Richard  C. 

Lyons,  M.D.,  of  Erie,  as  vice  chairman  at  its  November  7-8  meeting. 
Dorothy  L.  Bupp  became  secretary  of  the  state  board  December  1, 
replacing  Alva  L.  Cockley,  who  has  retired. 

PMS  MEMBERS  ACTIVE  AT  AMA  SESSION  Three  Society  members  served  on 

reference  committees  at  the 

December  session  of  the  AMA  House  of  Delegates:  Paul  S.  Friedman,  M.D. , 
of  Philadelphia;  Matthew  Marshall,  Jr.,  M.D.,  of  Pittsburgh;  and 
William  B.  West,  M.D.,  of  Huntingdon.  William  Y.  Rial,  M.D.,  Swarthmore, 
served  as  vice  speaker.  Dues  statements  of  the  State  Society  have  not 
been  mailed  pending  the  decision  of  the  AMA  House  regarding  a  dues 
increase  for  1975. 

BIENNIAL  PHYSICIAN  REGISTRATION  FORMS  MAILED  All  physicians  licensed 

to  practice  in  Pennsyl¬ 
vania  should  have  received  by  now  their  biennial  registration  forms. 

The  registration  and  fee  must  be  returned  by  December  31.  If  you 
have  not  received  your  form,  contact  the  State  Board  of  Medical  Educa¬ 
tion  and  Licensure  immediately.  The  Board  may  not  have  your  correct 
address.  The  Board's  address  is  279  Boas  Street,  Harrisburg,  Pa.  17102. 
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A  30  to  50  per  cent  saving  on  the  cost  of 
expendable  office  supplies  is  a  mighty  appealing 
prospect  these  days.  And  that  is  exactly  what  you 
can  look  for  when  you  join  the  Pennsylvania 
Medical  Cooperative — the  mass-buying  organization 
being  formed  to  serve  physicians  exclusively. 


The  Cooperative,  which  will  effect  its  savings  by 
purchasing  in  large  volume  directly  from  the 
manufacturer  and  reselling  to  the  physician  at 
cost,  will  limit  itself  to  expendable  supplies  in 
the  initial  phase  of  its  operation  only.  Later 
when  it  expands  its  inventory  to 
include  more  costly  items  such  as 
surgical  supplies  and  office 
equipment,  the  potential  for  savings 
will  be  even  greater. 


Membership  in  the  Cooperative  will  be  open  to 
Pennsylvania  Medical  Society  members  only.  The 
only  cost  is  a  nominal  $100  once-and-done 
lifetime  membership  fee,  all  or  a  substantial  part 
of  which  will  be  returned  if  you  should  decide 
to  withdraw.  In  all  probability  you  will  save 
more  than  the  amount  of  the  membership  fee  in 
your  first-year  purchases  alone. 
However,  dollar  savings  are  not  the  only  benefit. 
The  Cooperative's  system  of  blanket  contracts 
and  automatic  shipments  will  do  much  to 
simplify  your  purchasing  procedures  and 
reduce  the  burden  of  inventory  control. 


You'll  like  the  Cooperative,  we're  sure. 

For  further  information, 
please  write  or  call. 
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Another  New  Benefit  to  Members  of  Pennsylvania  Medical  Society 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


t 


. 


Before  prescribing,  please  consult  com¬ 
plete  product  information,  a  summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi¬ 
tants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap¬ 
prehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with¬ 
drawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol¬ 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn¬ 
drome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6  months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau¬ 
coma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa¬ 
tients.  Caution  against  hazardous  occupa¬ 
tions  requiring'complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis¬ 


orders,  possibility  of  increase  in  frequent 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti¬ 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in¬ 
crease  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in¬ 
gestion  of  alcohol  and  other  CNS  depres¬ 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus¬ 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a  psychoneu¬ 
rotic  patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
^  feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
j  although  primarily  one  of  ex- 
.  cessive  anxiety,  is  often  accom-' 
panied  by  depressive  symptom¬ 
atology.  Valium  (diazepam) 

*1  can  provide  relief  for  both— as 
.  the  excessive  anxiety  is  re¬ 
lieved,  the  depressive  symp¬ 
toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
..  tages  in  using  Valium  for  the 
management  of  psychoneu¬ 
rotic  anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im¬ 
provement  is  usually  apparent 
.  in  the  patient  within  a  few 
days  rather  than  in  a  week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad¬ 
dition,  Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz¬ 
ardous  occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho¬ 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed¬ 
time,  Valium  can  offer  an  addi¬ 
tional  benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso¬ 
ciated  depressive  symptoms 
and  thus  encourage  a  more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 .  Henry  BW,  et  al:  Dis  Nerv 
Syst  30:615-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J:  Psychosomatics 
77:438-441,  Sept-Oct  1970. 


Milium" 

(diazepam) 

2-mg,5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


I  surveillance  because  of  their  predisposi¬ 
tion  to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child¬ 
bearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy¬ 
chotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em¬ 
ployed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
i !  its  action.  Usual  precautions  indicated  in 
I ;  patients  severely  depressed,  or  with  latent 
i  depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over¬ 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo¬ 
pia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re¬ 
actions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb¬ 
ances,  stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso¬ 
lated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


rofeSSiona 


EASTERN  PENNSYLVANIA  OFFICE: 

D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  R.  J.  Nolen,  Jr.,  and  G.  A.  Baa'ck.  Representatives 
Suite  101,  The  Benson  Manor,  Jenkintown  19046  Telephone:  (215)  885-6090 


WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  S.  T.  Ingram,  and  D.  C.  Hoffman,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone  (412)  531-4226 


When  impotence  due  to 


androgenic  deficiency 


is  driving  them  apart 


Android  -  5s 
Android- 10 


Android  -  25 


Methyltestosterone  N.F.  —  5,  10,  25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/3-Hydroxy-17- 
Methylandrost-4-en-3-one.  ACTIONS:  Methyltestosterone 
is  an  oil  soluble  androgenic  hormone.  INDICATIONS:  In  the 
male:  1.  Eunuchoidism  and  eunichism.  2.  Male  climacteric 
symptoms  when  these  are  secondary  to  androgen  defi¬ 
ciency.  3.  Impotence  due  to  androgenic  deficiency.  4.  Post- 
puberal  cryptorchidism  with  evidence  of  hypogonadism. 
Cholestatic  hepatitis  with  jaundice  and  altered  liver  function 
tests,  such  as  increased  BSP  retention,  and  rises  in  SGOT 
levels,  have  been  reported  after  Methyltestosterone.  These 
changes  appear  to  be  related  to  dosage  of  the  drug.  There¬ 
fore,  in  the  presence  of  any  changes  in  liver  function  tests, 
drug  should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid  retention. 
This  may  present  a  problem,  especially  in  patients  with  com¬ 
promised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of 
increasing  the  nervous,  mental,  and  physical  activities 
beyond  the  patient's  cardiovascular  capacity. 
CONTRAINDICATIONS:  Contraindicated  in  persons  with 
known  or  suspected  carcinoma  of  the  prostate  and  in  car¬ 
cinoma  of  the  male  breast.  Contraindicated  in  the  presence 
of  severe  liver  damage.  WARNINGS:  If  priapism  or  other 
signs  of  excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or  excessive 
dosage  may  cause  inhibition  of  testicular  function,  with  resul¬ 
tant  oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  in  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensitivity 
and  gynecomastia  may  occur  rarely.  PBI  may  be  decreased 
in  patients  taking  androgens.  Hypercalcemia  may  occur, 
particularly  during  therapy  for  metastatic  breast  carcinoma. 
If  this  occurs,  the  drug  should  be  discontinued.  ADVERSE 
REACTIONS:  Cholestatic  jaundice  •  Oligospermia  and  de¬ 
creased  ejaculatory  volume  •  Hypercalcemia  particularly  in 
patients  with  metastatic  breast  carcinoma.  This  usually  indi¬ 
cates  progression  of  bone  metastases  •  Sodium  and  water 
retention  •  Priapism  •  Virilization  in  female  patients  •  Hyper- 
sensitivity  and  gynecomastia.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  strictly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements 
are  best  administered  in  divided  doses.  The  following  is 
suggested  as  an  average  daily  dosage  guide.  In  the  male: 
Eunuchoidism  and  eunuchism,  10  to  40  mg.;  Male  climac¬ 
teric  symptoms  and  impotence  due  to  androgen  deficiency, 
10  to  40  mg.;  Postpuberal  cryptorchism,  30  mg  HOW 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250. 

Write  for  Literature  and  Samples 

( BRoiviZB  THE  BROWN 
PHARMACEUTICAL  CO.,  INC. 


2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Triaminic  Syrup 
e  orange  medicine  from  Dorsey 


Division  of  Sandoz-Wander,  Inc. 
LINCOLN,  NEBRASKA  68501 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


Name _ 

Office  Address. 


City. 


This  Excess  Liability  Insurance 
Program,  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent /Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes¬ 
sional  Umbrella  Liability  Policy. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


KLEXKNDER 
KGENCY  NC. 

INSURANCE  WORLD-WIDE  SINCE  1853 


State - Zip 

Telephone - 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Union  Bank  Building,  Pittsburgh,  PA.  15222 


J 


newsfronts 


Education  requirement  high  on  1975  priority  list 


The  final  six  months  to  qualify 
under  the  State  Society’s  con¬ 
tinuing  education  membership 
requirement  is  almost  here.  June 
-J  1975  is  the  last  month  in  which 
courses  can  be  taken  to  qualify 
for  the  initial  requirement  to 
maintain  PMS  membership. 

Critical  are  the  sixty  hours  of 
Category  One.  To  help  members 
4  with  Category  One,  the  Commis¬ 
sion  on  Accreditation  is  pub¬ 
lishing  in  PENNSYLVANIA  MED¬ 
ICINE  two  supplements  each 
year  which  list  all  continuing  ed¬ 
ucation  courses  in  Pennsylvania. 
The  first  ran  in  September  1974. 
The  second  will  appear  in  the 
January  1975  issue.  These  sup¬ 
plements  can  be  detached  from 
the  magazine  for  easy  reference. 
The  August  1974  supplement  to 
JAMA  lists  Category  one 
courses  for  the  United  States 
and  is  helpful  in  planning  con¬ 
vention  trips. 

Members  with  enough  hours 
during  the  1972-73-74  period  to 
qualify  for  the  1974  award 
should  fill  in  their  applications 
H  and  send  them  to  the  AMA  now. 
Do  not  send  them  to  the  State 
Society. 

About  2,400  PMS  members 


have  qualified  for  the  1973  and 
1974  AMA  Physician’s  Recogni¬ 
tion  Awards.  They  are  now  on 
cycle  and  must  continue  every 
three  years  to  qualify. 

However,  the  vast  majority  of 
members  are  expected  to  qualify 
for  the  1975  award.  By  June  30 
they  must  have  accumulated 
their  150  hours.  Members  who 
fail  to  qualify  at  that  time  are  li¬ 
able  to  suspension. 


In  Pittsburgh  this  October,  the 
House  of  Delegates  extended 
the  continuing  education 
requirement  to  include  associate 
members  as  well  as  active  and 
senior  active  dues-paying 
members.  Associate  members 
are  doctors  70  years  of  age  and 
over.  Associates  who  are  in  ac¬ 
tive  practice  and  seeing  patients 
will  have  three  years  in  which  to 
acquire  the  necessary  150  hours. 


DURING  the  Annual  Session  of  the  House  of  Delegates,  the  Woman’s  Auxiliary  of 
the  Pennsylvania  Medical  Society  celebrated  its  Fiftieth  Anniversary.  In  the  photo 
at  the  top  (left  to  right)  are  Mrs.  Howard  Liljestrand,  president  of  the  Woman's 
Auxiliary  of  the  AMA,  talking  with  state  auxiliary  officers  Mrs.  Frederick  R.  Gil¬ 
more,  president  for  1973-74;  Mrs.  Raymond  C.  Grandon,  president  for  1974-75; 
and  Mrs.  Richard  T.  Smith,  1974-75  president  elect.  The  photo  underneath  shows 
former  presidents  and  honary  members  gathered  to  celebrate  the  anniversary.  At 
the  left,  Robert  Sanford,  M.D.,  immediate  past  president  of  the  State  Society, 
presents  a  thousand  dollar  check  to  the  incoming  auxiliary  president,  Mrs. 
Raymond  C.  Grandon,  for  the  Auxiliary’s  Health  Careers  Financial  Aid  Fund. 
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There’s  no  gamble  on  this  investment 


Pennsylvania  physicians  are 
responding  enthusiastically  to 
the  proposed  formation  of  a 
Pennsylvania  Medical  Coopera¬ 
tive.  They  feel  the  Cooperative’s 
cheaper-by-the-dozen  approach 


Pennsylvania  MEDICAL  Cooperative 


to  the  purchase  of  medical 
supplies  makes  a  lot  of  sense. 
They  also  appreciate  the  fact  that 
they  are  not  being  asked  to  take 
any  financial  risk  whatever  in 
availing  themselves  of  the  Coop¬ 
erative’s  benefits. 

The  idea  behind  the  Pennsyl¬ 
vania  Medical  Cooperative  is  a 
very  simple  and  practical  one — 
and  one  that  is  especially  ap¬ 
pealing  in  these  days  of  rapidly 
rising  costs.  What  it  means  is  that 
instead  of  purchasing  supplies  in 
small  quantities,  individually,  the 
State’s  physicians  will  be 
banding  together  to  make  their 
purchases  on  a  mass  basis,  in 
large  volume,  at  significant 
savings. 

Membership  in  the  Pennsyl¬ 
vania  Medical  Cooperative  will 
be  open  to  Pennsylvania  Medical 
Society  members  only,  through 
the  once-and-done  purchase  of  a 
modest  $100  lifetime  share.  If  the 
proposed  Cooperative  should  not 
materialize,  the  $100  mem¬ 
bership  fee  will  be  returned  in 
full. 


And  even  after  the  Cooperative 
is  in  operation,  if  you  should  wish 
to  withdraw,  all  or  a  substantial 
part  of  the  membership  fee  will 
be  returned. 

At  the  outset  the  Pennsylvania 
Medical  Cooperative  will  limit  it¬ 
self  to  the  purchase  and  sale  of 
expendable  supplies.  By  pur¬ 
chasing  such  supplies  in  large 
quantities  directly  from  the  man¬ 
ufacturer  and  reselling  them  at 
cost,  it  is  expected  that  the  Coop¬ 
erative  will  be  able  to  offer  its 
physician  members  savings  of  30 
to  50  percent.  Later,  when  the  Co¬ 
operative  expands  into  the  field 
of  surgical  supplies,  office  equip¬ 
ment  and  so  on,  the  potential  for 
savings  will  be  even  greater. 

The  Pennsylvania  Medical  Co¬ 
operative  has  much  to  recom¬ 
mend  it:  an  opportunity  for  sub¬ 
stantial  savings  without  any  risk 
whatever,  and  a  chance  to 
simplify  your  purchasing  proce¬ 
dures  and  take  a  giant  stride 
toward  inventory  control.  For  fur¬ 
ther  information,  please  write  or 
call. 


Please  enroll  me  as  a  charter  member  of  the  Pennsylvania  Medical  Cooperative.  Bill  me  in  the 
amount  of  $100  to  cover  the  membership  requirement.  It  is  my  understanding  that  this  is  a 
one-time  subscription  entitling  me  to  a  vote  in  the  affairs  of  the  Cooperative  plus  giving  me  the 
right  to  purchase  all  medical  supplies  offered  by  the  Cooperative. 

NAME:  _ 


ADDRESS: 


CITY: 


STATE 


ZIP  CODE 


TELEPHONE  NUMBER: 


Pennsylvania  Medical 
Cooperative 
20  Erford  Road 

Lemoyne,  Pennsylvania  17043 
717-238-1635 
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Cooperative  membership  fee  to  double  after  January  31 


J  The  Society’s  Council  on  Pro¬ 
fessional  Relations  and  Services 
has  established,  with  the  ap- 
|  proval  of  the  Board  of  T rustees,  a 
$200  membershipfeeforthe  Penn¬ 
sylvania  Medical  Cooperative 
when  the  charter  mem¬ 
bership  period  closes  January 
31,  1975.  Charter  membership,  a 
one-time  fee,  is  $100  until  that 
date. 

N  The  council  was  charged  by 
I  the  House  of  Delegates  to  con- 
1  tinue  its  drive  to  reach  a  goal  of 
2,000  paid  members  before 
j  becoming  operational  but  to 
continue  preliminary  prepara- 
1  tions  for  the  operational  phase 
J  during  the  membership  cam- 
j  paign.  Announcement  of  future 
plans  came  from  Ulysses  S. 
Watson,  M.D.,  council  chairman. 

As  an  added  inducement  to 
encourage  charter  members,  the 
I  council  at  its  November  9  meet¬ 


National  blood  commission 
endorsed  by  HEW  officer 

Establishment  of  an  American 
Blood  Commission  has  been  en¬ 
dorsed  by  Caspar  W.  Wein¬ 
berger,  secretary  of  the  Depart¬ 
ment  of  Health,  Education,  and 
Welfare,  as  a  result  of  80  percent 
favorable  comments  received  to 
a  suggested  plan  published  in  the 
Federal  Register  in  March  1974. 

HEW  will  cooperate  with  the 
private  sector  in  efforts  to 
implement  a  national  blood  poli¬ 
cy  and  has  agreed  to  sponsor  an 
inaugural  convention  late  this 
winter.  An  ad  hoc  committee  will 
be  formed  to  draft  a  charter  and 
to  establish  parameters  for  coor¬ 
dinating  and  improving  blood 
service  activities. 

Local  and  state  participants 
will  include  representatives  of 


ing  voted  to  hold  a  drawing,  with 
those  eligible  to  include  all 
charter  members,  featuring  as 
its  main  prize  a  two-week  all  ex¬ 
pense  paid  tour  for  two  to  the 
British  Isles  and  the  Nether¬ 
lands.  Additional  prizes  of  free 
supplies  from  the  cooperative 
when  it  becomes  operational  are 
as  follows:  one  worth  $500;  two 
prizes  of  $250  in  supplies;  three 
prizes  worth  $100  each;  and  ten 
prizes  of  medical  supplies  worth 
$50.  The  dollar  amounts  will  be 
based  on  cooperative  prices,  not 
on  current  retail  prices,  thus 
enhancing  their  value.  The  main 
prize  is  being  offered  with  the 
compliments  of  the  Lehigh 
Valley  Medical  Society  and  its 
travel  agency,  Intrav. 

Additional  letters  of  invitation 
to  join  the  cooperative  are  being 
mailed  to  Pennsylvania  Medical 
Society  members  in  the  event 


such  organizations  as  the  Ameri¬ 
can  Red  Cross,  the  Council  of 
Community  Blood  Centers,  the 
American  Association  of  Blood 
Banks,  the  American  Medical  As¬ 
sociation,  the  American  Hospital 
Association,  the  American  Soci¬ 
ety  of  Clinical  Pathologists,  and 
the  College  of  American  Patholo¬ 
gists.  In  addition  to  blood 
banking  and  hospital  and  medi¬ 
cal  professionals,  third-party 
payers  and  consumers  will  be 
represented. 

Major  aims  include  an  all¬ 
volunteer  blood  donor  service  to 
reduce  the  incidence  of  hepatitis 
in  transfusions,  resource  sharing 
methods  to  prevent  waste  of  the 
scarce  blood  supply,  and  cre¬ 
ation  of  a  national  distribution 
system  to  assure  access  to  recip¬ 
ients  regardless  of  location  or 
economic  status. 


they  have  not  yet  been  in¬ 
troduced  to  the  concept  of  mass 
purchasing  to  permit  members 
to  make  substantial  savings  in 
the  purchase  of  office  business 
and  medical  supplies. 

When  it  becomes  operational, 
the  cooperative  will  purchase 
supplies  in  large  quantities  at 
wholesale  prices  and  resell  to 
members  at  cost.  Initially  prod¬ 
ucts  offered  will  include  dispos¬ 
able  items,  most  of  which  have 
jumped  dramatically  in  price 
during  the  current  inflationary 
spiral.  Later,  the  cooperative  will 
offer  office  and  surgical  equip¬ 
ment  as  well. 

The  cooperative  concept  is 
not  new  in  America,  but  it  is  new 
for  medical  societies.  The  Penn¬ 
sylvania  Medical  Society  is  the 
first  in  the  nation  to  offer  this 
benefit  which  is  limited  to  Soci¬ 
ety  members. 


AS  PART  of  his  orientation  visit  to 
Society  headquarters,  Edward  N. 
Moser,  M.D.  (left),  Williamsport,  sec¬ 
retary  of  the  Lycoming  County  Medi¬ 
cal  Society,  reviews  the  annual  report 
of  the  Educational  and  Scientific 
Trust  of  the  State  Society  with  Alex  H. 
Stewart,  executive  director  of  the 
trust. 
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Quack  cancer  “cures”  under  health  department  attack 


The  Pennsylvania  Department 
of  Health  has  mounted  a  cam¬ 
paign  to  warn  the  public  against 
so-called  cures  for  cancer,  with 
such  ingredients  as  broccoli, 
apricot  pits,  and  coconut  oil. 

Jack  B.  Ogun,  chief  of  the 
state  health  department’s  drug, 
device,  and  cosmetic  compli¬ 
ance  section  said,  “People  may 
easily  become  the  prey  of  a 
quack  who  will  first  build  up 
their  egos  by  applauding  their 
wisdom  in  rejecting  conventional 
treatment  and  then  play  on  their 
fear  and  lack  of  information  by 
telling  them  that  their  form  of 
cancer  can  be  cured  easily, 
usually  by  some  ‘secret  method’ 
which  the  ‘medical  establish¬ 
ment’  is  trying  to  suppress.” 

The  health  department  section 
deals  with  fraudulent  medical 
preparations  which  are  alleged 
to  cure  and  are  almost  always 
overpriced,  usually  worthless, 
and  sometimes  even  hazardous. 

Health  department  spokesmen 
identified  the  most  serious 


dangers  as  being  the  time 
wasted  before  receipt  of  effec¬ 
tive  medical  treatment  and  the 
fact  that  routinely  tranquilizers, 
antidepressants,  and  painkillers 


Dr.  Edmiston  appointed 

Newly  appointed  executive 
vice  president  designate  of  pro¬ 
fessional  affairs  for  Pennsyl- 


DR.  EDMISTON 


are  dispensed  which  lull  the  pa¬ 
tient  into  a  false  sense  of  im¬ 
provement.  The  price  of  this 
false  hope  costs  time,  money, 
and  often  the  patient’s  life. 


vania  Blue  Shield  is  Robert  B. 
Edmiston,  M.D.,  Harrisburg,  who 
will  succeed  Sydney  E.  Sinclair, 
M.D.,  when  he  retires  in  March. 

Dr.  Edmiston  is  on  the  medical 
staff  of  Polyclinic  Hospital.  He  is 
a  clinical  lecturer  at  Pennsyl¬ 
vania  State  University  College  of 
Medicine,  Milton  S.  Hershey 
Medical  Center,  Hershey,  and  a 
senior  clinical  instructor  at  Hah¬ 
nemann  Medical  College,  Phila¬ 
delphia. 

He  is  treasurer  of  the  Area  IX 
Professional  Standards  Review 
Organization  and  a  member  of 
the  board  of  directors  of  the 
Pennsylvania  Medical  Care 
Foundation.  Dr.  Edmiston  is  a 
diplomate  of  the  American 
Board  of  Family  Practice. 


Dr.  Muller  directs 
state  emergency  care 

H.  Arnold  Muller,  M.D.,  has  ac¬ 
cepted  an  appointment  as  medi¬ 
cal  director  of  the  division  of 
emergency  health  services  for 
the  Pennsylvania  Department  of 
Health  and  as  director  of  emer¬ 
gency  care  services  at  the 
Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State 
University. 

In  making  the  appointment, 
Governor  Milton  J.  Shapp  has 
given  Dr.  Muller  the  responsi¬ 
bility  for  developing  the  first 
statewide  comprehensive  medi¬ 
cal  services  system. 

Dr.  Muller  is  assistant  pro¬ 
fessor  of  medicine  at  the  Penn¬ 
sylvania  State  University  College 
of  Medicine  and  will  continue  as 


director  of  the  emergency  care 
unit  and  of  the  emergency  medi¬ 
cine  residency  training  program 
at  Hershey.  He  is  a  member  of 
the  board  of  trustees  of  the 


Cancer  group  elects  officers 

New  officers  were  elected  at 
the  annual  meeting  of  the  Penn¬ 
sylvania  Cancer  Coordinating 
Committee  recently.  Robert  C. 
Eyerly,  M.D.,  of  the  Geisinger 
Medical  Center,  Danville,  was 
elected  chairman  and  Hugh  R. 
Gilmore,  Jr.,  M.D.,  of  the  Penn¬ 
sylvania  Department  of  Health 
was  elected  secretary. 

The  coordinating  committee  is 
composed  of  representatives  of 
the  Philadelphia  divisions  of  the 


Pennsylvania  Chapter  of  the 
American  College  of  Emergency 
Physicians  and  regional  director 
of  the  University  Association  for 
Emergency  Medical  Services. 


American  Cancer  Society,  the 
Pennsylvania  Medical  Society, 
the  Pennsylvania  Dental  Associ¬ 
ation,  the  Pennsylvania  Depart¬ 
ment  of  Health,  the  Pennsylvania 
Osteopathic  Medical  Associa¬ 
tion,  the  Wainwright  Tumor 
Clinic  Association,  the  Pennsyl¬ 
vania  Veterinary  Medical  Associ¬ 
ation,  the  Western  Pennsylvania 
Regional  Medical  Program,  and 
the  Pennsylvania  Liaison 
Fellows  of  the  American  College 
of  Surgeons. 
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Medicare  patient  costs  to  rise  in  1975 


Medicare  patient  costs  are 
scheduled  for  increase  begin¬ 
ning  January  1,  1975.  The 

Department  of  Health,  Educa¬ 
tion,  and  Welfare  attributes  the 
rise  to  increasing  hospital  costs 
which  are  subject  to  annual 
review  and  which  result  in  annu¬ 
al  medicare  rate  adjustment. 

Medicare  hospital  deductible 
Part  A  will  rise  from  $84  to  $92. 
Coinsurance  amounts  will  rise 
proportionately.  After  sixty  days, 
the  charge  will  be  $23  per  day  or 
one-quarter  of  the  deductible 
(up  from  $21).  The  posthospital 
nursing  facility  charge  from  the 

Ophthalmology  department 
history  published 

A  one  hundred  year  history  of 
the  department  of  ophthalmo¬ 
logy  of  the  University  of  Pennsyl¬ 
vania  School  of  Medicine, 
Scheie  Eye  Institute,  was  printed 
in  the  October  issue  of  Transac¬ 
tions  and  Studies  of  the  College 
of  Physicians  of  Philadelphia. 

The  account,  written  by  Daniel 
M.  Albert,  M.D.,  associate  pro¬ 
fessor  of  ophthalmology  and 
chief  of  the  eye  pathology  labo¬ 
ratory  at  Yale  University  School 
of  Medicine,  gives  a  comprehen¬ 
sive  review  of  visual  science  and 
eye  disease  as  far  back  as  Ben¬ 
jamin  Franklin,  who  developed 
the  bifocal  lens  in  1785.  The  his¬ 
tory  of  ophthalmology  at  the  Uni¬ 
versity  of  Pennsylvania  from  its 
founding  in  1874  describes  the 
lives  of  key  physicians,  their  dis¬ 
coveries  of  new  instruments, 
techniques  of  treatment,  and  the 
progress  in  eye  operations. 

Reprints  of  the  article  may  be 
obtained  by  writing  Daniel  M.  Al¬ 
bert,  M.D.,  professor  of  ophthal¬ 
mology,  Yale  University  School 
of  Medicine,  333  Cedar  St.,  New 
Haven,  Conn.  06510. 


twenty-first  through  the  one 
hundredth  day  will  rise  to  $11.50 
or  one-eighth  of  the  deductible 
(up  from  $10.50).  If  lifetime 
reserve  days  have  been  ex¬ 
hausted,  the  extra  sixty  hospital 
days  a  beneficiary  can  use  when 
he  needs  more  than  ninety  days 


Dr.  Rowland  AAFP  VP 

George  A.  Rowland,  M.D.,  Mill¬ 
ville,  was  elected  vice  president 
of  the  American  Academy  of 
Family  Physicians  (AAFP)  at  the 
group’s  recently  held  Congress 
of  Delegates.  He  has  been  a 
member  of  the  board  of  directors 
since  1972. 

Dr.  Rowland  is  a  diplomate  of 
the  American  Board  of  Family 
Practice.  Prior  to  the  organiza¬ 
tion’s  name  change,  he  served 
the  American  Academy  of  Gener¬ 
al  Practice  as  a  member  of  the 


DR.  ROWLAND 


board  of  directors  and  chaired  its 
Commission  on  Education. 

He  has  served  on  many  com¬ 
mittees  and  commissions  of  the 
Pennsylvania  Medical  Society 
(PMS),  including  the  Executive 
Committee  and  the  Finance  Com¬ 
mittee,  which  he  has  chaired  for 
the  past  several  years.  He  is 
presently  a  PMS  delegate  to  the 


of  hospital  care  in  the  same 
benefit  period  will  rise  to  $46  or 
one-half  of  the  deductible  (up 
from  $42). 

The  new  rates  apply  to  benefit 
periods  beginning  in  1975,  not  to 
hospitalizations  carried  over 
from  1974. 


American  Medical  Association 
and  is  serving  as  Trustee  and 
Councilor  for  the  Fourth  District, 
a  position  which  he  has  held 
since  1966. 

The  AAFP  is  the  nation’s  sec¬ 
ond  largest  medical  group,  with  a 
membership  exceeding  36,000 
members. 

AMA  exposes  fraud 

The  State  Society  took  imme¬ 
diate  action  to  warn  physicians 
against  deceptive  and  mislead¬ 
ing  solicitation  from  the  Mayo 
Research  and  Publication  Com¬ 
pany  for  an  “International  Medi¬ 
cal  Directory  of  Physicians.” 

The  Society  has  notified  Penn¬ 
sylvania  consumer  protection 
authorities,  and  the  American 
Medical  Association  has  ob¬ 
tained  a  fraud  order  from  U.S. 
postal  authorities. 

The  invoice  appears  to  be  a 
bill  for  a  forthcoming  printed  di¬ 
rectory;  but,  in  fact,  your  $185 
check  constitutes  an  acceptance 
of  an  offer  to  publish  your  name 
in  the  proposed  directory. 

The  directory  is  not  authorized 
by  AMA  or  PMS  and  has  no  con¬ 
nection  with  the  Mayo  Clinic.  Ac¬ 
tually,  the  firm  is  located  in  Hong 
Kong,  and  the  invoices  were 
mailed  through  a  California 
postal  service.  All  mail  ad¬ 
dressed  to  the  firm  after  No¬ 
vember  1,  1974,  will  be  returned 
to  the  sender.  However,  pru¬ 
dence  would  indicate  the  advis¬ 
ability  of  stopping  payment  on 
any  checks  mailed. 
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Comprehensive  cancer  center  established  in  Philadelphia 


A  Comprehensive  Cancer 
Center  designed  to  serve  North¬ 
east  Pennsylvania,  Delaware, 
and  Southern  New  Jersey  has 
been  formed  by  Hahnemann 
Medical  College  and  Hospital, 
Jefferson  Medical  College  of 
Thomas  Jefferson  University, 
and  Temple  University  School  of 
Medicine. 

“The  banding  together  of 
three  long-established  and  re¬ 
spected  medical  colleges  and 
their  affiliates  to  support  the 
cause  of  cancer  research,  treat¬ 
ment,  and  education  is  a  historic 
event,”  said  Frank  J.  Rauscher, 
head  of  the  National  Cancer  In¬ 
stitute  which  supports  the 


OUTREACH  HAHNEMANN  JEFFERSON  TEMPLE 
COMPREHENSIVE  CANCER  CENTER  NETWORK 
1974 


cancer  programs  of  the  three 
medical  centers. 

An  executive  board  will  be 
made  up  of  the  presidents  of  the 
three  participating  institutions 
(among  whom  the  chairmanship 
will  rotate):  Wharton  Shober 
(Hahnemann);  Peter  A.  Herbut, 
M.D.,  (Jefferson);  and  Marvin 
Wachman,  M.D.,  (Temple).  Also 
serving  on  the  board  will  be 
Robert  H.  Holmes,  M.D.,  senior 
vice  president  for  medical  affairs 
at  Hahnemann;  William  Kellow, 
M.D.,  dean  and  vice  president  of 
Jefferson  Medical  College;  and 
Roger  W.  Sevy,  Ph.D.,  M.D., 
dean,  Temple  University  School 
of  Medicine. 


Dr.  Crane  recipient  of  W.W.  Gerhard  medal 


A.  Reynolds  Crane,  M.D., 
president  of  the  Pennsylvania 
Medical  Society,  received  the 
William  Wood  Gerhard  Medal  of 
the  Philadelphia  Pathological 
Society  for  distinguished  service 
to  pathology  in  research, 
teaching,  and  service  on  No¬ 
vember  14,  1974. 

The  medal  is  given  annually  in 
memory  of  W.  W.  Gerhard,  M.D., 
who  was  educated  at  Dickinson 
and  the  University  of  Pennsyl¬ 
vania,  where  he  received  his 
M.D.  degree  in  1832.  He  is 
known  for  differentiating  typhus 
from  typhoid  fever  before  the 
era  of  microbiology  through 
studies,  done  at  Pennsylvania 
Hospital  and  Philadelphia  Gen¬ 
eral  Hospital,  based  upon  epi¬ 
demics  of  fever  about  1834. 
Then  in  1836  Dr.  Gerhard 
furthered  the  study  of  disease 
through  carefully  recorded  sci¬ 
entific  observations  and  the  cor¬ 
relation  of  pathological  lesions 
with  clinical  signs  and 
symptoms. 


Dr.  Crane  is  professor  of  pa¬ 
thology  at  the  University  of 
Pennsylvania  School  of  Medi¬ 
cine  and  consultant  in  pathology 
at  Pennsylvania  Hospital.  He 
served  the  Society  as  trustee 
and  councilor  of  the  First  District 


from  1963-1972,  then  as  vice 
president  and  president  elect  of 
the  Society  prior  to  his  assump¬ 
tion  of  the  Society  presidency. 
He  is  a  founding  fellow  of  the 
College  of  American  Patholo¬ 
gists. 


JCAH  establishes  accreditation  schedule 


The  Joint  Commission  on 
Accreditation  of  Hospitals’ 
board  of  commissioners  has  es¬ 
tablished  a  time  schedule  for 
accredited  hospitals  regarding 
the  implementation  of  retrospec¬ 
tive  patient  care  evaluation  or 
outcome  audit. 

John  D.  Porterfield  III,  M.D., 
JCAH  director,  reported  the 
deadlines  in  the  September 
issue  of  the  Hospital  Medical 
Staff  published  by  the  American 
Hospital  Association.  After  July 
1,  1975,  at  least  two  completed 
outcome  audits  and  two  in- 
process  audits  per  major  service 
will  be  required.  After  July  1, 
1976,  one  outcome  audit  per 


month  per  major  service  must  be 
demonstrated.  Major  services 
are  defined  as  medicine  and  sur¬ 
gery,  usually  obstetrics  and  gy¬ 
necology,  and  often  pediatrics, 
depending  upon  the  facilities  of 
the  particular  hospital. 

The  classification  of  retro¬ 
spective  outcome  audits  has 
been  established  as  a  quality 
control  measure  to  counter¬ 
balance  the  cost  control  utiliza¬ 
tion  review  audits.  It  is  in  addi¬ 
tion  to  previously  implemented 
audits  controlling  clinical  privi¬ 
leges,  continuing  education 
requirements,  utilization  review, 
and  concurrent  quality  control 
measures. 
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HEW  issues  gonorrhea  treatment  schedules 


Physicians  are  cautioned  to  use  no  less  than  the  recommend- 
.  ed  dosages  of  antibiotics. 

Uncomplicated  Gonococcal  Infections  in  Men  and  Women 
Drug  Regimen  of  Choice: 

Aqueous  procaine  penicillin  G  (APPG),  4.8  million  units  in¬ 
tramuscularly,  divided  into  at  least  two  doses  and  injected  at 
different  sites  at  one  visit,  together  with  one  gram  of 
probenecid,  by  mouth,  just  before  the  injections. 

Alternative  Regimens: 

J  A.  Patients  in  whom  oral  therapy  is  preferred:  Ampicillin,  3.5 
gm,  by  mouth,  together  with  one  gram  probenecid  by  mouth, 
administered  at  the  same  time.  There  is  evidence  that  this 
regimen  may  be  slightly  less  effective  than  the  recommend¬ 
ed  APPG  regimen. 

J  B.  Patients  who  are  allergic  to  the  penicillins  (penicillin  G,  am¬ 
picillin)  or  probenecid*: 

1.  Tetracycline  hydrochloride,  1.5  gm  initially  by  mouth, 
followed  by  0.5  gm  by  mouth  four  times  per  day  for  4  days 
(total  dosage,  9.5  gm).  Other  tetracyclines  are  not  more 
effective  than  tetracycline  hydrochloride.  All  tetracyclines 
are  ineffective  as  single-dose  therapy. 

2.  Spectinomycin  hydrochloride,  2.0  gm  intramuscularly,  in 
one  injection. 

Treatment  of  Sexual  Partners: 

Men  and  women  with  known  recent  exposure  to  gonorrhea 
should  receive  the  same  treatment  as  individuals  known  to 
have  gonorrhea.  Male  sex  partners  of  persons  with  gonococcal 
infection  must  be  examined  and  treated  because  of  the  high 
prevalence  of  nonsymptomatic  urethral  gonococcal  infection 
!  in  such  men. 

(  Followup: 

Followup  urethral  and  other  appropriate  cultures  should  be  ob¬ 
tained  from  men,  and  cervical,  anal  and  other  appropriate  cul¬ 
tures  should  be  obtained  from  women,  7  to  14  days  after 
J  completion  of  treatment. 

Treatment  Failures: 

Most  recurrent  infection  after  treatment  with  the  recommended 
schedules  is  due  to  reinfection.  True  treatment  failure  after 
I ,  therapy  with  penicillin,  ampicillin  or  tetracycline  should  be 
treated  with  2.0  gm  of  spectinomycin  intramuscularly. 

Postgonococcal  Urethritis: 

Tetracycline,  0.5  gm,  four  times  daily  by  mouth,  for  at  least  7 
days. 

Pharyngeal  Infection: 

Pharyngeal  gonococcal  infections  may  be  more  difficult  to 
treat  than  anogenital  gonorrhea.  Post-treatment  cultures  are 
essential  followup  for  pharyngeal  infection.  The  schedules  of 
ampicillin  and  spectinomycin  recommended  for  anogenital 
gonorrhea  are  ineffective  in  pharyngeal  gonorrhea.  Patients 
with  pharyngeal  gonorrhea  whose  infection  is  not  eradicated 
after  treatment  with  4.8  million  units  of  APPG  plus  one  gram  of 
probenecid,  may  be  treated  with  9.5  gm  of  tetracycline  in  the 
dosage  schedule  outlined  above  (Alternative  Regimens). 

Syphilis: 

All  patients  with  gonorrhea  should  have  a  serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Seronegative  patients  without 
clinical  signs  of  syphilis,  who  are  receiving  the  recommended 


*  Allergy  to  penicillin,  ampicillin,  probenecid,  or  previous 
anaphylactic  reaction. 


parenteral  penicillin  schedule,  need  not  have  followup 
serologic  tests  for  syphilis.  Patients  treated  with  ampicillin, 
spectinomycin,  or  tetracycline  should  have  a  followup 
serologic  test  for  syphilis  after  3  months  to  detect  untreated 
syphilis. 

Patients  with  gonorrhea  who  also  have  syphilis  should  be 
given  additional  treatment  appropriate  to  the  stage  of  syphilis. 

Not  Recommended: 

Although  long-acting  forms  of  penicillin  (such  as  benzathine 
penicillin  G)  are  effective  in  syphilotherapy,  they  have  NO 
place  in  the  treatment  of  gonorrhea.  Oral  penicillin  prepara¬ 
tions  such  as  penicillin  V  are  not  recommended  for  the  treat¬ 
ment  of  gonococcal  infection. 

Treatment  of  Uncomplicated  Gonorrhea  in  Pregnant  Patients 

A.  For  women  who  are  not  allergic  to  penicillin:  Use  the  regi¬ 
mens  of  aqueous  procaine  penicillin  G  plus  probenecid,  or 
use  ampicillin  plus  probenecid,  as  defined  above. 

B.  Pregnant  patients  who  are  allergic  to  penicillins  (there  are 
several  possible  alternative  regimens,  each  of  which  has 
potential  disadvantages): 

1 .  Erythromycin,  1 .5  gm  orally,  followed  by  0.5  gm  four  times 
a  day  for  4  days,  for  a  total  of  9.5  gm.  This  regimen  is  safe 
for  mother  and  fetus,  but  efficacy  has  not  been  es¬ 
tablished.  Erythromycin  estolate  should  not  be  used  in  pa¬ 
tients  with  underlying  liver  disease. 

2.  Cefazolin,  2  gm  intramuscularly,  with  1.0  gm  of 
probenecid.  Because  of  the  possibility  of  cross-aller¬ 
genicity  between  penicillins  and  cephalosporins,  this  reg¬ 
imen  should  not  be  used  in  a  patient  with  a  history  of 
penicillin  anaphylaxis. 

3.  Spectinomycin,  2  gm  intramuscularly.  This  is  an  effective 
dose,  but  safety  for  the  fetus  has  not  been  established. 

Contraindicated: 

Tetracycline  should  not  be  used  for  uncomplicated  gonococal 
infection  in  pregnancy  because  of  potential  toxic  effects  for 
mother  and  fetus. 

Acute  Salpingitis  (Pelvic  Inflammatory  Disease) 

The  diagnosis  of  acute  salpingitis  should  be  considered  in 
women  with  acute  lower  abdominal  pain  and  adnexal  ten¬ 
derness  on  pelvic  examination.  Since  there  are  no  completely 
reliable  clinical  criteria  on  which  to  distinguish  gonococcal 
from  nongonococcal  salpingitis,  endocervical  cultures  for  N. 
gonorrhoeae  are  essential  in  such  patients.  Therapy,  however, 
should  be  initiated  immediately,  without  waiting  for  the  results 
of  the  cultures. 

A.  Hospitalization:  Hospitalization  should  be  strongly  consid¬ 
ered  for  women  with  suspected  salpingitis  in  these  situa¬ 
tions: 

1.  Uncertain  diagnosis,  where  surgical  emergencies  must  be 
excluded. 

2.  Suspicion  of  pelvic  abscess. 

3.  Pregnant  patients  with  salpingitis. 

4.  Inability  of  the  patient  to  follow  an  outpatient  regimen  of 
oral  medication,  especially  because  of  nausea  and 
vomiting. 

5.  Failure  to  respond  to  outpatient  therapy. 

B.  Antimicrobial  Agents:  Controlled  studies  of  the  treatment  of 
acute  salpingitis  are  not  available.  Initial  management  must 
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AT  LEAST  be  adequate  for  gonococcal  salpingitis.  These 
regimens  are  known  to  be  adequate  for  the  treatment  of 
gonococcal  salpingitis: 

1.  Outpatients: 

a.  1.5  gm  tetracycline  hydrochloride,  given  as  a  single 
oral  loading  dose,  followed  by  500  mg,  taken  orally, 
four  times  daily  for  1 0  days. 

b.  Aqueous  procaine  penicillin  G  (APPG),  4.8  million  units 
intramuscularly,  divided  into  at  least  two  doses  and  in¬ 
jected  at  different  sites  at  one  visit,  OR  3.5  gm  of  oral 
ampicillin.  One  gram  of  oral  probenecid  is  given  along 
with  either  penicillin  or  ampicillin,  and  both  are 
followed  by  500  mg  of  ampicillin,  taken  orally,  four 
times  daily  for  10  days. 

2.  Hospitalized  patients: 

a.  Aqueous  crystalline  penicillin  G,  20  million  units,  given 
intravenously  each  day  until  clear-cut  improvement 
occurs,  followed  by  500  mg  of  ampicillin  taken  orally 
four  times  daily,  to  complete  10  days  of  therapy.  The 
need  for  additional  or  alternative  antibiotics  for  the 
treatment  of  nongonococcal  salpingitis  requires  further 
study.  Since  it  is  impossible  to  distinguish  gonococcal 
from  nongonococcal  salpingitis  clinically,  many 
physicians  also  use  an  aminoglycoside  in  addition  to 
penicillin  and/or  antibiotics  which  are  effective  against 
Bacteroides  fragilis  as  initial  therapy. 

b.  Tetracycline  hydrochloride,  500  mg,  given  in¬ 
travenously  four  times  daily  until  improvement  occurs, 
followed  by  500  mg  taken  orally  four  times  daily,  to 
complete  10  days  of  therapy.  This  regimen  should  not 
be  used  for  pregnant  women  or  for  patients  with  renal 
failure. 

3.  Failure  to  improve  on  the  recommended  regimens  does 
not  necessarily  indicate  the  need  for  stepwise  additional 
antibiotics,  but  requires  reassessment  of  the  possibility  of 
other  diagnoses  and  of  the  specific  microbial  etiology. 

C.  The  effect  of  the  removal  of  an  intrauterine  device  on  the 
response  of  acute  salpingitis  to  antimicrobial  therapy  and 
on  the  risk  of  recurrent  salpingitis  requires  further  study. 

D.  Adequate  treatment  of  women  with  acute  gonococcal  sal¬ 
pingitis  must  include  examination  and  appropriate  treat¬ 
ment  of  their  male  sex  partners  because  of  the  high 
prevalence  of  nonsymptomatic  urethral  gonococcal  infec¬ 
tion  in  such  men.  Failure  to  treat  male  sex  partners  is  a 
major  cause  of  recurrent  gonococcal  salpingitis. 

E.  Followup  of  patients  with  acute  salpingitis  is  essential.  All 
patients  should  receive  repeat  pelvic  examinations  and  cul¬ 
tures  for  N.  gonorrhoeae  after  treatment. 

Disseminated  Gonococcal  Infection 

A.  Equally  effective  treatment  schedules  in  the  arthritis-derma¬ 
titis  syndrome  include: 

1.  Aqueous  crystalline  penicillin  G,  10  million  units  in¬ 
travenously  per  day  for  3  days,  or  until  there  is  significant 
clinical  improvement.  This  may  be  followed  with  am¬ 
picillin,  500  mg  four  times  a  day  orally,  to  complete  7  days 
of  antibiotic  treatment. 

2.  Ampicillin,  3.5  gm  orally,  plus  probenecid,  1.0  gm, 
followed  by  ampicillin,  500  mg  four  times  a  day  orally, 
for  at  least  7  days. 


B.  In  penicillin  and/or  probenecid  allergic  patients: 

1.  Tetracycline,  1.5  gm  orally,  followed  by  500  mg  four  times 
a  day  orally,  for  at  least  7  days.  Tetracycline  should  not  be 
used  for  complicated  gonococcal  infection  in  pregnancy 
because  of  potential  toxic  effects  for  mother  and  fetus. 

2.  Erythromycin,  0.5  gm  intravenously  every  6  hours,  for  at 
least  3  days. 

C.  Additional  measures: 

1.  Hospitalization  is  indicated  in  patients  who  are  unreliable, 
have  uncertain  diagnosis,  or  have  purulent  joint  effusions 
or  other  complications. 

2.  Immobilization  of  the  affected  joint(s)  appears  helpful. 
Repeated  aspirations  and  saline  irrigations  appear 
beneficial,  but  controlled  studies  of  these  procedures 
have  not  been  performed.  Open  drainage  of  joints  other 
than  the  hip  is  now  generally  discouraged  in  patients  with 
gonococcal  arthritis. 

3.  Intra-articular  administration  of  penicillin  is  unnecessary, 
since  penicillin  levels  in  the  synovial  fluid  of  inflamed 
joints  approximate  serum  levels;  furthermore,  intra-ar¬ 
ticular  injection  per  se  may  produce  a  toxic  synovitis. 

D.  Meningitis  and  endocarditis  due  to  the  gonococcus  require 
high-dose  intravenous  penicillin  therapy  (at  least  10  million 
units  per  day)  for  longer  periods:  usually  at  least  10  days  for 
meningitis  and  3-4  weeks  for  endocarditis. 

Gonococcal  Infection  in  Pediatric  Patients 

Pediatric  patients  encompass  those  from  birth  to  adolescence. 
When  a  child  is  post-pubertal  and/or  weighs  over  100  pounds, 
he  or  she  should  be  treated  with  dosage  regimens  as  defined 
above  for  adults. 

WITH  GONOCOCCAL  INFECTION  IN  CHILDREN,  THE  POSSI¬ 
BILITY  OF  CHILD  ABUSE  MUST  BE  CONSIDERED! 

The  efficacy  of  therapeutic  regimens  for  uncomplicated  and 
complicated  gonococcal  infections  of  childhood  is  unproven  at 
present. 

Prevention  of  Neonatal  Infection: 

All  pregnant  women  should  have  endocervical  cultures  exam¬ 
ined  for  gonococci  as  an  integral  part  of  prenatal  care. 

Prevention  of  Gonococcal  Ophthalmia: 

A.  One  percent  silver  nitrate  (do  not  irrigate  with  saline,  as  this 
may  reduce  efficacy). 

B.  Ophthalmic  ointments  containing  tetracycline,  erythro¬ 
mycin,  or  neomycin  are  also  probably  effective. 

C.  NOT  RECOMMENDED:  Bacitracin  ointment  (not  effective) 
and  penicillin  drops  (sensitizing). 

Management  of  Infants  Born  to  Mothers  With  Gonococcal 
Infection: 

Orogastric  and  rectal  cultures  should  be  taken  from  all  pa¬ 
tients.  Blood  cultures  should  be  taken  if  septicemia  is 
suspected.  Aqueous  crystalline  penicillin  G,  50,000 
units/kg/day,  should  be  administered  in  two  daily  doses  in¬ 
travenously,  if  cultures  or  Gram-stained  smears  reveal 
gonococci.  The  duration  of  therapy  should  be  determined  by 
clinical  response.  In  suspected  septicemia,  an  aminoglycoside 
should  also  be  administered. 
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State  psychiatric  society  adopts  position  paper 


Psychiatrists  meet  at  Host  Inn,  Harrisburg,  October  25. 


The  Pennsylvania  Psychiatric 
Society  at  its  fall  meeting 
adopted  a  position  paper  calling 
for  professional  quality  care  for 
the  mentally  ill  and  retarded  in 
the  Commonwealth  and  empha¬ 
sizing  the  need  for  such  care  in 
community  mental  health 
centers  if  the  trend  toward 
reduction  of  patient  census  in 
state  mental  hospitals  is  to  con¬ 
tinue.  The  position  paper  ap¬ 
pears  in  full  in  this  issue,  begin¬ 
ning  on  this  page. 

H.  Keith  Fischer,  M.D.,  psychi¬ 
atric  society  president,  said  that 
the  society  plans  to  revise  its 
position  on  an  annual  basis  so 


that  current  conditions  are  cov¬ 
ered.  The  meeting  took  place 
during  the  annual  educational 
assembly  sponsored  by  the 
Pennsylvania  Medical  Society. 
The  morning  business  session 
was  followed  by  a  scientific  ses¬ 
sion,  “A  Clinical  Look  at  the  In¬ 
terface  of  the  Emotional  and  the 
Organic.” 

The  society  also  acted  on  a 
request  from  the  Department  of 
Public  Welfare  for  assistance  in 
reviewing  a  backlog  of  some 
1,700  disputed  and  denied  ad¬ 
missions  to  community  hospitals 
for  psychiatric  reasons  under 
medical  assistance.  Dr.  Fischer 


said  members  voted  favorably 
on  a  recommendation  from  the 
society’s  executive  council  to 
advise  the  welfare  department  to 
apply  criteria  for  psychiatric  ad¬ 
missions  prepared  by  the  Penn¬ 
sylvania  Psychiatric  Society  for 
the  use  of  the  Pennsylvania 
Medical  Care  Foundation  and  for 
the  state’s  Professional  Stand¬ 
ards  Review  Organizations  when 
they  become  operable.  The  psy¬ 
chiatric  society  agreed  to  assist 
the  department  in  securing  qual¬ 
ified  psychiatrists  to  review 
those  disputes  which  cannot  be 
resolved  in  this  manner,  Dr. 
Fischer  said. 


Pennsylvania  Psychiatric  Society  Statement 


Fall  1974 

Pennsylvania’s  medical  and  psy¬ 
chiatric  contributions  to  the  public, 
from  the  heroic  days  200  years  ago 
up  to  the  present,  including  the  mod¬ 
ern  pioneering  of  the  Mental  Health 
and  Mental  Retardation  Act  of  1966, 
have  been  characterized  by  a  scien¬ 
tific  and  humanity  oriented  profes¬ 
sional  tradition. 

In  continuing  contribution,  the 
Pennsylvania  Psychiatric  Society 
presents  a  studied  input  which  is  of¬ 
fered  in  our  collaborative  expanding 
and  ongoing  efforts  toward  treat¬ 
ment  service  excellence. 

This  statement  could  easily  con¬ 
sist  only  of  commendable  and  suc¬ 
cessful  aspects  of  Pennsylvania’s 
public  and  private  mental  health 
services  and  activities.  Instead,  we 
make  certain  suggestions  and  rec¬ 


ommendations  in  areas  considered 
important.  Also,  we  chose  to  focus 
on  trends,  services,  policies,  and 
practices  which  need  to  be  publicly 
considered  because  they  dilute, 
compromise  or  defeat  the  treatment 
service  excellence  we  seek.  All  of 
them  deserve  serious  attention  by 
those  interested  in  Pennsylvania’s 
mental  health  services  and  pro¬ 
grams. 

1.  The  Pennsylvania  Psychiatric  So¬ 
ciety  has  a  growing  concern  for  con¬ 
tinued  small  and  massive  threats  to 
the  privacy  of  individuals — patients, 
as  well  as  others,  on  many  levels. 

A  recent  bureaucratic  order 
demanded  the  names  of  patients  in 
private  mental  hospitals.  The  Soci¬ 
ety  protested,  was  not  given  ade¬ 
quate  reasons,  but  was  told  in  effect 
not  to  worry  about  it — they  would 


handle  things.  We  have  no  con¬ 
fidence  in  this  and  it  happens  all  too 
often. 

Recently  there  have  been  de¬ 
mands  to  duplicate  entire  medical 
psychiatric  records  of  mentally  ill 
patients  for  determination  of 
whether  payment  would  be  made. 
This  is  frequently  done  without  spe¬ 
cific  knowledge  of  either  the  patient 
or  his  physician.  We  consider  this 
unnecessary  in  all  but  unusual  in¬ 
stances.  This  must  be  stopped  and  a 
more  appropriate  and  equitable  de¬ 
termination  method  developed — 
including  specific  patient  and 
physician  knowledge  and  consent. 

In  a  broader  sense,  the  general 
proliferation  of  computer  banks  with 
information  about  individuals  over 
which  at  the  present  time  there  is  no 
(Continued  on  page  35) 
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Dreadful  dread  disease  policies  back 


So-called  dread  disease  po¬ 
licies  which  capitalize  on  fear  of 
cancer  and  other  catastrophic  ill¬ 
nesses  are  being  marketed  again 
in  Pennsylvania.  Their  port  of 
entry  is  one  of  the  loopholes  in 
the  insurance  law  which  permits 
out-of-state  insurance  “trusts”  to 
sell  insurance  in  Pennsylvania 
with  only  peripheral  regulation  by 
the  Pennsylvania  Insurance  De¬ 
partment. 

The  climate  for  dread  disease 
policies  in  Pennsylvania  remains 
extremely  hostile,  a  legacy  of  the 
Denenberg  era.  In  his  “Shopper’s 
Guide  to  Health  Insurance,”  the 
former  Commissioner  had  this  to 
say  about  dread  disease  policies: 
“Some  policies — known  as 
dread  disease  policies — are  so 
narrow  in  coverage  they  pay  if 
and  only  if  you  get  a  certain 
disease.  Usually  the  disease  cov¬ 
ered  is  cancer.  Sometimes  the 
policies  include  other  ‘dread 
diseases’  such  as  leukemia,  spi¬ 
nal  meningitis,  rabies,  polio,  and 
the  like.  While  not  all  limited 
disease  policies  are  exactly 
alike,  none  give  you  the  broad 
coverage  you  need  and  want. 
When  you  buy  these  policies, 
you’re  not  insuring,  you’re  gam¬ 
bling.” 

One  policy  now  under  study  for 
cancer,  heart  disease,  and  stroke 
is  sold  by  the  Select  Physicians 
and  Surgeons’  Insurance  Trust. 
This  coverage,  underwritten  by 
the  Continental  Casualty  Com¬ 
pany  and  administered  by 
Daniels-Head  &  Associates  of 
Portsmouth,  Ohio,  appears  to  be 
specifically  tailored  for  physi¬ 
cians.  At  a  glance,  this  promotion 
can  be  mistakenly  interpreted  as 
an  endorsement  by  organized 
medicine,  which  in  fact  it  is  not. 

In  Pennsylvania,  the  Denen¬ 
berg  Insurance  Department  put 
out  a  regulation  prohibiting  com¬ 
panies  from  issuing  dread  dis¬ 


ease  policies.  It  was  Denenberg’s 
feeling  that  mass-marketed  po¬ 
licies  of  this  sort  were  “junk”  and 
“nothing  short  of  fraud.”  In 
response,  the  American  Family 
Insurance  Company  of  Georgia, 
whose  sole  market  in  Pennsyl¬ 
vania  is  dread  disease-type  cov¬ 
erages,  secured  a  temporary  in¬ 
junction  against  the  department. 
A  legal  battle  ensued  with  the 
department  finally  backing  off. 
However,  before  leaving  office,  it 
is  believed  that  Denenberg 
issued  instructions  not  to  ap¬ 
prove  any  new  dread  disease 
policies.  It  would  appear  that 
such  a  directive  is  still  in  effect. 

According  to  Daniels-Head  & 
Associates,  Inc.,  the  dread  dis¬ 
ease  coverage  for  cancer, 
coronary  disease,  and  stroke 
being  offered  to  Pennsylvania 
physicians  is  not  a  dread  disease 
coverage  “in  that  the  protection 
offered  protects  those  insured 
persons  against  most  of  the  ill¬ 
nesses  that  can  keep  them  from 
practicing  medicine  for  an  ex¬ 
tended  period  of  time.” 


Society  officials  point  out  that 
coverage  in  the  Select  Physi¬ 
cians  and  Surgeons’  Insurance 
Trust  has  no  relationship  to  the 
length  of  disability.  For  example, 
the  average  length  of  stay  in  a 
hospital  (the  only  setting  in  which 
this  policy  will  pay)  for  heart 
disease  is  in  the  area  of  twenty- 
one  days.  Most  cerebral  vascular 
accident  victims  leave  the  hospi¬ 
tal  within  fourteen  to  twenty-one 
days.  Patients  recuperating  from 
these  diseases  may  spend 
months  and  years  in  nursing 
homes  or  in  their  own  homes  un¬ 
able  to  practice  their  profession. 
As  long  as  the  dread  disease  pol¬ 
icy  limits  itself  to  hospital  stays,  it 
would  appear  to  cover  a  very 
small  portion  of  such 
catastrophic  risks. 

The  Pennsylvania  Insurance 
Department  only  has  regulatory 
authority  with  respect  to  the  ad¬ 
vertising  of  out-of-state  insur¬ 
ance  trusts.  The  Pennsylvania 
Medical  Society  and  the  depart¬ 
ment  are  working  together  to 
eliminate  several  instances  of 
misleading  advertising  and  will 
continue  to  police  this  area  in  the 
future. 


18 


Pennsylvania  Medicine,  December  1974 


Muscles 
and  joints 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


I  HERE 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
vantitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 


^  up  to  5  refills  in  6  months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
>64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


p  Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


EMPIRIN 

COMPOUND 

C  CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


The  Role 
of  the 
Detail  Man 


“I  may  be  prejudiced,  but  I  am 
very  much  in  favor  of  the  detail  men 
I  meet.  Most  of  them  are  knowledge¬ 
able  about  the  drugs  they  promote 
and  can  be  a  great  help  in  acquaint¬ 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I  think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I  have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na¬ 
ture  of  my  practice.  They,  there¬ 
fore,  limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I  usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a  potential  for  detail  men 
to  play  a  meaningful  role.” 


Dialogue 


The  Positive  Influence 

My  contact  with  representa¬ 
tives  and  salesmen  of  the  pharma-  I 
ceutical  industry  is  the  type  of  con¬ 
tact  that  people  in  a  medical  center,  - 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihooc 
on  a  somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I  person-  .■ 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes¬ 
sionals.  Thus  they  could  be— and 
attimes  actually  are— dissemina¬ 
tors  of  useful  information.  They 
could  consistently  serve  a  real  edu¬ 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific¬ 
ally  sound  and  therefore  truly  use¬ 
ful— as  well  as  some  excellentfilms 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


Is  He  a  Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a  great  fund  of  information 
about  the  drug  products  he  is  re¬ 
sponsible  for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I  exercise  some  caution.  I  usu¬ 
ally  accept  most  of  the  statements 
and  opinions  that  I  find  in  the 
papers  and  studies  which  come 
from  the  larger  teachingfacilities. 

It  goes  without  saying  that  a  physi- 
x  cian  should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a  candidate  for  the 
position  as  a  sales  representative 
of  a  pharmaceutical  company 
should  be  a  graduate  pharmacist 
who  has  a  questioning  mind.  I  don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa¬ 
tional  material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti¬ 
cal  companies  are  not  producing  all 
this  material  as  a  labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti¬ 
vated  sales  representative  can 
exert  a  negative  influence  on  the 
practicing  physician,  both  by  pre¬ 
senting  a  one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a  representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen¬ 
sively.  It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con¬ 
stantly  reviewed  as  well  as  up¬ 
dated.  This  phase  of  the  sales  rep¬ 
resentative’s  education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I  am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a  great  deal  of  in¬ 
formation  about  the  products  they 
produce  — information  about  indi¬ 
cations,  contraindications,  side 
effects  and  precautions.  Yet,  al¬ 
though  most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful¬ 
fill  their  important  function.  Inci¬ 
dentally,  I  feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  bean  ongoing  one. 
There  must  be  a  continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo¬ 
tional  and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor¬ 
rective  criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ¬ 
ent  peer  review.  The  better  edu¬ 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar¬ 
maceutical  industry,  health  pro¬ 
fessionals  and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa¬ 
tion  on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an¬ 
swers  to  specific  questions  sup¬ 
plied  by  the  pharmaceutical  repre¬ 
sentative.  However,  that  informa¬ 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur¬ 
geons  or  salesmen. 

Value  of  Sampling 

I  personally  am  in  favor  of 
limited  sampling.  I  do  not  use 
sampling  in  orderto  perform  clini¬ 
cal  testing  of  a  drug.  I  feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a  controlled  environment. 

I  do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I  do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I  get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a  liquid 
form  I  take  the  time  to  taste  it.  In 
that  way  I  am  able  to  give  my  pa¬ 
tients  more  complete  information 
about  the  particular  medications 
that  I  prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi¬ 
tioner  must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re¬ 
sponsibility  to  demand  thatthe 
pharmaceutical  company  and  its 
representatives  supply  a  high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a  high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I  challenge  the  industry  as 
a  whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Announcing 
Controlled  Medical 
Lea$ing 

endorsed  by  the 
Pennsylvania  Medical  Society. 


Your  automobile  leasing  consultants 

specializing  in  diagnosing  your  automotive  leasing 
needs  and  prescribing  answers. 

□  Fleet  discount  program  tailored  specifically  for 
members  of  P.M.S. 

□  Statewide  network  of  service  facilities. 

□  Your  membership  in  P.M.S.  is  your  security  deposit. 

I^^^^ontrolled  Medical  Leasing  n 

c/o  Pennsylvania  Medical  Society. 

20  Erford  Road,  Lemoyne,  Pa.  17043 

I  ■ 

Just  print  your  name  and  mail. .  .we'll  do  the  rest. 

Name _ 

Telephone _ Area  Code _ 


HH  Controlled  Medical  Leasing. 


new  members 


Now  settled  in  new  and 
expanded  quarters 


<SH 


THE  CHILDREN’S 
HOSPITAL  OF 
PHILADELPHIA 


Welcomes  applications 
for  appointments  to  its 
medical  staff 


Applications  may  be  obtained  from: 

Warren  C.  Falberg,  M.S. 
Executive  Vice  President  and  Director 
The  Children’s  Hospital  of  Philadelphia 
One  Children’s  Center 
34th  and  Civic  Center  Blvd. 
Philadelphia,  Pennsylvania  19104 

Telephone:  (215)  387-6000 


ALLEGHENY  COUNTY: 

Wanda  Altman,  M.D.,  601  Clyde  St.,  Apt.  305,  Pittsburgh  15213. 
Mohamed  G.  Ammar,  M.D.,  105  Shady  Dr.  West,  No.  4, 
Pittsburgh  15228. 

Letcher  B.  Barnes,  M.D.,  P.O.  Box  1166,  Gulf  Oil  Corp., 
Pittsburgh  15230. 

Neal  G.  Bornstein,  M.D.,  7821  Thon  Dr.,  Verona  15147. 

Richard  A.  Happ,  M.D.,  301  Fifth  Ave.,  Pittsburgh  15222. 

Stan  Marks,  M.D.,  6421  Bartlett  St.,  Pittsburgh  15217. 

Richard  A.  Schollaert,  M.D.,  6320  Bartlett  St.,  Pittsburgh  1521  7. 
Jack  A.  Scott,  M.D.,  265  Fairview  Rd.,  Pittsburgh  15238. 

Charles  H.  Srodes,  M.D.,  425  Locust  St.,  Pittsburgh  15218. 

BERKS  COUNTY: 

Mario  F.  Barrios,  M.D.,  2105  Rosewood  Ct.,  Wyomissing  19601. 
Joseph  L.  Granito,  M.D.,  Reading  Hospital,  Emergency  Room, 
Reading  19603. 

Abdul  L.  Rathor,  M.D.,  724  E.  Seventh  St.,  Birdsboro  19508. 

BLAIR  COUNTY: 

Ray  E.  Bullard,  Jr.,  M.D.,  Sunbrook  Manor,  Apt.  129, 
Duncansville  1 6635. 

BUCKS  COUNTY: 

Harvey  E.  Goldberg,  M.D.,  508  Greene  St.,  Newtown  18940. 
William  J.  Sieper,  D.O.,  132  Millbridge,  Clementon,  N.J.  08021. 

CENTRE  COUNTY: 

Richard  A.  Knerr,  M.D.,  2046  Pine  Cliff  Rd.,  State  College 
16801. 

CAMBRIA  COUNTY: 

Virender  P.  S.  Dhawer,  M.D.,  391  Devon  Dr.,  Johnstown  15904. 
Robert  O.  France,  M.D.,  Conemaugh  Valley  Memorial  Hospital, 
Johnstown  15905. 

Joseph  F.  Sheridan,  D.O.,  1020  Franklin  St.,  Suite  305, 
Johnstown  15905. 

Sheonath  P.  Srivastava,  M.D.,  221  Collegiate  Dr.,  Johnstown 
15904. 

Robert  H.  Tomhave,  M.D.,  1111  Franklin  St.,  Johnstown  15905. 
Shiban  K.  Warikoo,  M.D.,  1111  Franklin  St.,  Johnstown  15905. 

CLARION  COUNTY: 

Jaiveer  Reddy,  M.D.,  Brookville  Hospital,  Brookville  15825. 

CUMBERLAND  COUNTY: 

Francis  G.  Fidei,  M.D.,  105  B  Forbes  Ave.,  Carlisle  1  7013. 
Thomas  J.  Green,  M.D.,  615  W.  South  St.,  Carlisle  17013. 

Donald  K.  Roeder,  M.D.,  1111  Fleetwood  Dr.,  Carlisle  17013. 

DAUPHIN  COUNTY: 

Joseph  J.  Kandra,  M.D.,  4909  Earl  Dr.,  Harrisburg  17112. 
Stephen  J.  Shochat,  M.D.,  49  Brownstone  Dr.,  Hershey  1  7033. 
Samuel  P.  Ward,  M.D.,  26  Primrose  Dr.,  Hershey  17033. 

ERIE  COUNTY: 

Aurelio  Benavides,  M.D.,  St.  Vincent  Hospital,  Erie  16512. 
Raymond  W.  Borota,  M.D.,  1611  Peach  St.,  Erie  16501. 

John  J.  Euliano,  Jr.,  M.D.,  406  Peach  St.,  Erie  16507. 
Najam-ul-Hassan  Kazmi,  M.D.,  St.  Vincent  Hospital,  Erie 
16512. 

Gary  R.  Leach,  M.D.,  4  East  Second  St.,  Erie  16512. 
Subramaniam  Palanisamy,  M.D.,  225  W.  25th  St.,  Erie  16508. 
Prabhaker  G.  Sardesai,  M.D.,  104  East  Second  St.,  Erie  16507. 
Mostafa  Sherafat,  M.D.,  1611  Peach  St.,  Erie  16501. 

R.  Sudheendra,  M.D.,  3012  Madeira  Dr.,  Erie,  16506. 

Emmanuel  J.  Tabora,  M.D.,  1611  Peach  St.,  Erie  16501. 

Kin  Siu  Tam,  M.D.,  29  West  High  St.,  Union  City  16438. 

James  R.  Warden,  M.D.,  1611  Peach  St.,  Erie  16501. 

Donald  D.  Zone,  M.D.,  104  E.  Second  St.,  Erie  16507. 
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FAYETTE  COUNTY: 

Min  Hi  Park,  M.D.,  842  Cross  St.,  California  15419. 

Lydia  L.  Villavicencio-Noche,  M.D.,  155  Lenox  St.,  Uniontown 
15401. 

LACKAWANNA  COUNTY: 

Joseph  G.  Cesare,  M.D.,  Medical  Arts  Bldg.,  Scranton  18503. 
Ronald  J.  Cianni,  M.D.,  722  Connell  Bldg.,  Scranton  1 8501 . 
Louis  P.  DeGennaro,  M.D.,  701  Medical  Arts  Bldg.,  Scranton 
18503. 

Edwin  S.  Malloy,  M.D.,  Medical  Arts  Bldg.,  Scranton  1 8503. 
Donald  L.  Preate,  M.D.,  Longview  Terrace,  Waverly  1 8471 . 

LANCASTER  COUNTY: 

Victor  E.  Agusta,  M.D.,  620  N.  Duke  St.,  Lancaster  17607. 
Douglas  U.  Kells,  M.D.,  527  N.  Lime  St.,  Lancaster  17602. 

LEBANON  COUNTY: 

Ramon  U.  Suarez,  M.D.,  437  Chestnut  St.,  Lebanon  17042. 

LUZERNE  COUNTY: 

Sam  C.  DePasquale,  M.D.,  103  Exeter  Ave.  West,  Pittston 
18643. 

Robert  A.  D'lorio,  M.D.,  942  Wyoming  Ave.,  Forty-Fort  18704. 

MERCER  COUNTY: 

E.  V.  Valena,  M.D.,  101  E.  Beaver  St.,  Mercer  16137. 

MONTGOMERY  COUNTY: 

Martin  J.  Durkin,  M.D.,  656  Mulford  Dr.,  Wyncote  19095. 

Michael  D.  Ellis,  M.D.,  2318  Valley  Rd.,  Huntingdon  Valley 
19006. 

William  F.  Hanby,  Jr.,  M.D.,  2815  Lundy  Lane,  Huntingdon 
Valley  19006. 

Sheldon  I.  Karabell,  M.D.,  230  Toll  Dr.,  Southampton  18966. 
James  C.  McLaughlin,  M.D.,  Foxcroft  Apt.  Suite  6,  Jenkintown 
1 9046. 

Ismail  Nabati,  M.D.,  859  Old  Lancaster  Rd.,  Bryn  Mawr  19010. 
Giacomo  Ricciarelli,  M.D.,  855  Old  Lancaster  Rd.,  Bryn  Mawr 
19010. 

Shahriak  S.  Safavi,  M.D.,  31  Chestnut  St.,  Bala  Cynwyd  19004. 
Theodore  J.  Skowronski,  M.D.,  Abington  Memorial  Hospital, 
Abington  1 9001 . 

Timothy  E.  Urbanski,  M.D.,  500  Willow  Ave.,  Ambler  19002. 
Houshang  M.  Vahedi,  M.D.,  331  N.  York  Rd.,  Hatboro  19046. 
Angelo  M.  Zosa,  M.D.,  300  Brent  Rd.,  Wyncote  19095. 

PHILADELPHIA  COUNTY: 

Nirmala  P.  Basavanand,  M.D.,  49  N.  Park  Dr.,  Bridgeton,  N.J. 
08302. 

Armand  L.  Bernabei,  Jr.,  M.D.,  803  Eaton  Rd.,  Drexel  Hill 
19026. 

Jay  Chough,  M.D.,  3024  W.  Queen  Lane,  Philadelphia  19129. 
Susan  E.  Cox,  M.D.,  3300  Henry  Ave.,  Philadelphia  19129. 
Nemesia  G.  Guirnalda-Castro,  M.D.,  1031  N.  York  Rd.,  Willow 
Grove  19090. 

Gerald  J.  Herbison,  M.D.,  185  Woodstock  Ave.,  Villanova 
19085. 

Albert  A.  Kaplan,  M.D.,  4401  Conshohocken  Ave.,  Philadelphia 
19131. 

Houshang  Kaveh,  M.D.,  115  E.  Lehigh,  Philadelphia  19125. 
Emanuel  Kinstlick,  M.D.,  525  Paddock  Rd.,  Havertown  19083. 
Adam  O.  Malz,  M.D.,  2714  E.  Country  Club  Rd.,  Philadelphia 
19131. 

Arunkunar  J.  Shah,  M.D.,  1018  Magee  Ave.,  Philadelphia 
19111. 

Grace  E.  Shin,  M.D.,  230  N.  Broad  St.,  Philadelphia  19140. 

UNION  COUNTY: 

Louis  H.  Betz,  M.D.,  3  Hospital  Dr.,  Lewisburg  17837. 

YORK  COUNTY: 

Cyrus  E.  Beekey,  Jr.,  M.D.,  1150  Ruxron  Rd.,  York  1  7403. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a  purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu¬ 
lin)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as¬ 
sayed  and  standardized  in  animals. 

Chromatographic-analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro¬ 
nine  content  of  Proloid  (thyroglobulin)  is  rou¬ 
tinely  employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob¬ 
ulin  is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade¬ 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo¬ 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro¬ 
globulin)  may  be  tried  therapeutically,  in  non¬ 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un¬ 
less  thyroid-replacement  therapy  is  clearly  in¬ 
dicated.  If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de¬ 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin¬ 
istered.  If  hypopituitarism  is  present,  the  adre¬ 
nal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a  very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men¬ 
strual  irregularities,  nervousness,  cardiac  ar¬ 
rhythmias,  and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
,31l  resin  sponge  uptake,  T3  ,3,l  red  cell  up¬ 
take,  Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a  normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre¬ 
ments  at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un¬ 
usual  bowel  motility.  Angina  pectoris  or  con¬ 
gestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over¬ 
dosage  may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy¬ 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  V*  grain;  V2  grain;  scored  1 
grain;  Vh  grain;  scored  2  grain;  3  grain;  and 
scored  5  grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 

/T\  WARNER/CHILCOTT 

wc  Division,  Warner-Lambert  Company 
VLL/  Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY: 

ARE  PATIENTS 
GETTING  THE  POTENCY 
YOU  PRESCRIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid®  (thyro- 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 

that  leaves 
nothing  to  chance 


cefazolin  sodium 


Ampoules,  equivalent  to  1  Cm.  of  cefazolin 


yjlgggfji 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 


MDs  in  the  news 


Edgar  L.  Ralston,  M.D.,  chairman 
of  the  department  of  orthopedic 
surgery  at  the  University  of  Pennsyl¬ 
vania  School  of  Medicine,  has  been 
selected  first  incumbent  for  a  new 
professorship  of  bone  and  joint  sur¬ 
gery  bequeathed  in  honor  of  the 
late  Dr.  Paul  B.  Magnuson  by  his 
widow.  The  professorship  will  give 
special  emphasis  to  industrial  and 
traumatic  medicine  and  surgery.  Dr. 
Magnuson  was  former  chief  medi¬ 
cal  director  of  the  Veterans  Ad¬ 
ministration  Services. 

The  Philadelphia  Psychiatric 
Center  has  opened  a  new  Human 
Development  Center  in  the  greater 
northeast  section  of  Philadelphia 
and  has  named  Gaston-Germain 
Trigos,  M.D.,  psychiatrist,  as  clinical 
director.  Dr.  Trigos  was  formerly  ex¬ 
ecutive  director  of  the  Northeast 
Community  Mental  Health  Center. 
He  is  a  diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology 
and  is  a  clinical  assistant  professor 
of  psychiatry  at  Hahnemann  Medi¬ 
cal  College.  The  new  center  will 
have  all  of  the  same  outpatient 
services  now  available  at  Philadel¬ 
phia  Psychiatric  Center. 


Jacob  Zatuchni,  M.D.,  has  been 
promoted  to  director  of  the  depart¬ 
ment  of  medicine  at  Episcopal  Hos¬ 
pital,  Philadelphia.  He  is  a  professor 
of  medicine  at  Temple  University 
School  of  Medicine. 

Paul  L.  Carmichael,  M.D.,  Lans- 
dale,  has  been  appointed  visiting 
associate  professor  of  nuclear  med¬ 
icine  at  Hahnemann  Medical  Col¬ 
lege  and  Hospital.  He  is  chief  of 
ophthalmology  at  North  Penn  Hos¬ 
pital  and  is  affiliated  with  Wills  Eye 
Hospital  as  an  associate  surgeon 
and  a  consultant  in  nuclear  medi¬ 
cine. 


Milton  M.  Auslander,  M.D., 

received  the  first  Distinguished 
Physician’s  Award  from  Sacred 
Heart  Hospital,  Norristown.  He  is  a 
member  of  the  Academy  of  Ophthal¬ 
mology  and  Otolaryngology  and  the 
American  Society  for  Plastic  and 
Reconstructive  Surgery. 

Daniel  E.  Wolfe,  M.D.,  has  been 
honored  with  the  presentation  of  a 
plaque  by  the  Penns  Valley  Area 
Medical  Center  in  appreciation  of 
his  services  to  the  people  of  the 
Penns  Valley  area.  He  is  presently 
serving  a  three-year  radiology 
residency  in  Rochester,  N.Y. 

Joseph  E.  Green  II,  M.D.,  Carlisle, 
is  the  recipient  of  the  Ethical  Stand¬ 
ards  Award  of  the  Carlisle  Rotary 
Club.  Dr.  Green  is  a  past  president 
of  the  Cumberland  County  Medical 
Society  and  is  an  emeritus  director 
of  the  Cumberland  County  Tubercu¬ 
losis  and  Health  Association. 

James  P.  Boland,  M.D.,  former  as¬ 
sociate  professor  of  thoracic  sur¬ 
gery  at  Medical  College  of  Pennsyl¬ 
vania,  has  been  promoted  to 
professor  of  thoracic  and  car¬ 
diovascular  surgery.  Dr.  Boland  is 
certified  by  the  American  Board  of 
Surgery  and  the  American  Board  of 
Thoracic  Surgery.  He  is  a  fellow  of 
the  American  College  of  Surgeons, 
the  American  College  of  Chest 
Physicians,  the  Society  of  Nuclear 
Medicine,  and  the  Pan  American 
Medical  Society. 

Francis  E.  Rosato,  M.D., 

professor  of  surgery  at  the  Universi¬ 
ty  of  Pennsylvania  School  of  Medi¬ 
cine,  and  chief  of  the  solid  tumor 
program  in  the  department  of  sur¬ 
gery,  has  accepted  a  position  as 
professor  and  chairman  of  the 
department  of  surgery  at  the  East¬ 
ern  Virginia  Medical  School,  Nor¬ 
folk,  Va.,  effective  July  1,  1975.  Prior 
to  assuming  his  new  position,  he 
will  spend  six  months  in  Paris, 
France,  studying  in  the  area  of 
tumor  immunology.  Dr.  Rosato  will 
continue  to  direct  the  im¬ 
munotherapy  laboratory  at  the  Hos¬ 
pital  of  the  University  of  Pennsyl¬ 
vania. 


DR.  TRIGOS 


Two  York  Hospital  physicians 
have  been  appointed  division  chiefs 
recently.  Floyd  L.  Harris,  M.D.,  is  the 
new  chief  of  anesthesiology.  He  has 
been  associated  with  York  Hospital 


DR.  HARRIS 


DR.  WIBLE 


since  1961.  Claire  E.  Wible,  M.D.,  is 

the  new  chief  of  ophthalmology. 
Both  physicians  are  board  certified 
in  their  specialties. 

Herman  Gold,  M.D.,  Media,  and 
Daniel  Marino,  M.D.,  Wallingford, 
were  honored  recently  for  their 
work  in  cardiology  at  the  Crozer- 
Chester  Medical  Center  when  a  ball 
was  given.  The  proceeds  were 
slated  for  the  purchase  of  equip¬ 
ment  for  the  cardiac  care  unit.  Dr. 
Gold  became  chief  of  cardiology  in 
1972.  He  has  been  succeeded  as 
director  of  the  division  by  Dr. 
Marino. 

Samuel  B.  Hadden,  M.D.,  Wyn- 
newood,  has  recently  returned  from 
Athens,  Greece,  where  he  attended 
the  International  Congress  of  Social 
Psychiatry  and  presented  a  paper. 
He  also  addressed  two  clinics  in 
London  and  at  the  University  of 
Aberdeen  School  of  Medicine  in 
Scotland. 

Robert  Zelis,  M.D.,  from  the  Uni¬ 
versity  of  California  Davis  School  of 
Medicine,  has  been  named  pro¬ 
fessor  of  medicine  and  physiology 
and  chief  of  the  division  of  car¬ 
diology  at  Pennsylvania  State  Uni¬ 
versity  College  of  Medicine,  Milton 
S.  Hershey  Medical  Center.  He  is  a 
fellow  of  the  American  College  of 
Cardiology,  the  American  College 
of  Chest  Physicians,  the  American 
College  of  Physicians,  and  the  In¬ 
ternational  College  of  Angiology. 
He  is  also  national  councillor  of  the 
American  Federation  for  Clinical 
Research. 


Pennsylvania  Medicine,  December  1974 


27 


York-Young  Wong,  M.D.,  has 

been  appointed  attending  physician 
in  physical  medicine  and  rehabili¬ 
tation  at  the  Moss  Rehabilitation 
Hospital  and  the  Albert  Einstein 
Medical  Center.  He  was  previously 
an  assistant  instructor  in  the 
department  of  physical  medicine  at 
State  University  of  New  York,  Down- 
state  Medical  Center. 


DR.  WONG  DR.  GOLDSCHMIDT 


New  1974-75  president  of  the 
Philadelphia  Dermatological  Soci¬ 
ety  is  Herbert  Goldschmidt,  M.D.,  of 

Gladwyne.  He  is  associate  clinical 
professor  of  dermatology  at  the  Uni¬ 
versity  of  Pennsylvania  School  of 
Medicine  and  is  chairman  of  the 
task  force  on  ionizing  radiation  of 
the  National  Program  for  Dermatol¬ 
ogy  of  the  American  Academy  of 
Dermatology. 

Larry  L.  Ackerman,  M.D.,  and  Ugo 
Goetzl,  M.D.,  have  joined  the  Penn¬ 
sylvania  State  University  College  of 
Medicine  at  the  Milton  S.  Hershey 
Medical  Center  as  assistant  pro¬ 
fessors.  Dr.  Ackerman  was  formerly 
chief  of  psychiatric  services  at  the 
Loring  Air  Force  Base  Hospital  in 
Maine.  He  is  a  member  of  the  Amer¬ 
ican  Society  of  Adolescent  Psychia¬ 
try.  Dr.  Goetzl  was  formerly  staff 
psychiatrist  with  the  mental  hygiene 
consultation  service  at  Madigan 
Army  Medical  Center,  Fort  Lewis, 
Washington.  He  will  also  serve  as 
assistant  director  of  the  psychiatry 
residency  training  program. 

Walter  I.  Buchert,  M.D.,  Pottstown, 
was  honored  for  his  leadership  of 
the  Institute  for  Medical  Education 
and  Research  at  Geisinger  Medical 
Center  at  a  recent  alumni  associa¬ 
tion  meeting.  The  first  published  an¬ 
nual  report  of  the  institute  was 
dedicated  to  him.  Dr.  Buchert  is 
senior  consulting  medical  director 
and  president  emeritus  of  the  insti¬ 
tute  and  was  its  first  president.  He 
is  a  member  of  the  board  of  trustees 
and  a  past  president  of  the  Ameri¬ 


can  Association  of  Medical  Clinics 
and  is  on  the  National  Advisory 
Committee  of  the  Robert  Wood 
Johnson  Foundation.  Dr.  Buchert  is 
certified  by  the  American  Board  of 
Urology,  a  member  of  the  American 
Urological  Association,  and  a 
member  of  the  American  College  of 
Surgeons. 

Charles  A.  Laubach,  Jr.,  M.D., 

Danville,  has  received  the  American 
Heart  Association’s  Distinguished 
Achievement  Award  presented  by 
the  association’s  Pennsylvania  Affil¬ 
iate.  He  is  chief  of  cardiovascular 
medicine  at  Geisinger  Medical 
Center  and  associate  clinical  pro¬ 
fessor  at  the  Milton  S.  Hershey 
Medical  Center,  Pennsylvania  State 
University.  He  has  served  the  or¬ 
ganization  for  eighteen  years  in 
many  capacities,  including  that  of 
president.  Lee  H.  Shields,  M.D., 
Harrisburg,  outgoing  president  of 
the  state  affiliate,  received  a  Distin¬ 
guished  Service  Award. 

Frederick  S.  Share,  M.D.,  Pitts¬ 
burgh,  has  been  appointed  director 
of  the  newly  formed  cancer  treat¬ 
ment  center  at  Divine  Providence 
Hospital.  He  is  attending  physician 
in  the  department  of  radiation 
oncology  at  Allegheny  General  Hos¬ 
pital  and  is  a  diplomate  of  the  Na¬ 
tional  Board  of  Medical  Examiners 
and  the  American  Board  of  Radio¬ 
logy  in  Therapeutic  Radiology. 

Maurice  Albin,  M.D.,  professor  of 
anesthesiology  and  neurological 
surgery  at  the  University  of  Pitts¬ 
burgh  School  of  Medicine,  headed  a 
university  research  team  that  has 
produced  a  drug  compound,  tetra- 
hydroaminoacridine  (THA)  that 
shows  promise  of  reducing  with¬ 
drawal  symptoms  of  morphine; 
reversing  the  hallucinogenic  effects 
of  the  street  drug,  phencyclidine; 
and  decreasing  the  side  effects  of 
the  anesthetic  agent,  ketamine.  He 
announced  the  team  findings  at  the 
European  Congress  of  Anesthesi¬ 
ology  in  Madrid,  Spain,  recently. 

George  C.  Potash,  M.D.,  Lebanon, 
has  been  named  a  director  of  the 
Pennsylvania  Academy  of  Ophthal¬ 
mology  and  Otolaryngology.  He  is 
certified  by  the  American  Board  of 
Ophthalmology  and  is  a  member  of 
the  American  Association  of  Ophth¬ 
almology. 


The  Pittsburgh  Regional  Council 
of  Child  Psychiatry,  an  affiliate  of 
the  American  Academy  of  Child 
Psychiatry,  has  elected  the  follow¬ 
ing  officers  for  the  1974-75  year: 
Naomi  Ragins,  M.D.,  president; 
Jack  Reinhart,  M.D.,  president 
elect;  Alan  Axelson,  M.D.,  secre¬ 
tary;  and  Frank  Donovan,  M.D., 
treasurer. 

New  officers  have  been  installed 
by  the  Pennsylvania  Affiliate  of  the 
American  Heart  Association.  Irvin 
Jacobs,  M.D.,  Dallas,  the  new  presi¬ 
dent,  is  a  family  practitioner  on  the 
pediatric  staff  of  Wilkes-Barre  Gen¬ 
eral  Hospital.  Harry  Goldberg,  M.D., 
Philadelphia,  was  installed  as  presi¬ 
dent  elect.  He  is  director  of  the  car¬ 
diovascular  section  at  the  Albert 
Einstein  Medical  Center  and  pro¬ 
fessor  of  medicine  at  Temple  Uni¬ 
versity  School  of  Medicine.  He  is 
also  director  of  Einstein’s  car¬ 
diopulmonary  renal  laboratory.  Vice 
presidents  include  Frank  R.  Begg, 
M.D.,  Pittsburgh,  and  Stephen  B. 
Langfeld,  M.D.,  Philadelphia. 

Thomas  Behrendt,  M.D., 
professor  of  ophthalmology  at  Jef¬ 
ferson  Medical  College,  Thomas 
Jefferson  University,  has  been  ap¬ 
pointed  to  the  board  of  directors  of 
the  Pennsylvania  Diabetes  Institute 
by  Governor  Milton  J.  Shapp. 


DR.  BEHRENDT  DR.  SOLL 

David  B.  Soil,  M.D.,  has  been 
named  professor  and  chairman  of 
the  newly  formed  department  of 
ophthalmology  at  Hahnemann  Med¬ 
ical  College  and  Hospital,  Philadel¬ 
phia.  He  is  director  of  the  depart¬ 
ments  of  ophthalmology  at  Rolling 
Hill  and  Frankford  Hospitals  and  at 
the  Philadelphia  Geriatric  Center. 
He  is  a  member  of  the  National 
Committee  of  Trauma  of  the  Ameri¬ 
can  College  of  Surgeons,  a  medical 
advisor  to  the  American  Society  of 
Ocularists,  and  a  charter  member  of 
the  American  Society  of  Ophthalmic 
Plastic  and  Reconstructive  Surgery. 
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Yes,  Santa,  there  still  is  a  Virginia 


When  we  become  adults,  we  tend  to  forget  the 
ideas  and  beliefs  we  had  as  children.  Christmas  is 
a  time  when  many  happy  childhood  memories  are 
revived — especially  those  of  decorating  the  tree, 
family  get-togethers,  good  cooking  aromas,  candy 
canes,  gift  giving,  and  Santa  Claus.  Remember 
how  you  used  to  write  letters  to  Santa  and  how  you 
left  a  snack  of  cookies  and  milk  on  the  kitchen 
table  before  you  went  to  bed?  It  is  highly  unlikely 
that  you  would  consider  writing  letters  to  Santa 
today;  but  if  you  did,  it  might  look  something  like 
this: 

Santa  Claus 
North  Pole 
Dear  Santa, 

You  probably  don’t  remember  me  because  I  last 
wrote  to  you  forty  years  ago,  but  there  are  some 
things  I’d  like  to  request  and  I  thought  perhaps 
you  could  use  your  influence  to  get  them. 

During  this  next  year,  I  would  like  to  accomplish 
the  following: 

1.  Save  one  patient  who  has  been  given  up  for  lost. 


It’s  like  Alice  in  Wonderland 

Reprinted  from  Lackawanna  Medicine 

It  has  become  a  topsy-turvy  medical  world 
where  responsibility  and  authority  have  become 
severely  disjointed  and  lay  groups  and  paramed¬ 
ical  personnel  have  been  given  or  have  taken 
power  without  the  advice  or  consent  of  the  medi¬ 
cal  profession. 

Just  a  few  weeks  ago  I  personally  had  a  patient 
in  the  hospital  with  thrombophlebitis  in  her  left 
leg.  She  was  in  the  process  of  being  an¬ 
ticoagulated,  and  as  you  all  know,  at  times  the  ad¬ 
justing  of  anticoagulants  may  be  quite  difficult.  On 
June  26  the  following  note  was  placed  on  the  front 
of  my  patient’s  chart  and  signed  by  a  nurse:  “Dr. 
Demko,  this  patient  will  have  to  be  discharged  by 
the  twenty-eighth  unless  you  change  the  diagnosis 
and  ask  for  an  extension.  Thank  you.  Signature, 
R.N.”  Plainly  the  decision  to  continue  or  not  to 


2.  Improve  the  quality  of  survival  of  as  many  peo¬ 
ple  as  it  is  within  my  power  to  do. 

3.  Inspire  at  least  one  young  physician. 

4.  Find  more  time  to  spend  with  my  family. 

5.  Pass  my  specialty  boards  or  recertifica¬ 
tion/relicensure  exams. 

6.  Play  one  golf  game  15  under  par. 

I  would  also  like  to  see  the  following  ac¬ 
complished: 

1.  More  physicians  in  positions  of  governmental 
leadership  for  health. 

2.  Separate  federal  department  of  health  with  a 
full-time  cabinet  level  secretary. 

3.  No  reimposition  of  cost  controls  on  health. 

4.  Good  judgement  and  restraint  exercised  in  the 
formulation  of  impending  national  health  insur¬ 
ance. 

Any  assistance  you  can  give  in  fulfilling  this  list 
will  be  appreciated. 

Merry  Christmas. 

David  A.  Smith,  M.D. 
Medical  Editor 


continue  hospitalization  despite  the  validity  of  my 
judgment  was  being  usurped  by  a  nonphysician 
who  patently  had  no  responsibility  in  this  case. 

I  received  a  list  of  charges  that  are  accepted  as 
reasonable  by  the  state  of  Pennsylvania  for  home 
visits  by  Visiting  Nurses  Association.  Minimum 
charge  for  a  home  visit  is  $12.00.  Physicians,  on 
the  other  hand,  are  paid  $7.00  for  a  house  call. 

It  happens  that  I  am  on  the  board  of  directors  of 
the  Pennsylvania  Medical  Care  Foundation,  the 
advisory  body  to  the  state  PSROs.  The  federal 
government  has  stated  that  it  will  pay  for  PSRO 
activity  except  that  it  will  not  pay  members  of  the 
board  of  directors  for  their  time  expended  as 
directors  which  is  an  essential  element  of  any 
PSRO.  Oh!  They  will  pay  the  lay  people  involved; 
they  will  pay  the  lay  executive  director,  but  they 
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will  not  pay  the  directors  for  their  expertise,  which 
is  essential  for  the  running  of  a  successful  organi¬ 
zation. 

I  recently  received  the  bylaws  of  one  of  our  city 
hospitals.  In  the  bylaws  of  the  medical  staff,  the 
executive  director  (hospital  administrator)  was 
named  approximately  one  dozen  times.  He  is  not 
even  a  member  of  the  medical  staff.  The  board  of 
directors  was  named  even  more  often,  whereas 
the  chief  of  staff  was  named  approximately  ten 
times.  The  preamble  to  the  bylaws  states  (quite  in¬ 
correctly  interpreting  the  Darling  decision)  that 
the  medical  staff  is  “subject  to  the  ultimate  author¬ 
ity”  of  the  board  of  directors.  However,  the  re¬ 
sponsibility  for  the  “quality  of  medical  care” 
resides  with  the  medical  staff.  Authority  without 
responsibility  heralds  the  most  horrendous 
consequences  for  medicine  not  only  in  our  com¬ 


munity  but  in  the  entire  nation.  Authority  without 
knowledge  and  expertise  is  ludicrous. 

This  is  where  things  stand  today  in  our  commu¬ 
nity,  in  our  state,  and  in  our  nation.  If  you  think  that 
it  will  go  away  without  the  positive  action  of  all  of 
us  in  the  medical  profession,  you  are  badly  mis¬ 
taken. 

Over  the  past  eight  months  your  officers  and 
your  committees,  have  tried  to  organize  in  as  ef¬ 
ficient  a  manner  as  possible  so  that  your  society 
can  become  a  manageable  organization  for  your 
use  in  combating  this  “Alice  in  Wonderland” 
approach  to  the  health  care  system  of  this  great 
nation.  Please,  I  beg  you,  use  it! 


Joseph  N.  Demko,  M.D.,  President 
Lackawanna  County  Medical  Society 


Did  the  doctor  help  your  headache? 
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Doctors  benefit  from  Pension  Reform  Act  — part  two 


LEIF  C.  BECK,  LL.B. 

VASILIOS  J.  KALOGREDIS,  J.D. 

Bala  Cynwyd 

Last  month  we  mainly  explored 
the  effects  of  the  Pension  Reform 
Act  of  1974  on  medical  practices 
other  than  in  the  traditional  profes¬ 
sional  corporation  form.  They  con¬ 
sisted  of  changes  in  Keogh  plan 
rules,  the  establishment  of  new  “in¬ 
dividual  retirement  accounts” 
(IRA’s),  and  of  improvements  in  a 
modified  corporate  form  known  as 
“subchapter  S”  corporations. 

This  month  we  hope  to  provide 
some  background  for  our  readers 
who  are  incorporated  and  thus  are 
concerned  about  the  Act’s  impact 
on  their  retirement  plans  and 
benefits  anticipated  thereunder.  In 
the  course  of  this  discussion,  of 
course,  the  article  should  be 
similarly  useful  to  those  people 
presently  considering  converting  to 
professional  corporations. 

1.  Limits  on  Contributions — An  in¬ 
corporated  doctor’s  main  question 
about  the  Act  is  undoubtedly 
whether  it  will  affect  the  amounts 
which  may  be  contributed  to  his  re¬ 
tirement  plans.  In  most  cases  the 
answer  will  be  “no”  although  ex¬ 
tremely  high-income  physicians  will 
in  fact  become  restricted. 

Most  professional  corporations, 
and  almost  all  those  under  our  ad¬ 
vice,  maintain  plans  which  the  new 
Act  calls  “defined  contribution 
plans.’’  These  may  be  either  profit 
sharing  plans  or  “money  purchase” 
pension  plans  or  both,  neither  of 
which  depends  upon  employee 
ages  or  actuarial  input.  As  to  such 
defined  contribution  plans,  the  max¬ 
imum  amount  which  may  be  con¬ 
tributed  for  any  employee  in  a  year 
is  essentially  the  same  25  percent 
of  total  corporate  compensation  as 
in  the  past.* 

There  is,  however,  a  new  dollar 
limit  imposed  upon  contributions 


for  any  one  employee  under  such  a 
plan  or  plans.  Not  more  than 
$25,000  may  be  contributed  re¬ 
gardless  of  the  percentage  in¬ 
volved.  The  net  effect,  of  course,  is 
to  limit  the  amount  which  may  be 
contributed  for  an  employee  whose 
salary  is  over  $100,000. 

Those  doctors  participating  in  the 
other  type  of  retirement  plans,  now 
called  “defined  benefit  plans,’’  are 
even  less  affected  by  the  Act.  These 
are  the  plans  which  we  have  in  the 
past  called  “fixed  benefit  pension 
plans”  and  which  rely  both  upon 
variations  in  employees’  ages  and 
upon  rather  complex  actuarial  prin¬ 
ciples.  In  these  situations,  the  new 
limit  is  expressed  as  a  function  of 
what  each  employee’s  actual  pen¬ 
sion  will  be  when  he  retires.  His 
pension  benefit  may  not  exceed  the 
lesser  of  $75,000  per  year  or  100 
percent  of  the  average  of  his 
highest  three  years  of  salary.  The 
amount  which  may  thus  be  contrib¬ 
uted  for  an  employee-physician 
each  year  will,  of  course,  depend  on 
his  age,  but  we  doubt  that  this  new 
limit  on  benefits  will  adversely  af¬ 
fect  the  amounts  being  contributed 
for  most  doctors  in  “defined”  or 
“fixed”  benefit  pension  plans. 

The  new  Act  is  particularly  gener¬ 
ous  in  permitting  both  dollar  limits 
($25,000  for  defined  contribution 
plans,  and  $75,000  for  defined 
benefit  plans)  to  be  adjusted  an¬ 


*The  contribution  limit  for  a  profit 
sharing  plan  by  itself  is,  as  before, 
15  percent  of  the  covered  employ¬ 
ees’  compensation.  Thus,  to 
achieve  the  25  percent  maximum,  a 
profit  sharing  plan  will  have  to  be 
combined  with  a  money  purchase 
pension  plan. 


nually  to  reflect  increases  in  the 
cost  of  living.  The  measuring  period 
is  the  calendar  quarter  just  ended 
December  31,  1974;  and  hence  if  in 
1975  the  selected  index  is  10  per¬ 
cent  higher,  we  presume  the  follow¬ 
ing  year’s  limits  would  also  be  10 
percent  higher.  The  adjustment 
rules  are  to  be  developed  by  the 
Treasury  Department  in  regulations 
which  will  probably  not  be  pro¬ 
posed  or  adopted  for  many  months. 

There  are  also  special  rules  ap¬ 
plying  to  corporations  which  might 
adopt  both  a  defined  benefit  and  a 
defined  contribution  plan.  Since 
some  professional  corporations 
have  found  this  to  be  a  desirable 
combination,  these  special  rules 
are  important  to  some  doctors.  Fur¬ 
thermore,  the  extremely  high  in¬ 
come  physician  who  is  perhaps  fifty 
years  old  or  older  might  find  such  a 
combination  to  be  a  means  of  set¬ 
ting  aside  more  than  the  $25,000 
defined  contribution  figure  each 
year. 

So  long  as  the  corporate  plan  it¬ 
self  was  in  full  effect  before  the  Act 
became  law,  these  new  rules  will 
not  become  effective  for  a  consider¬ 
able  time.  They  will  first  apply  to  the 
corporation’s  fiscal  year  beginning' 
after  December  31,  1975.  If  a 
doctor’s  corporation  is  on  a  June  30 
fiscal  year,  therefore,  no  changes 
would  be  required  as  to  contribu¬ 
tions  or  benefits  until  the  year 
which  begins  July  1,  1976,  and  ends 
June  30,  1977.  Any  plans  now  or 
hereafter  adopted  must,  of  course, 
conform  to  the  new  rules  in  order  to 
be  approved  by  the  IRS. 

2.  Eligibility  -  Who  must  be  Co¬ 
vered — Pension  experts  have  gen¬ 
erally  been  alarmed  that  the  Act’s 
new  rules  on  eligibility  will  be  costly 
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Your  existing  pension  plan  has  been  affected  by 
the  enactment  into  law  of  the  Pension  Reform  Act. 
This  article  is  the  second  part  of  an  explanation  to 
help  you  understand  this  important  and  compli¬ 
cated  legislation. 


to  most  employers,  but  that  fear 
does  not  extend  to  most  profes¬ 
sional  corporations.  We  believe,  in 
fact,  that  the  new  eligibility  rules 
are  generally  quite  favorable  to  our 
clients. 

Under  the  new  rules,  for  a  person 
to  commence  plan  participation,  a 
plan  must  not  require  his  employ¬ 
ment  beyond  the  later  of  (a)  one 
year  of  employment,  or  (b)  his 
twenty-fifth  birthday.  Virtually  every 
professional  corporation  presently 
has  far  more  liberal  eligibility  rules 
already  and  hence  the  new  provi¬ 
sions  will  normally  be  highly  satis¬ 
factory.  It  is  not  yet  clear  whether 
such  existing  corporations  will  be 
allowed  to  amend  their  plans  to  fit 
the  new  rule  if  to  do  so  would  be 
contrary  to  present  or  future  aides’ 
interests  (which  would  typically  be 
the  situation  among  professional 
corporations).  At  any  rate,  the  rule 
changes  in  this  regard  are  certainly 
not  cause  for  serious  change  in  any 
physician’s  thinking  about  present 
or  future  corporate  arrangements. 

There  is  an  alternative  eligibility 
rule  which  might  become  valuable 
to  professional  corporations.  Under 


it,  a  plan  may  exclude  any  employ¬ 
ee  from  participation  for  up  to  three 
years  after  his  or  her  employment  if 
his  or  her  benefits  are  thereafter 
always  “nonforfeitable.”  This  is 
equivalent  to  the  present  Keogh 
rule  which  so  often  permits  a  doctor 
to  exclude  one  or  several  of  his 
short-term  aides  from  Keogh  partic¬ 
ipation.  Since  upon  incorporation, 
however,  a  doctor  is  as  new  an  em¬ 
ployee  as  his  aides,  a  three  year 
waiting  period  would  cut  against 
him  as  well — explaining  why  pro¬ 
fessional  corporation  plans  in¬ 
variably  cover  employees  with  only 
a  few  months  of  service. 

Several  recent  court  decisions 
have  ruled  that  a  person’s  service 
as  a  sole  proprietor  or  partner  may 
be  counted  as  “service”  when  that 
business  or  practice  incorporates.  If 
this  should  become  established  fir¬ 
mly  in  the  law  by  more  decisions,  or 
if  it  should  be  accepted  by  the  IRS 
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in  its  regulations,  then  the  three 
year  waiting  period  alternative 
would  become  significant  to  new 
professional  corporations.  A  doctor 
could  then  incorporate  and  con¬ 
tinue  the  same  three-year  waiting 
period  he  might  currently  have  in 
his  Keogh  plan.  It  is  premature  to 
assume  this  development  except  for 
a  doctor  who  is  willing  to  have  the 
question  taken  to  court,  but  we 
hope  the  IRS  will  adopt  the  newer 
posture. 

Doctors  must  also  be  aware  that 
the  Act  has  in  effect  imposed  a  new 
definition  of  “full-time”  employ¬ 
ment.  Both  corporate  and  Keogh 
plans  have  traditionally  excluded  all 
part-time  employees  by  requiring  a 
person’s  “customary  employment” 
to  be  at  least  twenty  hours  per  week 
during  at  least  five  months  of  the 
year.  This  definition  was  subject 
to  considerable  misinterpretation 
and/or  abuse.  Under  the  Act,  how¬ 
ever,  any  person  employed  for  1,000 
hours  in  the  year  must  be  treated  as 
having  a  year  of  service. 

This  new  1,000  hour  rule  will 
probably  pull  into  pension  partici¬ 
pation  a  variety  of  medical  prac¬ 
tices’  marginal  aides.  It  will  also 
cause  a  practice  to  keep  rather 
careful  records  of  cumulative  hours 
worked  by  part-time  employees  who 
are  not  intended  to  be  in  the  retire¬ 
ment  program. 

As  to  plans  in  existence  before 
the  beginning  of  1974,  these  new 
rules  will  similarly  not  apply  until 
fiscal  years  beginning  after  De¬ 
cember  31 ,  1 975.  Any  plans  adopted 
during  1974,  and  obviously  any 
plans  hereafter  drawn,  must  meet 
the  new  rules. 

3.  Vesting  Requirements — Just  as 
with  eligibility,  the  Act  has  actually 
improved  matters  for  most  profes¬ 
sional  corporations  insofar  as 
“vesting”  is  concerned.  Existing 
law  had  left  it  to  each  local  IRS  of¬ 
fice  to  determine  whether  a  cor¬ 
poration  may  establish  a  certain 
vesting  schedule,  the  criterion  in 
each  case  being  whether  that 
schedule  might  be  “discriminatory” 
against  the  lower  paid,  non-super- 
visory  employees — the  aides.  In  al¬ 
most  every  case  involving  small 
medical  corporations,  the  IRS 
required  vesting  over  a  fairly  fast 
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. . .  and  I  think  it’s  a  bone  of  contention! 


schedule  because  of  the  presumed 
turnover  rate  among  aides. 

A  ‘vesting  schedule,”  by  the  way, 
is  simply  the  schedule  of  time  over 
which  a  person’s  financial  interest 
in  the  plan  would  be  irrevocably  his 
or  hers  even  if  that  person  should 
then  leave  the  practice  for  another 
job.  It  is  the  schedule  over  which  an 
employee’s  plan  account  becomes 
“nonforfeitable,”  using  the  Act’s 
new  term  for  vesting.  The  schedule 
must,  of  course,  be  the  same  for  all 
employees  of  a  company — both  the 
doctors  and  the  aides. 

Since  most  large  commercial 
companies  were  able  to  maintain 
plans  with  almost  no  vesting  until 
actual  retirement,  Congress  felt  the 
need  to  legislate  specific  minimum 
vesting  schedules.  These  new 
schedules  are,  however,  less  re¬ 
strictive  than  professional  corpora¬ 
tions  had  typically  been  allowed  to 
establish.  Hence,  the  Act  allows 
most  medical  practices  to  extend 
considerably  the  time  before  an  em¬ 
ployee’s  plan  interest  must  be  “non¬ 
forfeitable.”  Since  amounts  for¬ 
feited  when  an  employee  leaves  the 
practice  usually  inure  either  directly 
or  indirectly  to  the  benefit  of  the 
doctors,  the  new  vesting  provisions 
are  generally  favorable  to  profes¬ 
sional  corporations. 

No  useful  purpose  would  be 
served  here  by  explaining  the  three 
alternative  vesting  schedules  au¬ 
thorized  by  the  Act.  Suffice  it  to  say 
that  under  one  of  them,  the  “rule  of 
45,”  a  doctor  age  fifty  might  be  fully 
vested  even  if  only  with  the  cor¬ 
poration  for  a  couple  of  years.  His 
newly  hired  aide  who  is  thirty-five 
years  old  might  not,  however, 
become  fully  vested  for  another  ten 
years.  This  could  not  have  been  ac¬ 
complished  before  the  Act,  but  such 
are  the  strange  workings  of  pension 
law. 

The  three  new  alternative  vesting 
arrangements  are  merely  minimum 
standards  all  plans  must  meet.  No 
one  of  the  three  is  uniquely  the  best 
for  all  medical  practices,  and  hence 
each  incorporated  doctor  will  have 
to  consider  with  his  advisors  which 
choice  to  be  made  for  his  own  plan. 
Furthermore,  many  professional 
corporations  will  wish  to  maintain 
their  present  schedules  rather  than 


amend  downwards  to  meet  the  new 
minimum  rules.  For  instance,  a  fair 
number  of  small  medical  corpora¬ 
tion  plans  provide  for  immediate  or 
nearly  immediate  full  vesting  since 
the  doctors  themselves  want  to  as¬ 
sure  that  their  own  interests  will  not 
be  forfeited  if  any  of  them  should 
change  employment.  Taking  advan¬ 
tage  of  the  Act’s  new  rules  would 
not  be  desirable  in  such  situations. 

4.  Funding  Requirements — “De¬ 
fined  benefit”  plans,  the  type  which 
require  actuarial  calculations,  have 
always  been  much  more  compli¬ 
cated  to  handle  than  our  preferred 
“defined  contribution”  plans.  The 
Act  has  now  increased  still  further 
the  complexity  of  defined  benefit 
plans  to  the  point  that  we  are  flatly 
opposed  to  their  use  in  all  profes¬ 
sional  corporation  cases  unless 
there  are  overwhelming  economic 
advantages  involved.  The  various 
new  funding  requirements  for 
defined  benefit  plans  will  thus  not  be 
discussed  in  this  article. 

The  new  law  does  provide  a  new 
break  in  the  timing  for  making  tax 
deductible  contributions  to  any  type 
of  plan.  It  permits  all  employers, 
including  those  on  a  cash  basis  of 
accounting  to  make  and  deduct 
contributions  for  a  year  even  after 
that  year  has  ended.  They  will  still 
be  deductible  if  made  within  a 
“grace  period”  which  runs  until  the 
date  for  filing  the  corporation’s  in¬ 
come  tax  return  for  that  year 
(including  extensions).  This  will  be 
a  real  break  for  physicians  and  their 


advisors  since  almost  all  medical 
practices  operate  on  a  cash  ac¬ 
counting  basis.  It  should  reduce 
somewhat  the  very  difficult  year- 
end  calculations  of  pension  and 
profit  sharing  contributions  which 
were  so  often  mere  guesses  made 
before  real  accounting  information 
was  actually  on  hand. 

In  taking  advantage  of  the  new 
“grace  period”  rule  (which,  by  the 
way,  does  not  become  effective  for 
several  years  in  the  case  of  pre-ex¬ 
isting  plans),  doctors  and  their  ad¬ 
visors  should  be  careful  to  avoid  a 
possible  tax  trap.  In  any  profit 
sharing  plan  calling  for  annual 
decisions  on  amounts  to  be  contrib¬ 
uted  (a  “discretionary”  profit 
sharing  plan),  the  liability  must  be 
established  before  the  year  actually 
ends  if  a  grace  period  contribution 
is  to  be  deductible.  The  IRS  main¬ 
tains  that  this  liability  is  created 
only  when  the  board  of  directors 
has  authorized  the  amount  to  be 
contributed  and  the  undertaking 
has  been  communicated  to  the  em¬ 
ployees  concerned.  Therefore,  if  a 
medical  corporation  decides  to 
delay  contributing  until  the  grace 
period,  it  should  be  sure  these  two 
steps  have  been  taken  in  writing 
(for  proof  in  case  of  an  IRS  audit) 
before  the  fiscal  year  ends. 

5.  Fiduciary  Standards — One  of  the 

main  reasons  for  the  Act’s  adoption 
had  been  reports  of  widespread 
misuse  of  corporate  retirement 
funds.  The  employing  companies 
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and  persons  who  controlled  those 
companies  had  too  often  caused 
the  trust  funds  to  be  used  for  pur¬ 
poses  not  particularly  for  the 
“exclusive  benefit”  of  the  employ¬ 
ees  covered  by  the  plans.  There¬ 
fore,  a  very  strict  new  set  of 
fiduciary  standards  have  been  set 
forth  and  they  will  be  enforceable 
by  the  U.S.  Department  of  Labor  as 
well  as  by  the  IRS. 

The  new  law  broadly  defines 
“fiduciary”  to  include  any  person 
who  exercises  any  discretionary 
control  with  regard  to  the  manage¬ 
ment  or  administration  of  the  plan 
of  its  assets,  or  who  renders  invest¬ 
ment  advice  to  the  plan  for  a  fee  or 
other  compensation.  These  people 
will  be  subject  to  a  strict  “prudent 
man”  rule  in  the  discharge  of  their 
duties.  For  example,  the  plan 
fiduciaries  must  diversify  the  plan 
assets  so  as  to  minimize  the  risk  of 
large  losses,  unless  it  would  clearly 
not  be  prudent  to  do  so  under  the 
circumstances.  This  will  cause 
serious  question  whether  a  small 
corporate  plan  may,  for  instance, 
invest  most  of  its  moneys  in  a  piece 
of  land  or  a  single  stock — an 
approach  taken  by  quite  a  few 
doctors’  plans  to  date. 

A  fiduciary  who  breaches  the 
fiduciary  standards  may  be  subject 
to  personal  liability  for  the  breach. 
Furthermore,  a  co-fiduciary  could 
also  become  liable  for  the  other’s 
breach  unless  he  exercised  his  own 
efforts  to  stay  informed  and  make 
his  own  decisions.  Simply  put,  more 
care  than  ever  must  be  exercised  in 
this  area;  it  becomes  imperative  to 
seek  expert  advice  before  taking 
any  steps  that  are  even  slightly 
questionable  since  the  potential  for 
civil  liability  is  present.  The  Act  also 
makes  any  provisions  in  the  plan  or 
trust  agreement  relieving  a  fidu¬ 
ciary  from  responsibility  for  breach 
of  his  duties  void  and  ineffective. 

Along  with  the  general  require¬ 
ments  of  fiduciary  care,  the  Act  sets 
forth  a  specific  list  of  absolutely 
“prohibited  transactions.”  Under 
this  list,  a  pension  or  profit  sharing 
fund  may  under  no  circumstances 
enter  into  these  deals  with  a  “party 
in  interest”:  the  sale  of  any  proper¬ 
ty;  the  leasing  of  any  real  estate  or 
equipment;  the  lending  of  cash  or 


credit;  etc.  And  the  list  of  persons 
defined  as  “parties  in  interest”  is 
long  enough  to  include  almost  any¬ 
one  closely  tied  to  the  corporation: 
the  corporation  itself;  its  officers, 
directors,  10  percent  or  more  share¬ 
holders  or  highly  paid  employers; 
certain  family  relatives  of  such 
persons;  and  commonly  controlled 
separate  businesses;  etc. 

Suffice  it  to  say  that  any  doctor 
considering  some  special  use  of  his 
corporate  (or  Keogh)  retirement 
fund  should  be  sure  to  clear  it  with 
his  advisors  before  doing  so.  The 
old  ideas  of  having  his  plan 
purchase  land  for  the  corporation’s 
new  medical  building,  of  having  his 
plan  invest  in  a  mortgage  on  his 
own  home,  etc.  should  now  be 
taboo. 

There  is  one  major  exception  by 
which  a  doctor  might  still  make 
some  personal  use  of  his  retirement 
fund.  A  trust  may  still  lend  money  to 
a  participating  employee  even  if  he 
is  a  “party  in  interest.”  However, 
such  loans  must  be  available  to  all 
participating  employees  on  a  non- 
discriminatory  basis  (including  the 
amounts  made  available  for  bor¬ 
rowing  which  need  not  be  restricted 
by  the  participant’s  vested  interest 
in  the  plan),  must  bear  a  reasonable 
rate  of  interest,  and  must  be  ade¬ 
quately  secured. 

A  physician  should  not  read 
much  real  opportunity  into  this  bor¬ 
rowing  permission.  To  comply  with 
the  Act,  any  such  loan  must  be 
repaid  within  a  reasonable  period  of 
time,  and  any  signs  of  self-dealing 
might  spell  real  trouble.  Therefore, 
unless  a  physician  is  willing  to  treat 
the  loan  from  the  plan  as  he  would 
a  loan  from  a  bank,  then  we  urge 
that  he  not  borrow  from  the  plan.  If 
he  considers  his  borrowing  from  the 
plan  a  convenience  to  himself,  we 
have  rarely  found  his  thereafter 
paying  it  back  to  be  a  convenience. 
We  consider  it  preferable  for  a 
doctor  to  assume  the  money  is  ab¬ 
solutely  unavailable  so  he  will  resist 
any  temptations  which  could  lead  to 
greater  trouble. 

6.  Disclosure  Requirements — The 

Act  calls  for  extensive  additional 
reporting  to  both  the  IRS  and  the 
Labor  Department.  These  require¬ 
ments  are  not  of  a  substantive  na¬ 


ture  but  will  result  in  additional  pro¬ 
cedural  burdens  on  plans  and  their 
advisors.  Some  of  the  new  rules,  by 
the  way,  require  information  being 
submitted  periodically  to  all  em¬ 
ployees  participating  in  the  plans — 
something  which  small  professional 
corporations  have  typically  ignored 
in  the  past.  All  plans  must  comply 
with  the  various  new  reporting 
provisions,  whether  one  employee 
or  thousands  are  involved. 

In  addition  to  the  details  these 
new  requirements  impose,  they  will 
undoubtedly  add  considerably  to 
the  costs  of  administering  retire¬ 
ment  plans.  Where  the  plans  are 
trusteed  by  banks,  we  would  as¬ 
sume  their  compensation  schedules 
will  have  to  be  increased.  Where 
the  plans  are  trusteed  instead  by  in¬ 
dividuals  (usually  the  doctors  them¬ 
selves),  the  fees  charged  by  ac¬ 
countants  and  pension  administra¬ 
tive  companies  will  similarly  be  in¬ 
creasing. 

7.  Conclusions — This  article  has 
barely  scratched  the  surface  of  one 
of  the  most  complex  pieces  of  legis¬ 
lation  written.  Despite  that  com¬ 
plexity,  however,  the  Pension  Re¬ 
form  Act  will  not  usually  present 
overwhelming  problems  to  any  but 
a  handful  of  incorporated  physi¬ 
cians.  It  may  discourage  some  mar¬ 
ginal-income  physicians  from  incor¬ 
porating,  since  the  Keogh  plan  al¬ 
ternative  is  so  improved;  but  most 
doctors  should  find  it  no  serious 
factor  in  deciding  whether  to  incor¬ 
porate. 

Finally,  the  Act’s  many  provisions 
will  require  every  existing  plan 
(both  corporate  and  Keogh)  to  be 
amended  extensively.  Some  of 
these  amendments  may  be  required 
in  the  near  future,  while  others  may 
be  deferred  for  upwards  of  two 
years.  Lawyers’  efforts  involved  in 
amending  each  plan  and  then 
having  each  revised  plan  approved 
anew  by  the  IRS  will  be  time-con¬ 
suming  and  costly.  Since  the  work 
and  expense  involve  little  that  is 
seriously  adverse  to  medical  cor¬ 
poration,  however,  we  believe  they 
should  be  tolerated  with  a  sense  of 
relief.  Considering  how  severely 
early  drafts  of  the  Act  would  have 
treated  professional  corporations, 
the  end  result  is  a  good  one. 
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State  psychiatric  society 
adopts  position  paper 
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control  and  the  use  of  this  data  by 
public  officials  and  others  demands 
that  broad  legislative  action  be  un¬ 
dertaken  to  supervise,  control,  limit 
to  appropriate  persons,  and  insure 
that  accountability  be  established  in 
each  of  these  areas.  We  applaud 
and  support  present  legislative 
efforts  to  define  and  insure 
patient/psychotherapist  confiden¬ 
tiality. 

2.  A  concern  for  the  patients’  hu¬ 
manity  involves  human  dignity, 
rights  to  privacy,  appropriate  con¬ 
fidentiality,  and  civil  and  legal  rights. 
This  consideration  is  not  only  moral, 
but  important  and  necessary  for 
good  treatment.  These  rights  must 
be  available  and  safeguarded.  They 
must  be  worked  out  to  accommodate 
the  best  treatment  in  the  most  appro¬ 
priate  manner  possible.  The  es¬ 
tablishment  of  review  and  advocacy 
systems  may  assist  in  this  goal,  but 
must  in  themselves  be  subject  to 
safeguards  of  both  individual  and 
community  rights. 

3.  In  the  community  mental  health 
centers  and  programs  that  have  de¬ 
veloped  since  1966  we  see  much 
that  is  good  but  also  much  that  is 
cause  for  concern. 

(a)  There  are  serious  gaps  in  the 
treatment  services,  delivery,  and  its 
system  of  administration.  Public 
treatment  services  and  private  treat¬ 
ment  services  are  increasingly  sepa¬ 
rated.  Continuity  of  care  is 
frequently  lacking.  In  the  public 
area,  increasing  monetary  charges 
to  patients  are  making  it  too  expen¬ 
sive  to  use  these  services  for  low  in¬ 
come  people  who  are  not  on  public 
assistance.  This  leads  to  risk  of 
exclusion  of  these  people  from 
public  treatment  services.  In  addi¬ 
tion  standards,  accountability,  and 
evaluations  for  results  and  costs 
should  be  determined  in  both  the 
public  and  the  private  treatment 
service  areas.  The  1966  Act  man¬ 
dated  this  in  the  public  area,  but  it 
has  never  been  adequately  and  com¬ 
pletely  implemented. 

(b)  Another  problem  results  from 
the  manner  in  which  some  public  ad¬ 


ministrative  activities  and  some 
treatment  services  are  moving 
toward  social  and  political  domina¬ 
tion  and  further  away  from  leader¬ 
ship  of  mental  health  professionals. 
Some  nonmedical  people,  at  times 
validly  critical  of  restricted  or 
“super-specialized”  medical  and 
psychiatric  professionals,  have  at 
other  times  created  for  a  variety  of 
reasons  of  their  own,  a  stereotype 
so-called  "medical  model”  which 
they  deride,  ridicule,  and  declare 
outmoded.  Meanwhile,  their 
frequent  attempt  is  to  push  aside 
and  downgrade  the  medical  and  psy¬ 
chiatric  contributions  rooted  in 
broad  based  biological,  psy¬ 
chological,  and  social  determinants. 
They  wish  to  substitute  their  own  re¬ 
stricted  views  and  sometimes  social 
and  political  activism  as  an  alternate 
solution.  With  this  imbalance  in  ef¬ 
fect  the  patient,  the  public,  and  the 
professionals  interested  in  mental 
health  services  are  set  backwards. 
Destructive  consequences — as  seen 
by  massive  precipitous  experiments 
in  California,  New  York,  and  other 
places  can  be  avoided  if  we  profit  by 
others’  experiences  and  correct  our 
own  situation  in  time. 

(c)  Some  lay  organizations  and 
some  state  planners  are  promoting 
schemes  to  remove  patients 
abruptly  from  Pennsylvania’s  state 
mental  hospitals  into  the  community. 
The  state  planning,  already  said  to 
have  cost  between  $500,000  and 
$1,000,000,  has  progressed  at  times 
with  secrecy  (the  Bolton  Associates 
were  instructed  at  times  with  whom 
not  to  talk)  and  often  with  exclusion 
of  broad  factual  studies  and  experi¬ 
enced  clinical  and  professional 
input.  We  have  reason  to  believe  that 
some  of  this  continues.  However,  a 
present  and  new  planning  effort 
gives  hope  for  better  balanced  input 
even  though  the  factual  base  is  still 
lacking  in  some  areas,  and  the  in¬ 
tended  goals  often  seem  already  to 
have  been  decided.  We  condemn 
these  a  priori  administrative  tactics 
in  approaching  so  vast  a  project. 

The  Pennsylvania  Psychiatric  So¬ 


ciety  favors  a  comprehensive  study 
of  the  community  mental  health 
centers  and  programs,  their  pa¬ 
tients,  their  treatments,  their  thera¬ 
peutics,  and  their  costs.  In  the  area 
of  therapists  we  are  including  psy¬ 
chiatrists,  as  well  as  other  thera¬ 
pists.  The  Society  offers  to  assist  in¬ 
dependently  in  determining  the 
roles  and  contributions  of  psychia¬ 
trists  in  treatment  activities  as  part 
of  this  overall  study.  Furthermore,  in 
each  catchment  area  the  need  for  in¬ 
patient  hospital  and  other  residen¬ 
tial  treatments,  whether  in  the  public 
or  private  service  areas,  needs  to  be 
determined  in  the  light  of  local 
resources  and  developing  treatment 
efforts  and  results.  Improved  care 
for  discharged  hospital  patients  is 
necessary.  However,  we  have 
learned  from  other  states  that 
precipitous  and  massive  discharge 
prematurely  from  hospitals  into 
communities  without  resources  and 
facilities  cannot  be  tolerated.  This 
scheme  becomes  a  cruel  hoax  when 
preemptorily  ordered  without  assur¬ 
ances  of  consequences  by  those  in 
control  of  public  monies. 

Patient  treatment  concern,  re¬ 
sponsibility,  and  accountability 
safeguards  are  essential.  They 
cannot  be  appropriated  at  whim  and 
will. 

(d)  Gaps  exist  in  the  incomplete 
and  inadequate  treatment  service  to 
children  and  youth,  the  elderly,  and 
to  the  chronically  ill.  Input  from  psy¬ 
chiatrists  and  other  specialists  in 
these  areas  will  shortly  be  available 
for  consideration  in  these  program 
service  areas. 

4.  A  scheme  called  the  “single 
entry”  system  proposes  that  no  pa¬ 
tient  can  be  sent  to  a  hospital  (or 
presumably  to  any  other  public  or 
community  treatment  program)  ex¬ 
cept  by  a  single  admission  source 
controlled  by  the  community  mental 
health  center  or  program.  This  “ad¬ 
mission  office”  or  person  need  not 
be  a  physician  or  psychiatrist,  al¬ 
though  presumably  diagnosis  and 
treatment  plans  are  involved.  How 
can  this  be  any  possible  advantage 
to  the  patient?  Why  is  it  proposed? 

The  Pennsylvania  Psychiatric  So¬ 
ciety  thoroughly  and  completely  op¬ 
poses  this  plan.  This  decision  of 
treatment  planning  requires  profes- 
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sional  and  expert  input.  In  addition, 
both  public  and  private  professional 
therapists  should  have  equal 
freedom  of  entry  to  service  re¬ 
sources  for  their  patients  who  need 
help.  To  exclude  is  not  a  prerogative 
of  administrative  or  lay  leadership. 

5.  (a)  There  is  evidence  that  in  some 
instances  patients  have  been  in¬ 
fluenced  or  pressured  away  from 
private  psychiatric  treatment  and 
that  unwitting  patients  have  been 
coerced  from  hospitals  into  the  com¬ 
munity  mental  health  system.  It  is 
difficult  to  determine  how  wide¬ 
spread  this  is.  However,  whenever  it 
occurs  this  is  an  abuse  of  the  gov¬ 
ernment’s  power,  authority,  and 
money.  It  makes  a  mockery  of  the 
welfare  and  rights  of  both  patients 
and  public.  It  must  be  stopped. 

(b)  Recent  study  shows  that  in 
certain  community  mental  health 
centers  and  programs,  study,  diag¬ 
nosis,  and  treatment  are  carried  on 
.completely  without  physician  psy¬ 
chiatrists.  While  many  treatment 
contributions  from  mental  health 
professionals  in  psychology,  social 
work,  and  nursing  have  their  place, 
each  has  separate  as  well  as 
overlapping  expertise.  If  the  com¬ 
munity  mental  health  center  and 
program  includes  medical  areas 
without  proper  licensing,  profes¬ 
sional  and  clinical  qualifications, 
and  standards,  this  treatment  serv¬ 
ice  is  a  deception  and  deviation  that 
cannot  be  supported — legally  or 
morally. 

Is  this  the  evolving  public  mental 
health  center  and  program  model? 
The  Pennsylvania  Psychiatric  Soci¬ 
ety  cannot  agree  that  it  should  be  so. 

6.  Along  with  this  criticism  of  cer¬ 
tain  treatment  services,  a  similar 
and  related  thrust  has  been  to 
remove  the  requirement  that  the  su¬ 
perintendent  of  a  state  mental  hospi¬ 
tal  be  a  physician.  Where  treatment 
and  clinical  considerations  are  par¬ 
amount,  an  alternative  leadership  is 
being  proposed.  This  leadership 
would  be  determined  by  social  and 
political  considerations.  The  same 
criticism  applies  to  numerous  ad¬ 
ministrative  and  board  structures 
where  the  diminution  or  abolition  of 
professional  input  is  a  frequently  ob¬ 
served  trend. 

The  Pennsylvania  Psychiatric  So¬ 


ciety  deplores  this  trend  and 
imbalance  and  calls  for  a  return  to 
an  appropriate  fitting  together  by 
recognizing,  supporting,  valuing, 
and  demanding  leadership  from 
mental  health  professionals. 

7.  The  1966  Act  did  not  integrate  the 
state  mental  hospitals  with  the  com¬ 
munity  programs.  Recently  some 
current  planners  have  suggested 
that  the  state  mental  hospitals  be 
abolished  altogether.  The  Pennsyl¬ 
vania  Psychiatric  Society  knows  that 
along  with  newer  short-term  treat¬ 
ments,  the  state  mental  hospitals 
have  an  essential  treatment  con¬ 
tribution  in  the  care  of  intermediate 
illness,  and  especially  in  long-term 
care.  The  state  hospital  must  be  in¬ 
tegrated  closely  with  the  community 
resources,  both  public  and  private. 
Furthermore,  the  contribution  of 
each  state  hospital  may  vary 
depending  on  the  resources  of  each 
catchment  area.  No  blanket  direc¬ 
tive  can  answer  the  question  of 
treatment  need.  But  outmoded, 
duplicating,  or  unneeded  facilities 
cannot  be  continued  or  justified. 

8.  In  the  long  needed  study  of  cost 
and  accounting,  the  Pennsylvania 
Psychiatric  Society  thinks  that 
economy,  savings,  and  elimination 
of  expensive  and  unnecessary 
duplications  can  result  from  in¬ 
tegrating  private  resources,  per¬ 
sonnel,  agencies,  and  institutions 
vis-a-vis  the  public  program  by  the 
means  of  appropriate  contracting. 

The  Psychiatric  Society  also 
deplores  the  so-called  administra¬ 
tive  “SINGLE  STREAM”  funding. 
This  means  putting  mental  health, 
mental  retardation,  institutional,  and 
community  mental  health  monies 
together.  In  “single  stream”  the  ac¬ 
countability  for  allocation  decisions 
becomes  obscure.  No  field  can  be 
assured  of  its  fair  and  continuing 
proportions. 

We  urge  the  continuation  of  the 
separation  of  accounts,  with  a  clear 
accounting  of  where  the  money  is 
being  assigned.  We  also  want  the 
public  to  know  how  the  amounts  are 
determined  and  allocated. 

9.  We  are  greatly  concerned  with 
recent  fragmentation  and  isolation 
of  services  in  alcoholism  and  drug 
addiction.  We  attribute  this  trend, 
with  its  proliferation  of  agencies  and 


administrative  personnel  and  lack  of 
treatment  progress,  to  be  the  result 
of  inadequate  and  poor  long-range 
planning.  The  focus  must  return  to 
treatment  delivery  services.  We  rec¬ 
ommend  that  these  can  be  improved 
when  they  are  integrated  with  the 
community  mental  health  system 
and  programs  and  with  more  tradi¬ 
tional  treatment  programs.  This  rec¬ 
ommends  a  return  to  the  main 
stream  of  mental  health  treatment 
services. 

10.  Recent  legislative  proposals 
aimed  at  correcting  commitment 
defects  in  the  1966  Act  suffer  from 
their  own  serious  defects.  Legal  at¬ 
tempts  which  narrowly  define 
“severe  mental  illness”  solely  in 
terms  of  “clear  and  immediate 
danger  to  self  or  others”  make  it  im¬ 
possible  to  consider  other  equally 
destructive,  if  less  dramatic,  emo¬ 
tional  and  mental  dangers  as  cause 
for  commitment. 

While  we  encourage  voluntary 
hospital  admission  alone  as  the  ul¬ 
timate  aim,  society  still  needs  means 
to  commit  certain  of  the  mentally  ill 
who  cannot  be  treated  otherwise. 

The  Pennsylvania  Psychiatric  So¬ 
ciety  will  continue  to  cooperate  in 
seeking  an  acceptable  solution,  but 
a  fresh  approach  will  be  needed  if 
last  year’s  experience  is  considered. 

Further  data,  information,  elabo¬ 
ration  or  discussion  is  available  from 
the  Society  for  those  who  may  wish 
it. 

Pennsylvania  Psychiatric  Society 
20  Erford  Road 
Lemoyne,  Pa.  17043 
(717)  238-1635 
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Review  of  candidal  vaginitis — 
use  of  candicidin  in  its  treatment 


HOWARD  BALIN,  M.D. 
Philadelphia 


W  AGINITIS  is  one  of  the  more 
v  frequent  problems  facing  the 
practicing  gynecologist  in  his  day- 
to-day  work.  Among  the  primary 
organisms  most  frequently  involved 
are  Candida  albicans,  Trichomonas 
vaginalis,  Hemophilus  vaginalis 
(Corynebacterium  vagin  ale),  and 
various  other  bacteria  (e.g.,  Strep¬ 
tococci  and  Escherichia  coli). 

In  the  past  decade,  Candida  al¬ 
bicans  has  been  regarded  in  many 
gynecologic  circles  as  the  most 
common  cause,  accounting,  as  it 
does,  for  up  to  60  percent  of  all 
cases  of  vaginitis,  either  alone  or  in 
combination  with  Trichomonas  va¬ 
ginalis.2'6  This  contrasts  with  the 
situation  fifteen  to  twenty  years  ago 
when  most  workers  found  Tricho¬ 
monas  vaginalis  to  be  responsible 
for  60-70  percent  of  all  cases. 

The  reasons  for  this  increase  or 
relative  increase  are  probably 
based  on  several  factors,  such  as 
the  increased  use  of  broad-spec¬ 
trum  antibiotics,  adrenocortical 
steroids,  and  oral  contraceptives,  in 
addition  to  “unmasking”  due  to 
more  effective  treatment  of  Tricho¬ 
monas  vaginalis.  Broad-spectrum 
antibiotics  probably  act  by  altering 
the  normal  bacterial  flora,  allowing 
overgrowth  of  Candida  species.11 
Steroids  presumably  mediate  their 
effect  through  changes  in  cell 
carbohydrate,  and  oral  contracep¬ 
tives  could  act  in  a  similar  manner. 
Some  doubt  has  recently  been  cast 
on  the  “pill”  as  a  significant  factor 
in  the  etiology  of  candidiasis.  How¬ 
ever,  if  we  accept  the  possibility  of 
the  male  acting  as  a  carrier  of  the 
organism,  increased  use  of  the  oral 
contraceptive,  as  it  lessens  the 
need  for  the  use  of  condoms  or 
other  means  of  contraception,  could 
be  important,  especially  in  commu¬ 
nities  where  multiple  coital  partners 
are  accepted.  Recent  work  has, 


indeed,  shown  that  spermicidal 
foams  and  creams  may  exert  a  pro¬ 
tective  effect  against  a  number  of 
possible  vaginal  pathogens,  in¬ 
cluding  Candida.12 

Vaginitis  due  to  Candida  presents 
a  vulvar  irritation  which  may  be  in¬ 
tense,  associated  with  a  vaginal 
discharge,  which  typically  is  white 
and  cheese-like,  although  it  may  be 
of  any  character  (Fig.  1).  Dy- 
spareunia  is  very  common,  and 
frequency  and  dysuria  are  often 
noted.9.10  The  reason  for  these 
symptoms  is  presumably  the  in¬ 
volvement  of  the  vulvar  area  and  in- 
troitus,  although  Candida  has  been 
cultured  from  the  urethra  and 
bladder  of  women  with  vaginitis. 
Genitourinary  symptoms,  however, 
rarely  require  treatment  beyond  the 
local  therapy  for  the  vulvovaginitis. 
On  clinical  examination  the  vulva 
may  be  red,  swollen,  and  ex¬ 
coriated;  and  vaginal  examination 
usually  reveals  some  degree  of 
erythema,  leukorrhea,  and  some¬ 


times  adherent  thrush-like  plaques 
(Fig.  1). 

The  pH  of  candidal  leukorrheal 
secretion  tends  towards  5.0  as  com¬ 
pared  to  the  normal  vaginal  pH 
which  has  been  estimated  to  be  in 
the  area  of  4.O.1  Microscopic  confir¬ 
mation  is  determined  by  examina¬ 
tion  of  a  wet  mount  for  candidal 
spores  and  hyphae.  This  may  be  ac¬ 
complished  with  normal  saline  or, 
for  greater  accuracy,  with  10  per¬ 
cent  solution  of  potassium  hy¬ 
droxide,  which  renders  their  fea¬ 
tures  more  easily  identifiable  from 
other  cellular  debris  and  white 
blood  cells.  Confirmation  by  culture 
can  also  easily  be  obtained  by  use 
of  several  media,  the  most  com¬ 
monly  used  being  Nickerson’s  me¬ 
dium,  on  which  brown-black  colo¬ 
nies  appear  after  incubation  for 
forty-eight  to  ninety-six  hours  at 
room  temperature1  (Fig.  2). 

Whereas  diagnosis  of  vaginal 
candidiasis  is  relatively  straightfor¬ 
ward,  apparent  clinical  and  micro- 
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Figure  2.  Nickerson  culture  medium,  c.  albicans  colonies  are  brownish-black. 
(Reproduced  by  permission  of  American  Family  Physician.) 


biologic  cure  after  therapy  is  often 
compounded  by  re-emergence  of 
symptoms,  especially  at  the  time  of 
the  subsequent  menses.  Candidal 
reinfection  by  similar  organisms 
from  the  patient’s  own  intestinal 
tract  may  be  the  cause  of  this;  but 
exposure  to  a  male  carrier,  or 
recrudescence  of  quiescent  infec¬ 
tion  of  Skene’s  glands  or  the  en- 
docervical  glands  is  also  a  possibil¬ 
ity.  The  predominance  of  recur¬ 
rence  of  symptoms  at  the  time  of 
the  next  menses  is  probably  con¬ 
nected  with  changes  in  vaginal  pH 
at  that  time. 

Treatment  of  vaginal  candidiasis 
over  the  years  has  been  by  a  variety 
of  local  agents  of  which  recently  the 
most  specific  have  been  the  topical 
antifungal  antibiotics.  Older  rem¬ 
edies  such  as  gentian  violet  are 
still  favored  under  certain  resistant 
conditions. 

Materials  and  Methods 

The  present  study  was  designed 
to  demonstrate  the  efficacy  of  can- 
dicidin  ointment  (Vanobid®  oint¬ 
ment,  Merrell-National  Labs.).  It 
contains  0.6  mg  of  candicidin  activi¬ 
ty  in  each  gram  of  petrolatum  base 
ointment.  Previous  studies  have 
reported  80-100  percent  cure  rates 
in  patients  afflicted  with  candidal 
vaginitis.4-5 


Candicidin  is  a  fungistatic  and 
fungicidal  antibiotic  derived  from  a 
soil  organism  similar  to  Strep- 
tomyces  griseus,  and  is  a  vague  rel¬ 
ative  of  nystatin.  Its  activity  was  first 
noted  in  1948;  and  when  purified, 
the  active  antibiotic  was  found  to 
have  a  high  degree  of  “in  vitro”  ac¬ 
tivity  against  various  fungi  including 
several  species  of  Candida.  Its  first 
clinical  application  in  vaginal  can¬ 
didiasis  was  in  1954. 3  However,  it 
was  not  generally  available  until 
1964.  The  drug  is  not  significantly 
absorbed  either  orally  or  topically,7 
and  the  incidence  of  side  effects 
and  adverse  reactions  is  very  low. 
Occasional  slight  vulvar  irritation 
has  been  reported  following  vaginal 
application. 


Sixty  patients  from  the  inves¬ 
tigator’s  practice  were  studied.  All 
presented  with  clinical  symptoms 
and  signs  of  vaginitis  but  were 
otherwise  healthy.  No  diabetic  or 
menopausal  patients  were  admitted 
to  the  study.  Likewise,  first  tri¬ 
mester  pregnant  patients,  those 
requiring  antibiotics  concurrently, 
and  those  with  obvious  hormonal 
unbalance,  or  those  who  had  been 
treated  within  one  week  for 
vaginitis  of  any  origin  were 
excluded.  Diagnosis  was  based  on 
history  and  clinical  examination 
supported  by  microscopic  examina¬ 
tion  of  the  vaginal  secretions.  For 
the  purposes  of  assessing  clinical 
response,  a  numerical  rating  from 
0-3  was  given  for  symptoms  of 
discharge,  pruritus,  and  burning — 1 
corresponding  to  mild,  2  to  moder¬ 
ate,  and  3  to  severe.  Erythema, 
edema,  cervicitis,  and  leukorrhea 
were  similarly  rated  on  clinical  ex¬ 
amination.  Confirmation  of  the 
clinical  and  microscopic  diagnosis 
was  by  culture  of  the  secretions  on 
Nickerson’s  medium;  and  without 
positive  culture,  no  patient  was  con¬ 
tinued  in  the  study.  Infection  by 
Trichomonas  vaginalis  was  elimi¬ 
nated  by  light  microscopy  and  cul¬ 
ture  of  the  secretions  on  Simplified 
Trypticase  Serum  medium.  Any  pa¬ 
tient  with  evidence  of  Trichomonal 
infection  or  symptomatology  or  pos¬ 
sible  history  of  exposure  to 
gonococcal  infection  was  excluded. 

Each  patient  was  instructed  to  in¬ 
sert  one  applicatorful  (5  gm)  of  can¬ 
dicidin  ointment  high  in  the  vagina 
twice  daily  for  fourteen  days, 
inclusive  of  days  of  menses  if  it  oc¬ 
curred  during  the  course  of  treat- 


TABLE I 


Pretreatment  Evaluation  of  Symptoms  and  Physical  Findings 


Symptoms  and 
Physical  Findings 

Distribution  according  to  Scores* 

0 

1 

2 

3 

Discharge 

1  (1.8%) 

2  (3.6% ) 

28  (50.9%) 

24  (43.6% ) 

Pruritus 

14  (25.4%) 

3  (5.4%) 

18  (36.3%) 

20  (39.3%) 

Burning 

22  (40.0%) 

2  (3.6% ) 

20  (36.3%) 

11  (20.0%) 

Erythema 

18  (32.7%) 

1 2  (21 .8% ) 

21  (38.1%) 

4  (7.2%) 

Edema 

17  (30.9%) 

1 7  (30.9% ) 

20  (36.3%) 

1  (1.8%) 

Cervicitis 

54  (98.2%) 

0 

1  (1.8%) 

0 

Leukorrhea 

0 

0 

12  (21.8%) 

43  (78.2%) 

*  0  =  none  1  = 

mild  2  =  moderate  3  —  severe 
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Treatment 

Period 

1  course 
(14  days) 

2  courses 
(28  days) 

TOTAL 

Oral  contracep¬ 
tives  used 


TABLE  II 

Results  of  Treatment 
No. 

Patients 


52 

3 

55 

17 


Cures  + 

48  (94.2%) 

1  (33.0%) 

49  (89.9%) 
15  (88.0%) 


Results* 


Failures 

4 

2 

6 

2 


'Microbiologic  and  clinical  results  30  days  after  the  last  course  of  treatment. 

+  Microbiologic  cure  =  negative  culture  results. 

Clinical  cure  =  no  signs  or  symptoms  present. 


ment.  Abstinence  from  intercourse 
or  the  husband’s  use  of  a  condom 
was  advised.  Between  three  and 
five  days  after  treatment,  the  patient 
was  reassessed  according  to  the 
initial  clinical  and  laboratory  para¬ 
meters.  In  addition,  the  dates  of 
^  onset  of  relief  and  complete  relief 
were  noted,  if  applicable.  If  Candida 
was  still  present,  a  second  fourteen- 
day  course  of  treatment  was  insti¬ 
tuted.  Final  evaluation  was  per¬ 
formed  twenty-eight  to  thirty-five 
days  after  the  end  of  therapy,  when 
examinations  and  cultures  were 
repeated.  Microbiologic  cure  im¬ 
plied  completely  negative  culture 
results.  Clinical  outcome  was  as¬ 
sessed  as  complete  cure  when  no 
symptoms  or  signs  were  present,  in 
contrast  to  ratings  of  partial  cure  or 
failure.  By  partial  cure  our  criteria 
H  allowed  for  residual  leukorrhea,  but 

no  other  symptoms  or  signs. 

Results 

Of  the  sixty  patients  who  entered 
the  study,  five  were  rejected  for 
final  analysis.  One  failed  to  return 
for  follow-up,  three  did  not  have 
positive  initial  culture  for  Candida, 
and  one  was  entered  into  the  study 
j  twice  several  weeks  apart;  the  sec¬ 

ond  of  these  case  reports  was  dis¬ 
carded.  A  pretreatment  symp¬ 
tom/severity  distribution  table 
is  shown  (Table  I). 

As  may  be  seen,  discharge  and 
f  pruritus  were  the  most  frequent 

symptoms.  As  regards  physical 
signs,  leukorrhea  was  by  far  the 
most  prominently  reported,  whereas 
cervicitis  was  found  in  only  one  pa¬ 
tient.  Seventeen  of  the  women  were 


concurrently  using  oral  contracep¬ 
tives,  and  five  patients  had  a 
previous  history  of  vaginitis  of 
varying  severity.  No  pregnant  pa¬ 
tients  were  included. 

Apart  from  two  patients  (one  of 
whom  was  a  cure  and  the  other  a 
failure),  all  the  women  reported  to 
have  used  the  medication  regularly. 
It  was  decided  to  include  the  two 
“defaulters”  in  the  analysis.  Three 
patients  required  a  second 
fourteen-day  course  of  Vanobid 
after  failure  of  the  first  course.  Nine 
women  menstruated  during  the 
course  of  therapy,  but  continued 
application  of  the  medication. 

The  fifty-five  patients  whose 
records  were  analyzed  ranged  in 
age  from  eighteen  to  forty-seven 
years,  with  an  average  age  of 
twenty-nine  years.  Forty-ohe  of  the 
women  reported  the  onset  of 
symptoms  within  the  week  before 
presentation.  Fifty-two  women  had 
one  course  of  treatment,  and  of 
those — forty-eight  (94.2  percent) 
were  cures  at  the  time  of  both  the 
initial  and  thirty-day  follow-up 
visits.  Three  women  had  two 
courses  of  treatment,  and  of  these, 
one  was  cured.  Overall,  out  of  fifty- 
five  patients,  forty-nine  (89.9  per¬ 
cent)  were  cured  and  remained  so 
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chairman  of  the  department  of 
obstetrics  and  gynecology  at 
Hahnemann  Medical  College  and 
Hospital,  Philadelphia.  He  is  an 
adjunct  staff  professor  at  Drexel 
University  and  Temple  University 
and  is  principal  medical  scientist 
at  Franklin  Institute  Research 
Laboratories. 


for  the  thirty-day  follow-up  period  of 
observation.  Concurrent  use  of  oral 
contraceptives  did  not  appear  to  in¬ 
fluence  cure  rate  (Table  II). 

Symptomatic  relief  was  likewise 
impressive,  onset  being  noted  in  the 
vast  majority  within  twenty-four  to 
forty-eight  hours.  The  mean  time  to 
complete  relief  was  2.7  days  with  a 
range  from  one  to  six  days.  This 
confirms  previous  observations.8  No 
side  effects  were  noted  in  any  pa¬ 
tient  on  the  treatment. 

Summary 

The  present  study  confirms 
previous  findings  of  high  cure  rate 
in  vaginal  candidiasis  with  the  use 
of  candicidin.  Most  previously 
published  work  has  documented  the 
use  of  vaginal  tablets,  although 
ointment  base  has  also  been  used. 
In  this  present  study,  prompt  symp¬ 
tomatic  relief  was  recorded;  and  an 
overall  cure  rate  of  89.9  percent 
was  achieved  with  one  or  two 
courses.  Candicidin  ointment  would 
appear  to  be  an  effective  agent  for 
the  treatment  of  mycotic  vaginitis, 
with  a  very  low  incidence  of  side  ef¬ 
fects  or  sensitivity  reactions.  □ 
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Continuing  medical  education . . . 
now  a  PMS  membership  requirement 


WILL  YOU  BE  ABLE  TO  FIND  ALL  OF  YOUR  continuing 
medical  education  RECORDS 

WHEN  YOU  WANT  TO  COMPLETE  YOUR  APPLICATION 
FOR  THE  physician’s  recognition  award? 


PMS  has  two  items  that  will  help  you 
keep  it  all  together! 

1.  A  file  folder 

This  may  be  retained  in  your  office  for 
many  years  with  information  as  to  the 
exact  date  of  your  last  application,  date 
it  was  mailed  to  AMA,  date  you  received 
the  PRA  certificate,  and  date  the  PRA 
expires. 

2.  A  “throw-away”  work  sheet 

This  is  a  paper  on  which  you  may 
record  continuing  medical  education 
activities  as  you  attend  them.  There  is  a 
separate  section  for  each  of  the  six  cat¬ 
egories. 

At  the  end  of  the  three-year  qualifying 
period,  you  simply  transfer  the  data  to 
the  PRA  application  form  (or — if 
legible — attach  the  work  sheet  to  the 
application  form).  You  start  a  new  work 
sheet  for  each  new  qualifying  period. 


RECORD  OF  CONTINUING  MEDICAL  EDUCATION  for  AMA'i  PHYSICIAN'S  RECOGNITION  AWARD 
LiM  below  ill  hours  in  which  you  participated  in  any  type  o(  continuing  medical  education  activity. 

Soon*or  pr,yhJ,|0n  Location  Description  of  Looming  Activity  Oates  of  Attendance  Hours 

Physician  orSelf  City_ State  self- assessment  program,  ate.)  ' Study  Totala 


submit  with  your  application  fee  to  tne  address  indicated  on  the  application. 


For  your  own  file  folder  and  work  sheet,  contact: 
Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pa.  17043 
Telephone  (717)  238-1635 


40 


Pennsylvania  Medicine,  December  1974 


Society  efforts  successful! 


New  Pennsylvania  immunization  regulations  outlined 


The  Society’s  three-bill  immuniza¬ 
tion  package  was  completed  on  Sep¬ 
tember  19,  1974,  when  Governor 
Milton  J.  Shapp  signed  House  Bill 
1365  into  law.  The  final  law,  Act  210 
of  1974,  exempts  physicians  and 
nurses  from  certain  liability  when 
participating  in  a  mass  immuniza¬ 
tion  project  approved  by  the  Penn¬ 
sylvania  Department  of  Health. 

Mass  immunization  projects,  long 
a  public  relations  mainstay  of  county 
medical  societies,  came  to  a  halt  in 
1966  when  law  suits  were  filed  over 
the  mass  polio  immunization  proj¬ 
ects.  Since  then,  physicians  and 
county  medical  societies  generally 
have  avoided  mass  immunization 
programs.  Legislation  designed  to 
provide  relief  invariably  fell  victim  in 
the  legislature  to  plaintiffs’  at¬ 
torneys. 

However,  when  the  U.S.  Public 
Health  Service  recommended  elimi¬ 
nation  of  routine  vaccination  for 
smallpox  in  1971,  the  Society 
planned  and  supported  new  im¬ 
munization  legislation.  The  three-bill 
package  combined  immunity  (HB 
1365),  with  an  amendment  to  the 
school  code  requiring  immuniza¬ 
tions  for  entrance  to  school  (HB 
1364)  as  determined  by  the  secre¬ 
tary  of  health  through  the  Advisory 
Health  Board  (HB  1363).  The  effort 
was  successful.  Acts  66  and  67  were 
signed  by  the  governor  April  11, 
1974.  Act  210  completed  the 
package. 

Act  66  places  immunization  policy 
where  it  belongs — with  the  Depart¬ 
ment  of  Health  and  the  Advisory 
Health  Board.  The  law  is  short  and 
states: 

“The  Advisory  Health  Board  shall 
make  and  from  time  to  time  revise 
a  list  of  such  communicable 
diseases  against  which  children 
shall  be  required  to  be  immunized 
as  a  condition  of  attendance  at 
any  public,  private,  or  parochial 
school  including  any  kinder¬ 
garten  in  the  Commonwealth. 
Such  list  shall  be  promulgated  by 
the  Secretary  of  Health  along  with 
such  rules  and  regulations  as  may 


be  necessary  to  ensure  that  such 
immunization  be  timely,  effective, 
and  properly  verified.” 

Act  67,  amending  the  Public 
School  Code,  requires  school  of¬ 
ficials  to  implement  the  rules  of  the 
secretary  of  health,  as  follows: 

“(a)  It  shall  be  the  duty  of  all 
school  directors,  superintendents, 
principals,  or  other  persons  in 
charge  of  any  public,  private,  pa¬ 
rochial,  or  other  school  including 
kindergarten,  to  ascertain  that 
every  child,  prior  to  admission  to 
school  for  the  first  time,  has  been 
immunized,  as  the  Secretary  of 
Health  may  direct,  against  such 
diseases  as  shall  appear  on  a  list 
to  be  made  and  from  time  to  time 
reviewed  by  the  Advisory  Health 
Board.  All  certificates  of  im¬ 
munization  shall  be  issued  in  ac¬ 
cordance  with  the  rules  and  regu¬ 
lations  promulgated  by  the  secre¬ 
tary  of  health  with  the  sanction 
and  advice  of  the  Advisory  Health 
Board.” 

There  is  a  provision  for  waiver  in 
those  instances  where  immunization 
is  contraindicated  by  a  physician. 
There  is  also  a  waiver  for  religious 
grounds. 

Passage  of  the  final  bill  (House 
Bill  1365)  came  after  agreement  by  a 
House  Senate  Conference  Com¬ 
mittee.  It  states: 

“Whenever  the  secretary  of 
health,  or  a  physician  duly 
licensed  in  the  Commonwealth 
designated  by  him,  shall  approve, 
in  writing,  a  mass  immunization 
project  to  be  administered  in  any 
part  of  the  Commonwealth  in  co¬ 
operation  with  an  official  or  volun¬ 
tary  medical  or  health  agency,  any 
physician  who  does  not  receive 
remuneration  for  his  services  in 
the  project,  and  any  registered 
nurse,  or  licensed  practical  nurse 
who  shall  participate  in  such  proj¬ 
ect  and  who  shall  be  licensed  to 
practice  in  the  Commonwealth  of 
Pennsylvania  shall  not  be  liable  to 
any  person  for  illness,  reaction,  or 
adverse  effect  arising  from  or  out 
of  the  use  of  any  drug  or  vaccine 


in  such  project  by  such  physician 
or  such  nurse.  Neither  the  secre¬ 
tary  of  health  nor  his  designate 
shall  approve  any  such  project 
unless  he  finds  that  the  project 
conforms  to  good  medical  and 
public  health  practice.” 

The  Act,  which  became  effective 
immediately,  does  not  exempt 
physicians,  registered  nurses,  or 
licensed  practical  nurses  from  pos¬ 
sible  suit  for  gross  negligence;  nor 
does  it  exempt  any  drug  manufac¬ 
turer  from  liability  for  any  drug  or 
vaccine  used  in  such  a  project. 

Implementation  of  the  laws  oc¬ 
curred  August  3,  1974,  with  publica¬ 
tion  in  the  Pennsylvania  Bulletin  of 
rules  and  regulations  for  the  im¬ 
munization  of  school  children  as 
follows: 

“Immunization  is  required  as  a 
condition  of  attendance  at  any 
public,  private,  or  parochial 
school  including  any  kindergarten 
against  the  following  communica¬ 
ble  diseases:  diphtheria,  tetanus, 
type  I,  type  II,  and  type  III, 
poliomyelitis,  measles,  and  ru¬ 
bella  (German  measles).  It  shall 
be  the  duty  of  all  school  directors, 
superintendents,  principals,  or 
other  persons  in  charge  of  any 
public,  parochial,  or  other  school 
including  kindergarten  to  ensure 
that  every  child,  prior  to  admis¬ 
sion  to  school  for  the  first  time  has 
been  immunized  or  has  a  program 
to  promptly  acquire  immunization 
against  the  above-mentioned 
communicable  diseases.” 

Later  the  department  clarified  its 
definition  of  immunization  against 
diphtheria  saying  it  “.  .  .  shall  consist 
of  three  or  more  properly  spaced 
doses  of  diphtheria  toxoid.  These  im¬ 
munizations  may  be  accomplished 
by  administering  diphtheria  toxoid, 
diphtheria  and  tetanus  toxoids,  or 
diphtheria  toxoids  and  pertussis 
vaccines.” 

Immunization  against  tetanus  is 
revised  to  read:  “Three  or  more 
properly  spaced  doses  of  tetanus 
toxoid.  These  immunizations  may  be 
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accomplished  by  administering  teta- 
nus  toxoid,  diphtheria  and  tetanus 
toxoid,  or  diphtheria  and  tetanus 
toxoids  and  pertussis  vaccine." 

Immunization  against  poliomye¬ 
litis  is  specified  as:  "Three  or  more 
properly  spaced  doses  of  trivalent 
oral  polio  vaccine." 

Immunization  against  measles 
was  defined  as:  "A  single  dose  of 
live  attenuated  measles  vaccine  or  a 
history  of  a  medically  Confirmed 
case  of  measles." 

Finally,  immunization  against  ru¬ 
bella  (German  measles)  Is  defined 
as:  “A  single  dose  of  live  attenuated 
rubella  vaccine." 

As  soon  as  the  regulations 
became  public,  the  State  Society 
issued  a  widely  used  press  release 
to  inform  the  public  of  the  new 
requirements,  and  Society-spon¬ 
sored  radio  broadcasts  during  Oc¬ 
tober —  immunization  action 
month — emphasized  the  importance 
of  protecting  children  against  the 
specified  diseases.  County  medical 
societies  once  again  are  sponsoring 
mass  immunization  programs  as 
public  service  projects.  Health 
department  spokesman  Robert  E> 
Longenecker  said  the  department 
currently  is  assisting  some  school 
districts  in  efforts  to  Conform  with 
the  new  laws,  but  does  not  at  this 
time  have  plans  for  mass  immuniza¬ 
tion  projects. 
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Pulmonary  embolism — 
the  team  approach 


ROBERT  G.  TROUT,  M.D. 
Philadelphia 

"I"  he  diagnosis  of  pulmonary 
embolism,  regardless  of  the  ex¬ 
tent  or  severity,  very  rarely  is  a 
clear-cut  entity  on  clinical  grounds. 
It  has  been  a  diagnostic  enigma 
since  its  first  clear  description  by 
Helie  in  1837. 1  While  more  sophis¬ 
ticated  studies  are  of  great  help, 
and  the  definitive  study  of  pulmo¬ 
nary  arteriography  establishes  the 
diagnosis,  there  are  sometimes 
delays  in  recognition  and,  there¬ 
fore,  delays  in  the  establishment  of 
an  appropriate  therapeutic  pro¬ 
gram.  In  1963,  Smith,  Dammin,  and 
Dexter2  conducted  arteriographic 
studies  on  307  autopsies.  They 
found  that  forty-seven  patients  died 
of  pulmonary  embolism  and  that  the 
diagnosis  had  been  suspected  in 
less  than  one-half  of  the  subjects. 
Morrell  and  Dunhill3  in  1968 
revealed  that  in  236  cases  51  per¬ 
cent  had  pulmonary  embolization. 
In  37  (or  15  percent)  of  these  au- 
topsied  patients,  death  was  entirely 


attributable  to  the  embolus,  and 
these  deaths  were  potentially 
preventable. 

In  a  series  of  some  ninety  pa¬ 
tients  (Fig.  1)  Israel  and  Goldstein4 
found  that  symptoms  and  signs 
varied  greatly  but  that  chest  pain 
was  noted  in  approximately  70  per¬ 
cent,  with  dyspnea  in  45  percent 
and  hemoptysis  only  in  30  percent. 
In  this  same  series,  variable  elec¬ 
trocardiographic  changes  were 
noted  in  approximately  one-half  of 
the  patients.  Compounding  the  dif¬ 
ficulty  in  diagnosis  is  the  frequent 
presence  of  co-existing  serious 
disease.  This  would  include  the 
presence  of  widespread  malig¬ 
nancy,  advanced  cardiovascular 
disease  with  congestive  failure,  and 
cerebrovascular  disease.  In  this 
regard  the  greatest  clinical  man¬ 
date  to  physicians  is  to  distinguish 
promptly  between  a  massive  pulmo¬ 
nary  embolus  and  other  conditions 
that  might  present  a  similar  clinical 


PATIENTS  WITH  PULMONARY  EMBOLI  ISRAEL  + 
GOLDSTEIN  1957—90  CASES 


% 

•  PAIN 

72 

•  DYSPNEA 

46 

•  HEMOPTYSIS 

29 

•  FEVER 

80 

•  TACHYCARDIA 

60 

•  PLEURAL  RUB 

25 

•  PHLEBITIS 

64 

Fig.  1.  Symptoms  of  pulmonary  embolism. 
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Fig.  2.  Case  2.  Lung  scan  in 
suspected  case  of  pulmonary  embolus 
reveals  total  lack  of  perfusion  of  the 
right  lung.  Working  diagnosis  was  pul¬ 
monary  embolus. 


picture.  The  two  most  important 
possibilities  are  acute  coronary 
occlusion  or  dissecting  aneurysm  of 
the  thoracic  aorta.  Obviously,  sur¬ 
gery  intended  to  remedy  the 
catastrophic  sequella  of  a  major 
pulmonary  embolus  would  be 
uniformly  fatal  in  a  case  of  severe 
coronary  occlusion  or  a  dissecting 
aneurysm.  By  the  same  token,  the 
use  of  anticoagulation  in  the  face  of 
dissecting  aneurysm  would  also  be 
contraindicated.  Hence  prompt  and 
accurate  dignosis  is  essential. 

Formerly,  gastrointestinal 
bleeding  problems  were  handled  by 


a  single  discipline.  Today,  in 
enlightened  institutions  a  multiple 
discipline  approach  is  utilized,  and 
the  recovery  rate  with  conservative 
or  surgical  management  has  in¬ 
creased.  The  mortality  and  morbidi¬ 
ty  rates  have  markedly  decreased, 
proving  the  efficacy  of  the  team 
approach.  A  multidiscipline  ap¬ 
proach  is  mandatory  in  this  day  and 
age  in  the  management  of  the  pa¬ 
tient  suspected  of  having  sustained 
a  pulmonary  embolus  from  any 
source  and  of  any  degree  of  severi¬ 
ty.  The  team  should  include  the 
primary  physician  and  should  have 
expertise  in  the  fields  of  cardiology 
and  clinical  laboratory  techniques. 
Skill  in  radioisotopic  procedures 
and  interpretation  with  radiographic 
support  including  arteriographic  ca¬ 
pabilities  is  also  essential.  The  sur¬ 
gical  discipline  is  also  highly 
desirable,  even  though  no  surgical 
therapy  is  contemplated  at  the 
outset. 

Confronted  with  a  patient  where 
pulmonary  embolism  is  even  remote¬ 
ly  suspected,  the  following  pro¬ 
gram  is  suggested.  An  immediate 
chest  roentgenogram  and  a  base¬ 
line  electrocardiogram  should  be 
obtained  with  serial  tracings  on  an 
hourly  basis  in  the  severely  ill  pa¬ 
tient.  Laboratory  studies,  including 
the  usual  enzymes  and  arterial 
blood  gas  analyses,  are  essential. 
The  use  of  an  isotopic  scintillation 
scan  of  the  lungs  is  also  indicated 
and  can  usually  be  obtained  without 
major  risk  to  the  patient.  Pulmonary 


arteriography  is  the  final  arbiter  of 
all  questionable  cases,  and  where 
available  it  should  be  employed 
freely  as  the  risk  involved  is  far  out¬ 
weighed  by  the  information  ob¬ 
tained  even  in  the  critically  ill  pa¬ 
tient.  The  use  of  peripheral 
venography  is  also  helpful  where 
the  source  of  the  embolus  is  in 
doubt  and  is  valuable  in  planning 
therapy,  particularly  when  the  pos¬ 
sibility  of  venous  interruption  is 
being  considered.  The  surgical  dis¬ 
cipline  may  be  useful  in  the  es¬ 
tablishment  of  monitoring  systems 
for  central  venous  pressures  and 
where  expertise  is  unavailable  for 
radiographic  aid  in  introducing 
catheters. 

The  medical  management  of  pul¬ 
monary  embolus  has  been  well 
outlined  by  previous  authors.  Basi¬ 
cally  it  is  predicated  upon  the 
prevention  of  propagation  of  throm¬ 
botic  material  within  the  lungs  or  in 
the  systematic  venous  channels.  It 
consists  primarily  of  heparinization 
and  the  possible  use  of  thrombo¬ 
lytic  agents  such  as  streptokinase 
or  urokinase.  Special  note  should 
be  made  of  the  use  of  heparin  in  the 
acute  phase.  It  should  be  a  substan¬ 
tial  dose  within  the  range  of  10,000 
to  15,000  units  intravenously,  and 
should  be  administered  promptly, 
then  maintaining  adequate  levels  of 
anticoagulation. 

Once  the  diagnosis  is  established 
and  anticoagulation  therapy  insti¬ 
tuted,  surgical  consultation  is  useful 
in  venous  interruption  at  the  caval, 


Fig.  3.  Pulmonary  arteriogram  Case  2, 
demonstrating  complete  and  selective 
compressive  obstruction  of  right  pul¬ 
monary  artery. 


44 


Fig.  4.  Postoperative  pulmonary  ar¬ 
teriogram  of  Case  2  with  complete  res¬ 
toration  of  normal  flow  to  the  right 
lung. 
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femoral,  or  iliac  areas  where  in¬ 
dicated.  In  the  case  of  massive  pul¬ 
monary  embolus  with  a  degen¬ 
erating  clinical  status,  a  decision 
regarding  the  use  of  pulmonary 
embolectomy  must  be  a  team 
decision  and  must  be  made  prompt¬ 
ly.  Early  decision  is  also  important 
in  the  catastrophically  ill  patient  if 
the  patient  must  be  transferred  to  a 
center  where  cardiopulmonary 
bypass  surgery  can  be  done.  This 
decision  was  made  in  three  clinical 
cases  in  our  recent  experience,  and 
successful  pulmonary  embolectomy 
was  performed  following  the 
transfer  of  the  patient  to  a  more 
suitable  center. 

The  true  need  for  pulmonary 
embolectomy  represents  a  very 
small  percentage  of  all  cases  seen, 
and  it  should  be  reserved  for  those 
patients  who  are  obviously  mori¬ 
bund  and  are  deteriorating  in  the 
face  of  adequate  conservative  man¬ 
agement.  The  following  clinical 
illustrations  are  offered  as  guides. 

Case  Reports 

No.  1.  A  30-year-old  high  school 
coach  was  admitted  with  severe 
chest  pain,  dyspnea,  and  tachy¬ 
cardia  with  pallor  and  questionable 
cyanosis.  The  working  diagnosis 
was  myocardial  infarction.  Elec¬ 
trocardiogram  revealed  right  heart 
strain  and  no  evidence  of  infarction. 
A  lung  scan  was  positive.  Heparin 
anticoagulation  was  started,  and 
the  patient  was  stable  for  thirty 
hours  when  he  became  hypoten- 
I  sive,  and  marked  ischemic  changes 
appeared  on  the  electrocardiogram. 
I  Surgical  consultation  was  obtained, 
and  a  pulmonary  arteriogram  was 
.  done.  The  diagnosis  of  massive  pul¬ 
monary  embolus  was  made.  With 
the  patient  steadily  deteriorating, 
j  he  was  transferred  to  a  center 
where  circulatory  support  was  im¬ 
mediately  started  followed  by  pul¬ 
monary  embolectomy  and  ligation 
of  vena  cava.  The  patient  recovered 
and  is  at  full  activity  some  three 
years  later. 

No.  2.  A  59-year-old  female  was 
admitted  with  a  positive  history  of 
severe  chest  pain,  dyspnea,  and 
tachycardia.  She  was  known  to 
have  moderately  far-advanced  ar¬ 


teriosclerotic  cardiovascular  dis¬ 
ease  with  proven  myocardial  infarc¬ 
tion  resulting  in  congestive  heart 
failure  two  months  prior  to  admis¬ 
sion.  The  patient  was  stable  without 
specific  management,  and  the  elec¬ 
trocardiogram  was  equivocal.  Chest 
x-ray  revealed  a  large  shadow  in 
the  area  of  ascending  aorta  in  the 
mediastinum.  A  lung  scan  (Fig.  2) 
was  done  which  revealed  total  lack 
of  perfusion  of  the  right  lung.  The 
diagnosis  of  pulmonary  embolism  to 
the  right  lung  was  made.  Heparini¬ 
zation  was  carried  out  and  because 
of  her  previous  history,  Lasix® 
(Hoechst  Pharmaceuticals)  and  Di- 
goxin®  (Lederle  Laboratories)  were 
continued.  Because  of  the  chest 
roentgenogram  and  the  suspected 
ascending  arch  aneurysm  of  the 
aorta,  the  patient  was  transferred  to 
a  center  where  both  pulmonary  ar¬ 
teriography  and  systemic  aor¬ 
tography  were  available.  These 
studies  revealed  complete  occlu¬ 
sion  of  the  right  pulmonary  artery 
(Fig.  3).  Instead  of  a  pulmonary 
embolus,  a  large  and  expanding 
aortic  aneurysm  of  the  ascending 
arch  of  the  aorta  with  selective 
compressive  obstruction  of  the  right 
pulmonary  artery  was  diagnosed  by 
the  radiologist.  Heparinization  was 
immediately  discontinued,  and 
operation  was  performed  with 
resection  of  the  aneurysm  and 
grafting.  Postoperative  pulmonary 
arteriography  (Fig.  4)  was  com¬ 
pletely  normal.  In  this  case  the 
radiological  input  was  life-saving. 

No.  3.  A  28-year-old  male  with  a 
history  of  previous  pulmonary 
embolus  who  had  been  on  long 
term  anticoagulants  for  four  months 
was  admitted  with  severe  chest 
pain,  tachycardia,  and  mild  dyspnea 
two  weeks  following  the  cessation 
of  his  long  term  anticoagulation.  A 
prompt  pulmonary  arteriogram  was 
done,  and  the  suspected  diagnosis 
of  recurrent  pulmonary  embolus 
was  confirmed.  Anticoagulation  was 
immediately  restarted  using  he- 
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vania  Medical  Center,  Philadel¬ 
phia. 


Fig.  5.  Postoperative  venogram  in 
Case  3  demonstrating  large  quantities 
of  clot  in  left  iliac  vein  just  distal  to 
confluence  of  iliac  veins  into  inferior 
vena  cava  and  flow  through  clip  on  in¬ 
ferior  vena  cava. 

parin.  A  venogram  was  done  the  fol¬ 
lowing  day,  and  massive  clots  were 
noted  in  the  iliac  vein.  The  inferior 
vena  cava  was  promptly  clipped 
(Fig.  5),  and  the  patient  was  placed 
on  long-term  anticoagulation.  No 
further  episodes  of  embolization 
have  occurred. 

Summary 

A  case  has  been  made  for  a  mul- 
tidisciplined  approach  in  all  cases 
of  suspected  pulmonary  embolus. 
There  are  substantial  problems  in 
the  clinical  recognition  of  this  enig¬ 
matic  entity.  Therefore,  all  available 
diagnostic  and  therapeutic  exper¬ 
tise  is  required.  Selected  cases 
have  been  used  for  illustration  and 
to  support  the  thesis  of  a  realistic 
team  approach.  □ 
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Medical  treatment  of  thrombophlebitis 
and  pulmonary  embolization 

NORMAN  J.  SKVERSKY,  M.D. 

Philadelphia 


|  n  treating  thrombophlebitis  and 
preventing  thromboembolic  phe¬ 
nomena,  the  two  most  widely  used 
agents  are  heparin  and  the  cou- 
marin  derivatives.  Discussion  of  the 
merits  and  demerits  of  both  groups 
is  based  on  my  use  of  heparin  since 
1943  and  the  coumarin  drugs  since 
shortly  thereafter. 

Heparin 

The  anticoagulant  action  of 
heparin,  attributed  largely  to  its 
highly  negative  charge,  depends 
upon  its  inhibition  of  certain  in¬ 
teractions  involved  in  throm¬ 
boplastin  production,  in  thrombin 
formation,  and  in  thrombin  deposi¬ 
tion.  In  appropriate  doses  heparin 
also  prevents  platelet  agglutination 
and  potentiates  the  fibrinolytic 
system.  Its  main  biologic  activity  is 
its  ability  to  inhibit  the  clotting  of 
blood  or  plasma.  The  toxicity  of 
heparin  is  very  low,  and  even  main¬ 
taining  the  blood  in  an  incoagulable 
state  does  not  lead  to  spontaneous 
hemorrhage  unless  some  sort  of  in¬ 
jury  is  superimposed  or  a  lesion  is 
present  subject  to  bleeding  such  as 
polyp,  tumor,  or  ulcer). 

A  most  important  safety  factor  in 
the  use  of  heparin  in  pregnant 
females  comes  about  because  the 
drug  does  not  pass  the  placental 
barrier  and  does  not  appear  in 
breast  milk. 

The  anticoagulant  action  is 
proportional  to  the  dose.  Although  it 
may  vary  from  patient  to  patient,  in 
any  one  individual  it  remains  re¬ 
markably  constant  when  given  in¬ 
travenously.  This,  however,  does 
not  apply  when  given  subcu¬ 
taneously  because  of  wide  variation 


in  rate  of  absorption  and  because  of 
the  cumulative  effect  often  ob¬ 
served.  When  given  intravenously, 
the  anticoagulant  effect  as  mea¬ 
sured  by  the  Lee-White  time  is 
usually  about  two  hours,  but  the  an¬ 
tithrombotic  effect  may  last  from 
four  to  six  hours  because  of  the 
negative  electrical  charge  which 
makes  the  platelets  and  red  cells 
repel  each  other. 

In  addition  to  its  lack  of  toxicity 
and  its  few  allergic  responses, 
heparin  does  not  significantly  inter¬ 
fere  with  the  extravascular  deposi¬ 
tion  of  fibrin  and,  therefore,  does 
not  retard  wound  healing.  Another 
advantage  is  the  ease  with  which 
the  anticoagulant  effect  of  heparin 
can  be  neutralized;  and  in  most  in¬ 
stances  protamine  is  used.  Whole 
blood  and  plasma,  although  of  value 
in  replacing  blood  or  plasma  vol¬ 
ume,  are  not  specific  antidotes 
against  heparin. 

Coumarin  Type  Drugs 

The  coumarin  type  drugs  derive 
their  anticoagulant  effect  from  in¬ 
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terfering  with  the  normal  synthesis 
of  Factors  II,  VII,  IX,  and  X.  The 
hypocoagulable  state  produced 
results  in  the  suppression  of  fibrin 
clotting  throughout  the  vascular 
system.  Some  evidence  exists  that 
platelet  adhesiveness  and  platelet 
thrombus  formation  is  decreased  by 
administration  of  the  oral  an¬ 
ticoagulants.  Coumarin  type  drugs 
do  pass  into  mother’s  milk,  and 
there  are  many  drugs  which  when 
taken  at  the  same  time  the  oral  an¬ 
ticoagulant  is  given  either  depress 
or  increase  the  prothrombin  time  so 
that  regulation  of  dosage  for  max¬ 
imum  therapeutic  effect  and  pre¬ 
vention  of  bleeding  is  very  difficult. 
Neutralization  of  the  anticoagulant 
effects  of  coumarin  type  drugs  may 
take  many  hours  or  days  when 
using  preparations  of  vitamin  K, 
whereas  using  whole  blood  or 
plasma  works  very  rapidly. 


Other  Agents 

Fibrinolytic  agents  have  a  very 
definite  place  in  medical  manage¬ 
ment  of  thrombophlebitis  and  pul¬ 
monary  embolization.  Streptokinase 
activates  circulating  plasminogen 
to  produce  plasmin,  a  proteolytic 
enzyme  which  cleaves  the  fibrin 
molecule  into  small-sized  soluble 
fragments.  Under  normal  circum¬ 
stances,  thrombin  is  the  factor 
which  initiates  the  conversion  of 
plasminogen  to  plasmin.  Thus  the 
circumstance  that  initiates  the  for¬ 
mation  of  a  clot  also  initiates  its 
lysis.  However,  after  streptokinase 
administration,  there  is  a  predispo¬ 
sition  to  thrombosis,  and  heparin 
should  be  administered. 
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Urokinase  has  been  undergoing, 
therapeutic  trails  for  many  years, 
but  is  not  generally  available.  It  also 
activates  plasminogen  and,  in  a  na¬ 
tional  urokinase  study,  was  proved 
superior  to  heparin,  but  the  problem 
of  rethrombosis  after  discontin¬ 
uation  of  the  drug  was  also  noted. 
Again  heparin  must  be  instituted. 

The  proposed  advantages  of 
treatment  of  venous  thrombosis  by 
lysis  therapy  over  anticoagulant 
therapy  are  that  if  instituted  soon 
enough,  the  valves  remain  unscarred 
and  competent,  avoiding  the 
postphlebitic  syndrome.  This  is 
open  to  question.  Also  the  total 
course  of  therapy  is  usually  much 
shorter  according  to  many  inves¬ 
tigators,  but  in  my  experience  the 
main  key  to  success  is  early  and 
prolonged  therapy.  In  un¬ 
complicated  deep  vein  throm¬ 
bophlebitis,  I  use  heparin  I.V.  for  a 
minimum  of  ten  days  and  then 
switch  to  a  q-12-hour  dosage  sub¬ 
cutaneously  for  another  two  to 
three  weeks.  If  pulmonary  emboli¬ 
zation  has  occurred,  I  prefer  to 
keep  the  patient  on  heparin  for  a 
minimum  of  three  weeks  in¬ 
travenously  followed  by  an  addi¬ 
tional  three  to  six  months  of  heparin 
subcutaneously.  In  most  instances  I 
have  abandoned  the  use  of  oral  an¬ 
ticoagulants  since  subcutaneous 
administration  of  heparin  is  rela¬ 
tively  simple. 

The  dextrans,  and  particularly 
low  molecular  dextran,  have  been 
used  for  many  years  with  conflicting 
reports.  Dextran  40  does  not 
achieve  its  effect  by  blocking 
fibrinogen-fibrin  conversion,  but  in¬ 
stead  by  simultaneously  inhibiting 
two  other  mechanisms  essential  to 
thrombus  formation — namely  va¬ 
scular  stasis  and  platelet  adhesi¬ 
veness.  To  prevent  throm¬ 
bophlebitis,  particularly  postopera¬ 
tive  thrombophlebitis,  the  drug 
should  be  given  preoperatively  and 
continued  postoperatively.  I  use  low 
molecular  dextran  in  preference  to 
the  lytic  agents  when  heparin  is 
contraindicated. 

Conclusion 

In  my  experience,  heparin  is  most 
effective  in  the  vast  majority  of 
cases  of  deep  vein  thrombophlebitis 


since  the  anticoagulant  effect  is 
proportional  to  the  dosage. 

The  urine  should  be  checked 
daily  for  microscopic  hematuria  and 
a  hemoglobin  and  hematocrit  per¬ 
formed  twice  a  week.  The  main 
complication  of  heparin  administra¬ 
tion  is  hemorrhage,  particularly  in 
the  aged,  hypertensive,  and  in  pa¬ 
tients  with  malignancy. 

One  further  word  of  caution:  If 
possible,  avoid  concomitant  ad¬ 
ministration  of  intramuscular  medi¬ 
cation  in  patients  on  heparin.  If  this 
is  unavoidable  because  of  infec¬ 
tions  requiring  such  therapy,  be 
sure  to  space  the  intervals  of  ad¬ 
ministration  properly  and  maintain 
prolonged  pressure  at  the  sites  of 
injection.  The  judicious  use  of  local 
ice  packs  is  also  advisable.  □ 


j  n  light  of  information  provided  by 
the  increasingly  sophisticated  de¬ 
tection  devices  for  throm¬ 
bophlebitis,  it  has  become  quite  evi¬ 
dent  that  thrombophlebitis  and 
thromboembolic  phenomenon  may 
be  found  in  over  half  of  the  post¬ 
operative  cases  in  patients  being 
operated  on  for  lower  extremity  dif¬ 
ficulty.2.3'9’10'15  A  clinical  manifesta¬ 
tion  of  this  condition  has  been 
noted  by  Harris,  Saltzman,  and 
DeSanctis  in  39  percent  of  patients 
undergoing  elective  hip  surgery.8 

The  pathologic  correlation  be¬ 
tween  thrombophlebitis  and  pulmo¬ 
nary  embolus  has  not  yet  been  fully 
clarified.  The  fatal  outcome  of  many 
patients  with  pulmonary  embolus  is 
well  known,  however,  and  it 
behooves  us  as  physicians  and  sur¬ 
geons  to  attempt  to  prevent  throm¬ 
bophlebitis  by  whatever  means  pos¬ 
sible  in  order  to  avoid  the  dreaded 
complication  of  pulmonary  embo¬ 
lism.  While  several  studies  in  the 
recent  past  have  lauded  the  merits 
of  anticoagulant  drugs,  such  as 
Coumadin®  (Endo  Laboratories, 
Inc.)  low  molecular  weight  dextran, 
aspirin,  and  Persantin®  (Geigy  Phar¬ 
maceuticals),  in  general  heparin 
has  been  found  to  be  the  most  reli¬ 
able  anticoagulant  drug.4'11'12.14'16  It 
acts  rapidly,  clears  the  system  rap¬ 
idly,  is  effective  as  an  anticoagulant 


and  pulmonary  embolization,  I 
prefer  using  the  intravenous  route 
at  four-hour  intervals;  although  in 
the  aged,  the  hypertensive,  and 
during  menstral  periods  I  usually 
give  it  every  six  hours.  Dosage 
should  be  varied  depending  upon 
the  weight  of  the  patient  and  the 
result  of  laboratory  tests  (including 
the  Lee-White  time  and  partial 
thromboplastin  time  or  the  ac¬ 
tivated  partial  thromboplastin  time). 

I  like  to  check  the  level  one  half  to 
one  hour  after  an  I.V.  dose  and  im¬ 
mediately  before  the  next  dosage 
on  one  or  two  occasions.  If  given 
subcutaneously,  I  do  the  laboratory 
studies  three  to  four  hours  after  a 
dose  and  just  before  the  next  dos¬ 
age.  The  time  of  testing  may  vary, 
depending  upon  the  dose  used 

Minimizing  thrombophlebitis 
and  pulmonary 
embolism  risk 
in  orthopaedic 
surgery 


WILLIAM  H.  SIMON,  M.D. 
IRVIN  STEIN,  M.D. 
MARTIN  L.  BELLER,  M.D. 

Philadelphia 


Pennsylvania  Medicine,  December  1974 


47 


TABLE  I 

Patient  Study 

83  total  patients 

55  female — 28  male 

(age  range  24-78,  average  55  years) 

100  major  operations 

95  total  hip  replacements 
5  total  knee  replacements 
Follow-up  one  to  three  years 


in  reducing  new  clot  formation,  and 
is  easily  administered.  Its  one  dif¬ 
ficulty  lies  in  the  inability  to  accu¬ 
rately  measure  effectiveness  as  an 
anticoagulant  by  any  commonly 
performed  laboratory  study.1 

The  dispute  over  whether  high  or 
low  doses  of  heparin  should  be  ad¬ 
ministered  and  whether  they  should 
be  administered  preoperatively,  in- 
traoperatively,  or  postoperatively, 
and  for  what  duration  they  should 
be  administered  postoperatively  is 
still  unsettled.11  Our  series  of  100 
cases  should  add  some  significant 
information  to  the  body  of  the  data 
that  is  being  collected  on  the  use  of 
heparin  as  a  prophylactic  an¬ 
ticoagulant.  We  chose  to  use  low 
dose  heparin  and  to  give  it  for  a 
long  period  of  time  (six  weeks)  post¬ 
operatively. 

Materials  and  Methods 

Our  series  consists  of  100  major 
reconstructive  procedures  per¬ 
formed  on  the  lower  extremities  in 
an  elective  fashion.  These  opera¬ 
tions  include  ninety-five  total  hip  re¬ 
placements  and  five  total  knee  re¬ 
placements.  Eighty-three  patients 
were  operated  upon,  fifty-five 


female  and  twenty-eight  male.  Their 
ages  ranged  from  twenty-four  to 
seventy-eight  with  an  average  of 
fifty-five  years.  All  patients  have 
been  followed  for  one  to  three 
years. 

The  program  of  prophylaxis 
against  thrombotic  and  throm¬ 
boembolic  phenomenon  began 
preoperatively  with  a  routine  exami¬ 
nation  of  the  prothrombin  time, 
platelets,  and  Lee-White  clotting 
time.  No  patients  were  found  to 
have  significantly  abnormal  studies. 
No  heparin  was  given  preopera¬ 
tively  or  intraoperatively.  Patients 
were  placed  in  slight  Trendelen¬ 
burg  position  on  the  operating  table 
to  promote  venous  drainage  of  the 
lower  extremities. 

Postoperatively,  several  things 
were  done  to  prevent  throm¬ 
bophlebitis.  (1)  The  legs  of  the  pa¬ 
tients  were  compressed  in  ace  ban¬ 
dages  or  antiembolic  stockings;  (2) 
the  foot  of  the  bed  was  elevated  to 
enhance  venous  drainage;  (3)  ac¬ 
tive  exercises,  in  terms  of  dor- 
siflexion  and  plantarflexion  of  the 
foot  and  ankle,  and  flexion  and  ex¬ 
tension  of  the  knees  were  started 
within  twelve  hours  on  both  the  op¬ 
erative  and  nonoperative  limb.  (4) 
patients  were  ambulated  early, 
bearing  as  much  weight  as  could  be 
tolerated  on  the  affected  limb.  This 
usually  resulted  in  ambulation  of 
both  total  hip  and  total  knee  pa¬ 
tients  by  seven  days  postopera¬ 
tively. 

Intravenous  heparin  was  begun 
twenty-four  hours  after  the  suction 
drain  was  removed  from  the  wound, 
or  forty-eight  hours  postoperatively. 


2,000  to  3,000  units  of  aqueous 
heparin  were  given  intravenously 
every  eight  hours.  This  program 
continued  until  the  patients  were 
ready  for  discharge  in  two  to  three 
weeks.  At  that  time,  the  patients 
were  taught  to  give  themselves 
heparin  subcutaneously,  and  their 
therapy  was  continued  at  home  with 
3,000  units  of  aqueous  heparin 
being  given  every  twelve  hours  sub¬ 
cutaneously  for  three  additional 
weeks.  Examination  for  throm¬ 
bophlebitis  was  performed  on  a 
daily  basis.  This  consisted  of  exami¬ 
nation  of  the  calves  for  tenderness 
or  increased  warmth  or  girth  and 
examination  for  a  positive  Homan’s 
sign.  Only  in  cases  where  pulmo¬ 
nary  embolus  was  suspected  were 
diagnostic  studies,  such  as  pulmo¬ 
nary  scans  and  pulmonary  an¬ 
giograms  performed. 

Results 

One  hundred  operations  were 
performed.  Clinical  phlebitis  was 
noted  in  three  patients  (3  percent). 
Pulmonary  embolus  verified  by  pul¬ 
monary  scan  occured  in  one  patient 
(1  percent).  In  three  patients  (3  per¬ 
cent),  excessive  bleeding  in  the 
wound  producing  a  hematoma  was 
found.  In  no  cases  did  the  hema¬ 
toma  necessitate  evacuation  or  in 
any  way  interfere  with  the  normal 
course  of  healing  of  the  wound  or 
interfere  with  the  function  of  the 
prosthesis.  There  were  no  other 
complications  of  heparin  therapy 
such  as  gastrointestinal  or  urinary 
tract  bleeding  or  soft  tissue  hemor¬ 
rhage. 

Discussion 

Patients  on  heparin  were 
checked  with  Lee-White  clotting 
times  several  times  a  week.  It  was 
found  that  in  some  cases  the  clot¬ 
ting  times  were  two  to  three  times 
normal  on  2,000  units  q.8.h.;  and  in 
other  cases,  such  as  the  one  case 
which  developed  a  pulmonary 
embolus,  5,000  units  of  aqueous 
heparin  given  every  six  hours  did 
not  increase  the  clotting  time  from 
the  normal  value.  Clotting  times, 
therefore,  were  utilized  to  insure 
that  an  overreaction  to  the  low  dose 
heparin  did  not  occur,  but  were  not 


TABLE  II 

Prophylactic  Treatment  Against  Thrombophlebitis  and  Pulmonary  Embolism 
I.  Preoperative 

(A)  CBC,  Prothrombin  time,  platelets,  Lee-White  clotting  time 

(B)  Rule  out  contraindications  such  as  Gl  bleeding  or  intracranial  hemor¬ 
rhage 

II.  Intraoperative 

Slight  Trendelenburg  position  on  the  operating  table 

III.  Postoperative 

(A)  Compression  of  lower  extremities  in  ace  bandages  or  antiembolic 
stockings 

(B)  Elevation  of  foot  of  bed 

(C)  Active  exercises  within  12  hours  on  both  lower  extremities 

(D)  Early  ambulation,  weight  bearing  as  tolerated  in  one  week 

(E)  Heparin  therapy  (beginning  24  hours  after  suction  drain  removal) 

1.  2,000  -  3,000  units  aqueous  heparin  intravenous  q.8.h.  for  two  to  three 
weeks 

2.  Subcutaneous  heparin  3,000  units  q.12.h.  for  three  additional  weeks 
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TABLE  III 

Results  of  Clinical  Study 

(A)  Clinical  phlebitis  found  in  three 
patients  (3%) 

(B)  Pulmonary  embolus  (nonfatal) 
one  patient  (1%) 

(C)  Pulmonary  embolus  (fatal)  0  pa¬ 
tients  (0%) 

Complications: 

(A)  Mild  hematoma  three  patients 
(3%) 

(B)  Gastrointestinal,  urinary  tract  or 
soft  tissue  hemorrhage,  no  pa¬ 
tients  (0%) 


used  to  titer  the  dosage.  The  use  of 
low  dose  heparin  has  been  reported 
by  Sharnoff  et  al  in  195913  and 
197014  and  by  Gordon-Smith  et  al  in 
1972. 7  None  of  these  studies  were 
effectively  controlled,  however.  It 
was  the  opinion  of  these  authors 
that  low  dose  heparin  effectively 
reduced  thrombophlebitis,  although 
no  conclusions  could  be  drawn  as 
to  the  efficacy  of  subcutaneous 
heparin  in  preventing  pulmonary 
embolus.  In  both  of  these  studies 
heparin  was  given  preoperatively, 
intraoperatively,  and  postopera- 
tively  for  a  short  period  of  time. 

Gallus  et  al6  in  the  New  England 
Journal  of  Medicine  in  March  of 
1973  reported  on  a  study  in  which 
5,000  units  of  heparin  were  given 
subcutaneously  until  the  patients 
were  mobile.  The  drug  was  given 
again  preoperatively,  intraopera¬ 
tively,  and  postoperatively.  The  in¬ 
cidence  of  venous  thrombosis  was 
significantly  lower  in  the  treated  pa¬ 
tients,  as  indicated  by  labeled 
fibrinogen  scanning  studies. 

Our  study  differs  from  the 
previous  reports  in  several  ways.  No 


preoperative  or  intraoperative  ther¬ 
apy  was  given.  Postoperatively  the 
therapy  was  started  intravenously 
and  continued  at  a  lower  level  than 
is  usually  given  (2,000  to  3,000  units 
every  eight  hours,  as  opposed  to 
5,000  units  every  eight  hours)  over  a 
period  of  two  to  three  weeks  and 
then  continued  subcutaneously  for 
an  additional  three  weeks.  Our 
results  compare  quite  favorably 
with  other  studies  utilizing  heparin- 
prophylaxis  in  low  doses  and  with 
the  series  of  Harris  et  al,  in  which  7 
percent8  of  the  patients  receiving 
Coumadin  therapy  developed 
thromboembolic  complications.  Our 
study  is  in  disagreement  with  that  of 
Evarts  and  Alfidi5  who  studied 
twenty-five  patients  undergoing 
total  hip  replacements  at  the  Cleve¬ 
land  Clinic,  utilizing  preoperative, 
postoperative,  and  subcutaneous 
heparin  in  5,000  units  every  twelve 
hours  for  seven  to  ten  days.  In  their 
series,  deep  vein  thrombosis  devel¬ 
oped  in  28  percent  of  the  patients 
as  diagnosed  by  phlebography,  and 
pulmonary  embolus  developed  in  24 
percent  of  the  patients.  It  is  to  be 
noted,  however,  that  if  routine 
venography  had  been  done  in  all  of 
our  patients,  most  assuredly  the 
rate  of  thrombophlebitis  as  deter¬ 
mined  by  a  positive  venogram 
would  have  been  higher. 

However,  our  rate  of  nonfatal  pul¬ 
monary  embolus  at  1  percent  was 
much  lower  than  that  of  Evarts  and 
Alfidi.  In  our  series,  in  addition,  it  is 
to  be  noted  that  no  patient  devel¬ 
oped  thrombophlebitis  while  on 
heparin,  except  for  the  one  patient 
who  was  refractory  to  heparin  as  in¬ 
dicated  by  her  Lee-White  clotting 


time  and  who  subsequently  devel¬ 
oped  a  pulmonary  embolus.  The 
other  two  patients  developed  signs 
of  thrombophlebitis  after  six  weeks 
of  therapy.  Our  study  would  in¬ 
dicate  that  prolonged  use  of  low 
dose  heparin  and  ancillary  prophy¬ 
lactic  techniques  is  effective  in 
preventing  thrombophlebitis  and,  at 
least  as  far  as  our  small  sample  is 
concerned,  in  preventing  or  re¬ 
ducing  the  incidence  of  nonfatal  or 
fatal  pulmonary  embolus.  □ 
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TABLE  I 

Criteria  for  Selection  of  Patients  for  Home  Treatment 

1.  Desire  to  join  the  program 

2.  Severe  to  moderately  severe  hemophilia  A  or  B  with  no  demonstratable  inhibitor 

3.  History  of  six  or  more  hemorrhagic  episodes  per  year  requiring  treatment 

4.  Willingness  to  cooperate  closely  with  the  center  during  training,  to  follow  in¬ 
structions,  and  to  return  for  regular  check-ups 

5.  Intellectual  and  emotional  status  of  the  patient  and/or  a  family  member  which 
allows  acceptance  of  responsibility  and  understanding  of  hazards 

6.  Suitable  age — 12  years  or  above  for  self-administration 

—  4  years  or  above  for  parental  administration 

7.  Sufficient  veins  visible  or  palpable  on  hands  or  lower  arms 


^  Ithough  home  treatment  for  he¬ 
mophilia  is  not  a  new  concept, 
its  widespread  use  has  become 
possible  with  the  ready  availability 
of  lyophilized  factor  concentrates. 
These  have  eliminated  the  neces¬ 
sity  for  consideration  of  blood  type 
and  frozen  storage  of  plasma  or 
cryoprecipitate.  They  also  offer  ad¬ 
equate  treatment  in  a  small  volume, 
standardized  unitage,  and  provide 
material  essentially  free  from  al¬ 
lergens.  Disadvantages  of  the 
lyophilized  concentrates  are  in¬ 
creased  danger  of  transmitting 
hepatitis  and  greater  cost.  The 
former  is  due  to  the  very  large 
plasma  pools  (4,000+  donors)  from 
which  these  lyophilized  fractions 
are  prepared.  Although  donors  are 
pretested  for  hepatitis  B  antigen  by 
radioimmunoassay,  the  risk  has  not 
completely  been  eliminated.  For  the 
severe  hemophiliac,  the  hazard  of 

TABLE  II 

Programs  for  Home  Treatment 

I.  Early  Rx:  Dose  given  at  first 
symptom 

II.  Regular  Rx:  Dose  given  on  alter¬ 
nate  days 

Combined  I  and  II:  Changing  every 

three  months 


hepatitis  is  balanced  by  the  preven¬ 
tion  of  crippling  or  the  rehabilitation 
made  possible  with  the  use  of  frac¬ 
tions.  Home  treatment  allows  early 
or  preventative  therapy  thereby 
averting  loss  of  time  and  disruption 
of  activities  by  frequent  trips  to  the 
hospital,  clinic,  or  emergency  room. 
In  addition,  it  allows  the  patient  to 
live  at  a  considerable  distance  from 
the  clinic  or  doctor  and  to  enjoy 
traveling  without  restriction. 

There  are  nine  Hemophilia 
Centers  in  Pennsylvania,*  and  most 
of  these  offer  training  in  home  treat¬ 
ment  techniques.  Before  a  patient 
can  be  accepted  into  such  a  pro¬ 
gram,  his  diagnosis  must  be  con¬ 
firmed;  and  he  (and  a  parent,  if  he 
is  a  child)  must  be  interviewed  by 
the  center  physician.  If  he  fits  the 
criteria  listed  in  Table  I,  he  can  be 
entered  into  a  series  of  teaching 
sessions.  If  he  is  a  child,  one  or  the 
other  parent  usually  undertakes  re¬ 
sponsibility  and  develops  the  nec¬ 
essary  skills. 

Two  programs  for  home  treat¬ 
ment  are  listed  in  Table  II.  In  early 
home  treatment,  the  fraction  is  ad- 


*  Lewis,  J.  H.;  Gens,  R.  D.  Hemophil¬ 
ia  and  the  Pennsylvania  program. 
Pennsylvania  Medicine,  77:54,  1974. 
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TABLE  III 
Dose  Calculations 


Weight  in  pounds 

30 

40 

50 

70 

110 

130 

170 

190 

Plasma  Vol.  (ml) 

660 

880 

1100 

1540 

2420 

2860 

3740 

4180 

25%  dose  -  units 

165 

220 

275 

387 

605 

715 

935 

1045 

Bottles 

182  u 

1 

1 

2 

2 

3 

4 

5 

6 

387  u 

1 

1 

1 

1 

2 

2 

3 

3 

ministered  immediately  upon  recog¬ 
nition  of  the  earliest  symptoms  of 
hemorrhage.  In  the  case  of  he- 
marthrosis,  this  is  usually  a  feeling 
of  fullness  or  pain  in  a  joint.  Pa¬ 
tients  on  program  I  are  instructed 
that  early  hemarthroses,  hema- 
tomata  in  nonhazardous  areas,  ex¬ 
ternal  bleeding  from  deep  cuts, 
hematuria,  or  epistaxis  may  be 
safely  treated  with  a  dose  calcu¬ 
lated  to  obtain  an  initial  level  of  25 
percent  activity.  If  necessary  the  in¬ 
fusion  may  be  repeated  in  twelve 
hours.  When  more  serious  hemor¬ 
rhages  occur  (for  instance  in  the 
neck,  throat,  gastrointestinal  tract, 
abdomen,  or  chest),  a  double  dose 
(to  achieve  50  percent  activity) 
should  be  given;  and  the  patient 
should  come  to  the  center  or  hospi¬ 
tal  emergency  room.  Following  an 
accident  or  head  injury,  even  if  no 
bleeding  is  apparent,  the  patient 
should  take  the  double  dose  and 
call  the  physician.  Bleeding  into  a 
hip  joint  and  hematuria  are  two 
types  of  hemorrhage  which  may  be 
difficult  to  control;  and  in  these  in¬ 
stances  the  patient  should  tele¬ 
phone  the  center  where  someone  is 
available  to  provide  therapeutic 
guidance. 

The  second  program  for  home 
treatment  is  one  in  which  the  frac¬ 
tion  is  administered  every  other  day 
for  hemophilia  A  and  every  third 
day  for  hemophilia  B.  The  standard 
(25  percent)  dose  is  used.  Regular 
treatment  is  indicated  for  clinically 
severe  cases  in  which  bleeding  epi¬ 
sodes  have  occurred  at  least  once  a 
week  and  for  patients  on  extensive 
physiotherapy.  For  patients  who 
have  suffered  recurrent  hemor¬ 
rhages  into  the  same  joint,  this 
treatment  often  reduces  synovitis 
and  halts  destructive  osteoarthritis. 
However,  this  regular  treatment 
program  is  costly  and  may  result  in 
temporary  phlebitis.  In  many  cases 
alternation  of  regular  and  early  pro¬ 
grams  at  three  month  intervals  has 
been  shown  to  be  physically  and 
psychologically  advantageous. 

The  first  teaching  sessions  em¬ 
phasize  the  importance  of  choosing 
a  quiet,  clean  area  with  a  good  light 
for  home  self-administration.  Only 
the  family  member  who  will  help  or 
actually  do  the  venepuncture 
should  be  present.  Mixing  and 


preparation  of  the  fraction  are 
taught  as  per  the  manufacturer’s  in¬ 
structions.  When  all  the  concentrate 
is  dissolved,  air  is  injected  and  the 
contents  drawn  into  a  syringe 
through  a  filter  needle  to  remove 
microembolic  material.  The  direct 
intravenous  route,  via  a  23  gauge 
infusion  set,  is  preferred  over  drip 
infusion.  The  tubing  on  most  in¬ 
fusion  sets  is  about  twelve  inches 
long,  allowing  the  needle  to  be 
placed  in  any  hand  or  lower  arm 
vein,  while  the  hub  is  held  between 
thumb  and  forefinger.  Sites  of 
venepuncture  are  varied.  After 
allowing  the  tubing  to  fill  with 
blood,  the  syringe  is  inserted  into 
the  hub  of  the  infusion  set.  Holding 
the  syringe  in  a  vertical  position, 
concentrate  is  injected  slowly  (±3 
minutes).  Applying  pressure  with 
his  chin  on  the  syringe  plunger  may 
help  start  the  infusion  for  the  pa¬ 
tient  who  is  alone.  At  the  end  of  the 
infusion,  care  should  be  taken  to 
allow  all  of  the  concentrate,  but  no 
air,  to  enter  the  vein.  The  patients 
are  also  taught  to  destroy  the  used 
needles  and  syringes  before  dis¬ 
carding  soiled  materials. 

Although  reactions  following  in¬ 
fusions  are  rare,  each  patient  is 
provided  with  an  antihistamine  and 
instructions  for  its  use.  Any  adverse 
reaction  must  be  reported  promptly. 

Dose  calculations  are  very  impor¬ 
tant  and  are  discussed  with  the  in¬ 
structor  for  each  new  lot  of  concen¬ 
trate.  Table  III  lists  bottles  to  be 
given  for  each  nonmultiple  weight 
in  order  to  achieve  the  calculated 
25  percent  level.  For  weights  not 
listed,  multiples  should  be  used, 
e.g.  150  lbs.  =  3  x  50  lbs.  Babies 
weighing  less  than  30  pounds  will 
be  discussed  in  a  later  article.  The 
units  per  bottle  vary  considerably, 
and  Table  III  shows  two  extremes. 
Obviously  one  must  not  waste  mate¬ 
rial  to  reach  an  exact  level.  For  in¬ 


stance,  if  the  calculated  dose  is  two 
and  one  half  bottles,  one  may  alter¬ 
nate  between  three  and  two  bottles 
if  repeated  doses  are  necessary. 
Technically  it  is  easier  to  inject  the 
more  concentrated  fraction,  but  it  is 
important  to  use  the  products  of  all 
manufacturers  because  the  materi¬ 
als  produced  today  are  barely  suf¬ 
ficient  for  the  needs  of  the  country. 
Thus,  each  company  must  be  sup¬ 
ported  by  our  patronage  or  real 
shortages  of  fractions  may  develop. 

Patients  are  also  instructed  to 
keep  precise  records  of  each 
bleeding  episode,  the  treatment 
results,  and  time  lost  from  school  or 
work.  These  records  are  reviewed 
during  the  periodic  follow-up  visits 
and  the  dosage  changed  if  neces¬ 
sary.  The  records  also  provide  a 
data  base  from  which  the  efficacy 
of  the  program  will  be  assessed  in 
the  future.  The  periodic  visits, 
which  take  place  about  every  six 
months,  include  a  brief  medical  and 
orthopedic  evaluation  and  laborato¬ 
ry  examination  for  liver  function, 
hepatitis  B  Ag/Ab,  hematocrit,  and 
inhibitor  to  factor  VIII  or  IX. 

In  our  state,  home  treatment  is 
generally  paid  for  through  insur¬ 
ance  policies.  If  the  insurance  does 
not  cover  and  the  patient  cannot  af¬ 
ford  home  treatment,  assistance  is 
available  through  the  Pennsylvania 
Hemophilia  Program.  Patient  ac¬ 
ceptance  of  the  program  has  been 
enthusiastic,  and  there  are  now 
over  200  individuals  on  home  treat¬ 
ment  in  the  state.  The  following 
three  advantages  are  impressive: 
(1)  Medical:  control  of  pain  without 
narcotics  and  prevention  and/or 
correction  of  crippling;  (2)  Psy¬ 
chological:  development  of  inde¬ 
pendence  and  self-confidence;  and 
(3)  Financial:  savings  on  hospital, 
clinic,  and  doctor  bills — and  most 
importantly,  full  employment  of  re¬ 
habilitated  individuals.  □ 
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D  RESERVATION  of  human  ca¬ 
daver  kidneys  has  become  an 
essential  part  of  kidney  transplanta¬ 
tion  since  1967  when  Belzer  and  as¬ 
sociates  described  a  method  for 
short-term  isolated  perfusion  of 
kidneys  using  profound  hypoth¬ 
ermia,  a  membrane  oxygenator, 
continuous  pulsatile  perfusion,  and 
a  perfusate  of  cryoprecipitated 
plasma.1 

At  Hahnemann  Medical  College 
and  Hospital,  basic  animal  experi¬ 
ments  with  kidney  preservation 
utilizing  the  Minnesota  Renal  Pre¬ 
servation  System  was  completed  in 
1971  and  became  clinically  func¬ 
tional  in  January  1972. 

The  purpose  of  this  paper  is  to 


review  two  years’  experience  in  the 
kidney  preservation  laboratory  and 
point  out  several  pertinent  observa¬ 
tions  related  to  cadaveric  kidney 
preservation  and  transplantation. 

Material  and  Method 

Selection  of  Donor — From  January 
1972,  to  December  1973,  sixty-eight 
cadaver  kidneys  were  received  for 
transplantation  by  interhospital  co¬ 
operation  in  eastern  Pennsylvania 
and  the  southern  New  Jersey  area. 
This  includes  exchanging  of  donor 
kidneys  between  transplantation 
centers  and  donation  of  kidneys 
from  nontransplantation  hospitals 
(Table  1).  Once  a  potential  donor  is 


TABLE  1 

Total  Number  of  Cadaveric  Donor  Kidneys 
Received  From  January  1972  -  December  1973:  68 

Kidneys  Transplanted:  45 

Hypothermic  preservation  and  transplantation 

2 

Perfusion  (6  -  25  hours)  and  transplantation 

43  (3*) 

Kidneys  Discarded:  23 

(1)  Irreparable  injury  to  donor  kidneys 

7 

(2)  Gross  anatomical  defects  including 

5 

congenital  and  acquired 
(3)  Poor  perfusion  parameters 

5 

(4)  Bacterial  or  viral  infection  found 

3 

during  or  after  donor  nephrectomy 
(5)  Miscellaneous  reasons 

3 

*  Three  kidneys  were  transplanted  at  other  hospitals. 

TABLE  II 

Cadaver  Kidney  Donor 
General  Criteria  of  Acceptability 

1)  Age:  up  to  65  years  old 

2)  No  prolonged  period  of  hypoten¬ 
sion 

3)  Functional  kidneys 

4)  No  systemic  infection 

5)  No  malignant  tumor  (primary  brain 
tumors  which  do  not  metastasize 
outside  the  skull  are  acceptable) 
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identified  and  consent  of  the 
donor’s  nearest  kin  is  obtained, 
necessary  laboratory  studies  are 
carried  out  and  proper  donor  sup¬ 
port  measures  are  instituted  by  the 
donor’s  primary  physician  with  the 
technical  assistance  of  a  member  of 
the  transplant  team  (Table  II). 

Irreversible  brain  damage  sec¬ 
ondary  to  head  trauma  and  sponta¬ 
neous  cerebral  hemorrhage  were 
the  most  common  causes  of  donors’ 
deaths  in  our  series. 

The  patients  with  irreversible 
brain  damage  following  craniotomy, 
open  heart  surgery,  or  myocardial 
damage  can  also  be  considered  as 
kidney  donors.  Age  distribution  and 
blood  type  of  donors  are  listed  in 
Tables  III  and  IV. 

Donor  Nephrectomy — Approxima¬ 
tely  50  percent  of  the  donor 
nephrectomies  were  performed  by 
Hahnemann  transplantation  sur¬ 
geons.  The  donor  was  transported 
to  the  operating  room,  and  an  ade¬ 
quate  amount  of  intravenous  fluid 
was  administered  to  maintain  blood 
pressure  and  urine  output.  Man¬ 
nitol®  (Abbott  Laboratories)  and 
Lasix®  (Hoechst  Pharmaceuticals, 
Inc.)  were  also  given  routinely 
before  donor  nephrectomy.  In¬ 
travenous  heparin  10,000  units  was 
given  before  cross-clamping  the  ab¬ 
dominal  aorta.  If  death  occurred  in 
the  ward,  heparin  was  given  via 
CVP  catheter  or  by  intracardiac  in¬ 
jection  followed  by  the  initiation  of 
cardiac  massage.  Then  the  donor 
was  brought  to  the  operating  room 
as  soon  as  possible  to  minimize 
warm  ischemia  time. 

Care  was  taken  not  to  injure 
those  structures  which  are  vital  to 
transplantation,  e.g.  renal  artery, 
vein,  capsule,  and  ureter  with  ac¬ 
companying  nutrient  vessels.  It  is 
our  policy  to  remove  both  kidneys 
with  a  section  of  aorta  and  inferior 
vena  cava,  regardless  of  the 
number  of  renal  arteries  or  veins 
present,  in  order  to  prevent  inadver¬ 
tent  division  or  ligation  of  accessory 
vessels  (Fig.  1). 

Kidneys  from  pediatric  age 
donors  were  removed  en  bloc  with 
abdominal  aorta  so  that  the  kidneys 
could  be  perfused  through  the 
aorta.  After  removal,  the  kidneys 
were  immediately  immersed  in  iced 


saline  and  perfused  with  ice  cold 
Ringer’s  lactate  1,000  cc  with  100 
mg  of  procaine  sulfate  and  5,000 
units  of  heparin.  Recently,  we  have 
been  using  C3  solution  instead  of 
lactated  Ringer’s  solution.2  The 
kidneys  were  then  packed  with 
slushed  ice  saline  in  a  plastic  jar 
within  two  sterile  plastic  bags  which 
were  placed  in  ice  cubes  in  a 
styrofoam  container.  This  simple 
iced  saline  pack  is  more  than  ade¬ 
quate  to  transport  kidneys  back  to 
our  organ  preservation  laboratory. 
Upon  arrival  of  the  donor  kidneys  in 
the  laboratory,  the  kidneys  were 
placed  in  the  perfusion  cassette 
under  sterile  conditions. 
Preservation  Method — The  kidneys 
were  perfused  from  six  to  twenty- 
five  hours  in  the  Waters  MOX-100 
organ  preservation  apparatus  (Figs. 
1  and  2). 


Fig.  1:  Console  Medule,  Minnesota 


Preservation  System 


KIDNEY  TRANSPLANTATION  PRESERVATION  BY 
HYPOTHERMIC  PULSATILE  PERFUSION 


Fig.  2:  Perfusion  Parameters,  human  cadaver  kidney  allografts,  C-18 
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EN-BLOC  CADAVERIC  DONOR  NEPHRECTOMY 


SOLU-MEDROL 


RADIATION  0  0  0 

THERAPY  •  3  5 

ISO  r/ DAY 


Fig.  4:  Immediate  postop  course,  human  cadaver  kidney  transplantation 


Basically,  cryoprecipitated  type 
specific  plasma,  prepared  as  rec¬ 
ommended  by  Belzer,3  was  used  to 
perfuse  the  kidneys  by  a  continuous 
pulsatile  flow  at  initial  systolic  pres¬ 
sure  of  60-70  mmHg,  which  usually 
decreases  to  40-50  mmHg  within 
two  hours  as  internal  resistance 
decreases.  Pulse  rate  was  adjusted 
to  60/min.  Perfusion  flow  rate  of 
100-200  ml/min./kidney  was  attained 
with  normal  adult  size  kidneys. 
Hypothermia  was  maintained  at  7° 
to  8°C  (Fig.  3). 

Oxygen  and  carbon  dioxide  were 
added  as  needed  to  maintain  a 
plasma  P02  at  approximately  150 
mmHg,  PC02  of  35  mmHg. 

The  pH  was  adjusted  to  a  range 
of  7.35  -  7.45  by  addition  of  NaHC03 
at  temperature  of  7°  to  8°  C. 
Electrolytes,  glucose  and  LDH 
levels  of  the  perfusate  were 
evaluated  in  all  cases. 


Results 

Forty-three  kidneys  out  of  sixty- 
eight  were  transplanted  success¬ 
fully.  Twenty-three  kidneys  were  not 
used  for  various  reasons  (Table  I): 
seven  were  discarded  because  of 
injuries  to  the  kidneys  including  ir¬ 
reparable  damage  to  renal  arteries 
and  veins  and  completely  avulsed 
renal  capsules  during  donor 
nephrectomy.  Five  kidneys  were 
found  to  have  congenital  and 
acquired  benign  lesions  including 
horse-shoe  kidneys,  cystic  lesions, 
and  severe  unsuspected  athero¬ 
sclerosis.  Five  kidneys  were  dis¬ 
carded  after  a  few  hours  perfusion 
because  of  poor  perfusion  para¬ 
meters.  Bacterial  infection  was  a 
main  reason  for  discontinuation  of 
perfusion  in  two  kidneys  and  viral 
infection  in  one. 

Two  eclamptic  kidneys  with  bor¬ 
derline  perfusion  parameters  were 
also  discarded.  One  kidney  could 
not  be  suitably  matched  to  a  recipi¬ 
ent.  Viability  of  donor  kidneys  was 
evaluated  as  follows: 

1 .  Macroscopic  findings:  kidneys 
with  gross  defects  were  discarded 
before  the  initiation  of  perfusion, 
Careful  re-examination  of  kidneys 
during  perfusion  is  mandatory,  It 
was  not  infrequent  to  find  unrecog¬ 
nized  accessory  artery  which  was 
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pressure  gradually  decreased  to  50- 
60  mmHg  within  two  hours.  Rela¬ 
tively  low  systolic  pressure  and 
wide  pulse  pressure  was  noted  in 
kidneys  which  functioned  immedi¬ 
ately. 

Most  kidneys  attained  a  perfusion 
flow  rate  of  100-200  ml/min. 
throughout  the  preservation.  A  per¬ 
sistently  high  perfusion  pressure 
with  narrow  pulse  pressure  accom¬ 
panied  by  poor  flow  rate  (below  60 
cc/min.)  for  more  than  four  hours 
suggested  severe  vasoconstriction. 
Five  kidneys  were  discarded  be¬ 
cause  of  inadequate  perfusion. 

5.  pH  of  the  perfusate:  It  was  nec¬ 
essary  to  adjust  perfusate  pH,  add¬ 
ing  two  to  six  milliequivalents  of  so¬ 
dium  bicarbonate  at  the  beginning 
of  perfusion.  Further  adjustment  of 
pH  was  accomplished  by  adjusting 
carbon  dioxide  flow  into  the  ox¬ 
ygenation  chamber. 

6.  Electrolyte  and  glucose  level  of 
perfusate:  There  were  no  signifi¬ 
cant  changes  in  electrolytes  and 
glucose  level  of  perfusion  medium 
during  preservation. 

7.  LDH  level  in  the  perfusate:  The 
level  of  LDH  ranged  from  174  units 
to  560  units  immediately  after  the 
kidneys  were  placed  in  the  per¬ 
fusion  cassette.  During  perfusion,  a 
steady  rise  in  the  perfusate  LDH 
level  ranged  300  units  to  2,000 
units.  There  was  no  correlation  be¬ 
tween  perfusate  LDH  level  and  ul¬ 
timate  renal  function. 

8.  Renal  function  after  transplan- 


TABLE  V 


Function  of  Preserved  Cadaver  Kidneys 

Use  of  Kidney  Perfusion  Machine:  40 


Number 

of 

Kidneys 

Warm 

Ischemia 

Cold 

Ischemia 

Perfusion 

Time 

Perfusion 

Flow 

Pressure  at 

the  end  of 
Perfusion 

Serum  Creatinine 
four  weeks 

Post-op. 

Immediate 

Function 

21 

5-65 

min. 

5-120 

min. 

12-20 

hr. 

90-240 

cc./min. 

68/35-38/6 

0.9-1 .6  mg% 

Oliguria 
less  than 

7  days 

5 

25-45 

min. 

50-90 

min. 

6-25 

hr. 

80-300 

cc./min. 

60/35-42/1 0 

1.0-1. 5  mg% 

Prolonged 
oliguria 
more  than 

7  days 

12 

5-14 

min. 

15-240 

min. 

12-21 

hr. 

60-250 

cc./min. 

60/40-50/1 0 

1. 2-3.0  mg% 

Use  of  Immersion  Hypothermia  (up  to  4  hours):  2  One  patient  died  on  post-operative  day  3 

Both  kidneys  developed  prolonged  oliguria  up  to  14  days  One  patient  rejected  kidney  on  post-operative  day  7 

Serum  creatinine  four  weeks  post-op.:  1.0  and  2.3  mg%  respectively 


TABLE  III 

Age  Distribution  of  Cadaver  Donors 

(68  Kidneys  from  38  Cadaver  Donors 

Age  Distribution 

0-5 

1 

6-  10 

2 

11-20 

13 

21  -  30 

8 

31  ‘40 

6 

41  -  50 

5 

51  -60 

2 

over  60 

1 

TABLE  IV 

Cadaver  Donor’s  Blood  Type 

(68  Kidneys  from  38  Cadaver  Donors) 

A 

20 

B 

8 

AB 

0 

O 

10 

ligated  or  severed  during  donor 
nephrectomy.  Minor  lacerations  to 
renal  arteries  or  veins  were  also 
found  frequently  and  were  repaired 
during  perfusion.  Viable  kidneys  ap¬ 
peared  pale  pink,  and  parenchymal 
pulsation  was  observed.  Some 
increase  In  size  was  noted  in  all 
perfused  kidneys. 

2.  Effect  of  warm  and  cold 
ischemia  on  renal  preservation  and 
posttransplantation  function:  Warm 
ischemia  up  to  sixty-five  minutes  in 
our  series  did  not  affect  perfusion 
parameters  and  postoperative  func¬ 


tion  of  transplanted  kidneys  (Table 
V).  Immediate  function  and  an  ex¬ 
cellent  creatinine  level  of  1.6  mg 
percent  within  one  week  was  ob¬ 
served  on  a  kidney  which  was 
removed  sixty-five  minutes  after 
cessation  of  renal  arterial  flow. 
However,  we  consider  warm  is¬ 
chemia  time  up  to  sixty  minutes  to 
be  safe  under  ordinary  circum¬ 
stances.  Cold  ischemia  time  which 
constitutes  time  interval  from  the 
initial  flush  perfusion  of  the  kidney 
to  the  beginning  of  perfusion  of  up 
to  four  hours  prior  to  perfusion  was 
well  tolerated. 

3,  Effect  of  perfusion  time  to 
renal  function:  In  our  series,  per¬ 
fusion  time  ranged  from  six  hours  to 
twenty-five  hours.  Two  kidneys 
which  were  perfused  for  twenty-five 
hours  underwent  five  days  of 
oliguria  immediately  after  trans¬ 
plantation.  However,  serum  creat¬ 
inine  levels  in  the  fourth  week  post- 
operatively  were  1.2  mg  percent 
and  1.5  mg  percent  respectively. 
Seventy-five  percent  of  the  kidneys 
were  preserved  in  perfusion  ma¬ 
chine  from  twelve  to  twenty  hours. 
Approximately  twelve  hours  is 
usually  sufficient  to  complete  tissue 
typing  and  cross-matching  as  well 
as  performing  preoperative  prep¬ 
arations  required  for  the  recipients. 

4.  Perfusion  pressure  and  flow: 
The  initial  perfusion  pressure  was 
set  at  60-70  mmHg  in  all  cases 
regardless  of  flow  rate.  Perfusion 
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tation:  The  time  interval  from  cessa¬ 
tion  of  renal  arterial  flow  to  the  ini¬ 
tiation  of  perfusion  ranged  ten 
minutes  to  four  hours  and  ten 
minutes.  Perfusion  time  ranged 
from  six  hours  to  twenty-five  hours. 
Vascular  anastomosis  took  seven¬ 
teen  to  fifty  minutes  in  our  series. 

Serum  creatinine  level  four 
weeks  after  transplantation  was 
below  2.0  mg  percent  in  90  percent 
of  the  cases.  These  are  considered 
to  have  excellent  renal  function. 
Serum  creatinine  level  ranged  2.0 
mg  percent  -  3.0  mg  percent  in  10 
percent  of  the  cases,  which  consti¬ 
tutes  one  third  of  the  kidneys  in  the 
group  with  prolonged  oliguria  of 
more  than  seven  days  (Table  V). 

One  kidney  was  rejected  on  the 
seventh  postoperative  day.  Trans¬ 
plant  nephrectomy  was  performed 
immediately,  and  the  patient  was 
returned  to  chronic  hemodialysis 
program.  One  patient  died  on  the 
third  postoperative  day. 

There  were  no  technical  failures 
during  kidney  preservation  or 
transplantation  in  our  present 
series. 

Discussion 

The  routine  use  of  the  kidney 
preservation  machine  provides  us 
with  adequate  time  for  more 
comprehensive  matching  of  donors 
and  recipients  and  for  thorough 
preparation  of  the  recipient  prior  to 
operation,  as  well  as  for  evaluation 
of  the  functional  integrity  of  the 
cadaver  kidneys  prior  to  transplan¬ 
tation.  Blood  transfusion  using  buffy 
coat-free  red  cells  or  frozen  red 
cells  were  given  during  preopera¬ 
tive  hemodialysis  if  indicated.  Only 
two  blood  transfusions  were 
required  during  transplant  surgery. 

Donor  nephrectomy  is  standard¬ 
ized  to  eliminate  possible  injury  to 
the  renal  hilum,  renal  capsule,  and 
ureteral  vessels  during  the  proce¬ 
dure.  At  the  same  time,  warm 
ischemia  time  has  been  minimized 
by  efficient  team  work  (Fig.  4). 

Hypotensive  episodes  in  the 
donor  before  nephrectomy  were 
managed  by  volume  replacement 
therapy.  Indiscriminate  use  of 
vasopressor  agents  are  eliminated 
by  close  cooperation  between  the 


donor’s  primary  physician,  intensive 
care  unit  staff,  and  transplant  team. 
Kidneys  which  were  removed  from 
donors  who  had  prolonged  hypoten¬ 
sive  episode  and  oliguria,  were 
carefully  evaluated  during  the  per¬ 
fusion  and  discarded  if  perfusion 
parameters  were  suboptimal.  Em¬ 
phasis  has  been  placed  on  ob¬ 
taining  immediate  function  of 
cadaveric  renal  allografts  in  regard 
to  three  points:  (1)  easier  im¬ 
munosuppressive  drug  manage¬ 
ment,  (2)  early  detection  of  rejec¬ 
tion  episodes,  and  (3)  minimizing 
the  overloading  of  the  hospital 
hemodialysis  unit. 

Twenty-five  percent  (twelve)  of 
all  perfused  kidneys  developed 
prolonged  oliguria  of  more  than 
seven  days  duration.  Perfusate  LDH 
study  was  no  help  in  evaluating 
viability  of  perfused  kidneys  in  con¬ 
trast  to  other  reports.4  The  in¬ 
cidence  of  posttransplantation  oli¬ 
guria  has  been  greatly  diminished 
since  the  introduction  of  in¬ 
tracellular  fluid  (C3)  as  an  initial 
flush  perfusate  combined  with  a 
Plasmanate-Mannitol-Lasix  infusion 
intraoperatively  which  was  modified 
from  Woods  and  associates.5  One 
250  ml  unit  of  human  plasma  pro¬ 
tein  fraction  was  given  approxi¬ 
mately  one  hour  prior  to  the 
revascularization  of  the  donor 
kidney  to  increase  intravascular 
volume  if  the  recipient  is  not  hyper¬ 
tensive.  Intravenous  "push”  of  25 
gm  of  Mannitol  was  administered  at 
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the  beginning  of  vascular  anas¬ 
tomosis,  followed  by  intravenous 
"bolus”  of  200  to  300  mg  of  Lasix. 
Up  to  1,000  mg  of  Lasix  and  50  gm 
of  Mannitol  have  been  given  in 
some  cases  within  twenty-four 
hours.  In  our  experience,  the  imme¬ 
diate  post  transplant  function  of  a 
human-kidney  allograft  is  now  quite 
predictable. 

Summary 

Sixty-eight  human  kidneys,  har¬ 
vested  in  the  eastern  Pennsylvania- 
southern  New  Jersey  area,  have 
been  received  in  the  organ  preser¬ 
vation  laboratory,  Hahnemann  Med¬ 
ical  College  and  Hospital,  from 
January  1972,  to  December  1973. 

Fifty-four  kidneys  have  been 
stored  for  up  to  twenty-five  hours  on 
the  Waters  MOX-100  organ  preser¬ 
vation  apparatus,  using  profound 
hypothermia  and  pulsatile  perfusion 
of  cryoprecipitated  plasma.  During 
continuous  perfusion,  perfusion 
pressure,  flow,  plasma  pH,  P02, 
PC02,  and  perfusate  LDH  were 
evaluated. 

Forty-three  out  of  fifty-four 
kidneys  preserved  using  this 
method  were  transplanted.  Ninety 
percent  of  the  kidneys  have  shown 
excellent  function  within  four  weeks 
after  transplantation,  with  serum 
creatinine  level  of  0.9-1 .9  mg  per¬ 
cent.  Serum  creatinine  of  2. 0-3.0  mg 
percent  was  obtained  in  the 
remaining  10  percent. 

The  combination  of  C3  solution 
as  an  initial  flush  and  continuous 
pulsatile  perfusion  under  profound 
hypothermia  is  the  method  of 
choice  for  preparing  cadaveric 
kidneys  for  homotransplantation.  □ 
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cardiovascular  brief 


Clinical  Practice  of  Cardiology 

An  Audio-visual  Series  Available  From  The  Heart  Association 
Self-teaching  Aids  For  AMA/PMS  Credit  Toward  Category  II 

Each  kit  contains  a  tape  cassette  (fits  any  standard  cassette  player)  and  set  of  35  mm  slides 


□  Acute  Myocardial  Infarction  (EM593) 

J.  Michael  Criley,  M.D..  A.  James  Lewis,  M.D.  Discusses 
diagnostic  criteria  for  myocardial  infarction  and  emergency 
and  hospital  management  of  the  patient.  Therapies  for 
various  types  of  arrhythmias  are  defined;  surgical  and  suppor¬ 
tive  techniques  are  described. 

20  color  slides  23:30  minutes  $6.00 

□  Angina  (EM600) 

Richard  S.  Ross,  M.D.,  Nicholas  Fortuin,  M.D.  Discusses  the 
difficulty  of  diagnosis  and  problems  of  over-diagnosis. 
Emphasizes  value  of  a  history,  coronary  arteriography,  drugs. 

14  color  slides  15:33  minutes  $6.00 

□  Cardiac  Emergencies  in  Infants  and  Children  (EM594) 
Mary  Ellen  Engle,  M.D.  Importance  of  Tachypnea  and 
cyanosis  in  the  diagnosis  of  cardiac  emergencies  in  infants.  A 
series  of  X-rays  and  diagrams  illustrate  excessive  and  inade¬ 
quate  pulmonary  blood  flow  and  common  malformations 
causing  hypoxia  and  cardiac  failure  in  infancy.  Surgical  and 
medical  management  are  discussed. 

24  color  slides  26:35  minutes  $6.00 

□  Examination  of  the  Arterial  System  (EM526)  Michael 
Hume,  M.D.  Emphasizes  common  physical  findings  in  occlu¬ 
sive  arterial  disease  and  practical  diagnostic  procedures 
which  can  be  done  in  the  office. 

30  color  slides  33:41  minutes  $6.00 

□  Hyperlipidemia  and  Coronary  Artery  Disease.  A  Practical 

Approach  (EM612)  Frank  R.  Smith,  M.D.,  Paul  H. 

Schreibman,  M.D.  Practical  methods  of  management  of 
hyperlipidemias,  including  diet,  drug  therapy,  and  indications 
of  types  of  drugs  to  be  used. 

23  color  slides  37:39  minutes  $7.00 


□  Management  of  Shock  (EM579) 

Jay  N.  Cohn,  M.D.  Reviews  four  phases  in  the  management 
of  shock:  diagnosis  of  impaired  regional  perfusion; 
hemodynamic  characterization;  treatment;  monitoring  circu¬ 
latory  and  metabolic  responses.  The  action  of  different  drugs 
in  the  treatment  of  shock  also  is  discussed. 

18  B/W  slides  30:03  minutes  $6.00 

□  Modern  Pharmacological  Management  of  Systemic 
Hypertension  (EM527) 

Edward  D.  Freis,  M.D.  Major  antihypertensive  agents  and 
their  hemodynamic  and  leading  side  effects.  Suggested  pro¬ 
grams  of  treatment  and  their  effectiveness. 

11  B/W  slides  31  minutes  $7.00 

□  The  Problem-Oriented  System:  Introduction  (EM610)  J. 
Willis  Hurst,  M.D.  Discusses  the  problem-oriented  medical 
system  of  keeping  patient  records  and  includes  its  evaluation, 
components,  and  values. 

20  color  slides  12  minutes  $6.00 

□  The  Stroke  Syndrome:  Clinical  and  Diagnostic  Aspects 
(EM528) 

Gilbert  S.  Ross,  M.D.,  Arthur  Klassen,  M.D.  Designed  to  as¬ 
sist  the  physician  in  achieving  early  and  specific  diagnosis  of 
the  stroke  syndrome.  Emphasis  on  vascular  causes  as  seen  in 
patients  of  all  ages. 

3 1  color  slides  37:35  minutes  $5.00 

□  Temporary  and  Chronic  Ventricular  Pacing  Techniques 
(EM592)  Donald  L.  Warkentin,  M.D.  Discusses  indications 
for  both  temporary  and  chronic  pacing.  Illustrates  with 
ECGs  and  X-rays,  showing  proper  positions  of  implanted 
pacemakers.  Pacing  failure  and  pacemaker  evaluation  also 
are  discussed. 

12  color  slides  14:14  minutes  $6.00 
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trauma 


Stress  evaluation  of  the  painful,  swollen  “normal  joint” 

THOMAS  MAUN,  M.D.  EDWARD  J.  DUNN,  M.D. 

STANLEY  L.  GORDON,  M.D. 

Harrisburg  Hershey 


w  ith  increasing  frequency,  ortho¬ 
paedists  are  being  asked  to 
evaluate  recently  traumatized,  but 
roentgenographically  “normal” 
joints.  These  patients  have  usually 
been  sent  home  from  emergency 
rooms  with  elastic  bandages, 
perhaps  a  set  of  crutches,  and  in¬ 
structions  to  contact  their  family 
physicians  if  their  symptoms  per¬ 
sist.  All  too  frequently  these  pa¬ 
tients  emerge  in  the  orthopaedist’s 
office  one  to  six  weeks  later  bitterly 
disappointed  with  persistent  dis¬ 
ability.  Because  there  was  “no  frac¬ 
ture  seen,”  they  feel  they  must  have 
experienced  “only  a  sprain,”  and 
they  expect  full  and  complete  re¬ 
covery  within  days. 

Approaching  such  patients  to 
recommend  further  studies 
frequently  meets  with  mild  to  mod¬ 
erate  suspicion  because  “the 


Figure  1.  Stress  x-rays  showing  ab¬ 
normal  widening  of  the  medial  joint 
line. 


doctor  said  there  was  no  fracture.” 
These  patients  with  localized  or 
generalized  swelling  with  a 
“normal”  x-ray  revealing  no  bony 
disruption  should  be  considered  to 
have  a  ligamentous  injury,  the  ex¬ 
tent  of  which  can  only  be  evaluated 
by  careful  physical  exam  and,  if 
necessary,  stress  evaluation  of  ap¬ 
propriate  supporting  structures.  On 
occasion,  proper  evaluation  can 
require  local,  regional  block,  or 
even  general  anesthesia. 

Frequently  these  patients  experi¬ 


ence  increasing  edema  with  pain 
and  a  subsequent  moderate  ecchy- 
mosis,  particularly  in  weight 
bearing  joints.  A  careful  physical 
examination  with  elucidation  of  the 
most  tender  areas  is  the  key  to  de¬ 
termining  the  mode  and  method  of 
subsequent  ligamentous  evaluation. 
Impressions  of  laxity  or  instability 
gained  on  physical  examination  and 
suggesting  severe  ligamentous  inju¬ 
ry  can  be  confirmed  by  stress  x- 
rays.  In  the  case  of  the  knee,  valgus 
and  varus  stress  x-rays  performed 
in  30  degrees  of  flexion  to  relax  the 
cruciate  ligaments  can  be  quite 
helpful.  To  assess  the  medical 
aspect  of  the  knee,  the  thighs  are 
wrapped  together  with  several  six 
inch  elastic  bandages  for  stabiliza¬ 
tion  and  the  tibiae  held  abducted 
while  the  film  is  taken.1  For  varus 
stress,  a  thick  blanket  or  bolster  is 
inserted  between  the  thighs  and  the 
tibiae  are  adducted,  stressing  the 
lateral  aspect  of  the  joint.1  In  gen¬ 
eral,  instability  of  more  than  10 
degrees  as  compared  with  the 
normal  knee  is  indicative  of  a 
severe  ligamentous  injury  requiring 
operative  repair. 

Similar  eversion  and  inversion 
views  of  the  ankle  in  slight  plantar 
flexion  with  comparison  views  of 
the  opposite,  uninjured  extremity 
are  very  helpful.2.3  The  technique 
can  be  applied  to  the  thumb,  the 
acromioclavicular  joint,  or  almost 
any  other  joint  in  the  body.4.5 

Case  I 

A  19-year-old  white  male  was 
clipped  playing  football  and  experi¬ 
enced  immediate  pain  in  his  knee. 
When  brought  to  the  emergency 
room  shortly  thereafter,  there  was 
surprisingly  little  pain  and  swelling 
because  ice  had  been  applied.  The 
patient  was  convinced  his  injury  was 
only  minor.  X-rays  of  the  knee  were 
within  normal  limits  and  did  not 


Figure  2.  Arthrography  showing  ex¬ 
travasation  of  dye  confirming  the 
diagnosis  of  acute  medial  collateral 
ligament  disruption. 

show  a  great  deal  of  soft  tissue 
swelling.  Valgus  stress  films,  howev¬ 
er,  elucidated  a  moderate  tear  of  the 
medial  collateral  ligament  which 
was  confirmed  by  arthrography  and 
subsequently  in  surgery  (Figures  1 
and  2). 

Case  II 

A  20-year-old  white  male  jammed 
his  thumb  at  work  and  experienced 
immediate  pain  on  the  ulnar  side  of 


This  paper  was  prepared  by  the 
department  of  surgery  of  the 
Milton  S.  Hershey  Medical 
Center,  Pennsylvania  State  Uni¬ 
versity,  Hershey.  The  Pennsyl¬ 
vania  Division  of  the  American 
Trauma  Society  and  the  State  So¬ 
ciety’s  Commission  on  Emer¬ 
gency  Medical  Services  assist  in 
the  dissemination  of  information 
on  trauma. 
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terpreted  as  being  within  normal 
limits.  The  patient  was  unable  to 
resume  activity  after  seven  days  of 
self-imposed  rest.  Stress  x-rays 
without  anesthesia  showed  marked 
instability  that  was  not  duplicated 
on  the  opposite  extremity.  Open 
repair  of  the  anterior  talofibular  and 
calcaneofibular  ligaments  was  per¬ 
formed  under  general  anesthesia, 
and  the  patient  returned  to  full  ac¬ 
tivity  eight  weeks  later  and  is  now 
back  in  competitive  sports  as  a 
starting  high  school  quarterback 
(Figures  4A  and  4B). 

Discussion 

Many  physicians  are  not  aware  of 
the  chronic  disability  that  can 
ensue  for  the  active  athlete,  laborer, 
or  busy  housewife  who  has  to  live 
with  a  chronically  unstable  joint. 
Delay  in  further  evaluation  is  often 
prolonged  by  the  patients  them¬ 
selves  because  of  the  “normal”  x- 
ray  report.  Some  orthopaedists 
have  gone  far  enough  to  suggest 
that  the  diagnosis  of  sprain  be 
eliminated  from  medical  vernacular, 
or  at  least  confined  to  those  cases 
where  appropriate  stress  x-rays 
have  ruled  out  a  significant  tear  of 
supporting  structures.  When  stress 
x-rays  are  obtained,  comparison 
views  of  the  normal  or  uninjured  ex¬ 
tremity  are  essential  for  a  complete 
evaluation.  The  absence  of  these 
comparison  views  has  often  led  to 
the  erroneous  conclusion  that 
stress  x-rays  are  overemphasized 
because  of  the  lack  of  rigid  criteria 
of  normalcy. 

Trauma  to  any  joint  must  be 
approached  in  a  systematic  and 
aggressive  fashion  to  provide  a 
functional  result.  This  requires  a 
thorough  evaluation  of  supporting 
soft  tissues  as  well  as  skeletal 
structures.  Severe  ligamentous  inju¬ 
ries  about  joints  can  require 
prolonged  immobilization  by 
casting  and  often  surgery  for  op¬ 
timal  recovery.  Indiscriminate  treat¬ 
ment  can  be  responsible  for  signifi¬ 
cant  disability.  The  addition  of 
stress  evaluation  on  physical  exam¬ 
ination  and  confirmatory  stress  x- 
rays  should  lead  to  a  more  accurate 
diagnosis  and  adequate  treatment 
of  these  injuries.  □ 


the  metacarpal  phalangeal  joint.  X- 
rays  taken  in  the  emergency  room 
were  within  normal  limits,  but 
because  of  persistent  disability  he 
was  sent  to  the  orthopaedic  clinic 
for  further  evaluation.  Stress  x-rays 
revealed  marked  ligamentous  laxity, 
and  a  complete  tear  of  the  ulnar 
collateral  ligament  was  confirmed 
in  surgery  and  subsequently  re¬ 
paired  (Figures  3A  and  3B). 


Case  III 

A  17-year-old  high  school  quar¬ 
terback  sustained  an  inversion  inju¬ 
ry  to  his  right  ankle  while  playing 
football  in  September  1973.  X-rays 
in  the  emergency  room  were  in¬ 


Figure  4  A  and  B:  Anteroposterior 
views  of  the  ankle  with  and  without 
stress  showing  disruption  of  the 
fibular  collateral  ligaments. 


nh  2— 
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Figure  3  A  and  B:  Anteroposterior 
views  of  the  metacarpophalangeal 
joint  of  the  thumb  with  and  without 
stress  confirming  the  diagnosis  of 
complete  disruption  of  the  ulnar  col¬ 
lateral  ligament. 
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Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 
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classifieds 


PHYSICIANS  WANTED 


Psychiatrists  and  Physicians — All  Levels — Accredited 
Hospital:  Affiliated  with  approved  general  hospital  for 
all  medical  and  surgical  treatment  as  required. 
$22,351  to  $29,869  and  liberal  fringes.  Limited  housing 
possible.  Pennsylvania  license  required.  Robert  L. 
Gatski,  M.D.,  Director,  State  Hospital,  Danville,  Pa. 
17821. 


Family  Practice,  Internist,  Ophthalmologist,  Ob/Gyn, 
Pediatrician — Needed  in  college  town  with  drawing 
population  of  25,000  located  at  intersection  of  1-79  and 
1-80.  Growing  area,  clean  air,  good  schools  in  Western 
Pennsylvania.  All  foreign  graduates  must  have  a  per¬ 
manent  immigrant  visa.  Guarantee  negotiable.  Contact: 
Mr.  J.A.  Colaizzi,  administrator,  Grove  City  Hospital, 
Grove  City,  Pa.  16127.  Telephone:  (412)  458-7132 


Wanted:  Associate  or  assistant.  Need  assistance  in 
very  busy  practice  in  general  internal  medicine  in  south 
Jersey  approximately  seven  miles  from  the  ocean. 
Would  prefer  experienced  physician  who  would  appre¬ 
ciate  adequate  time  off  and  coverage  on  a  reciprocal 
basis.  Write  Department  651,  PENNSYLVANIA  MEDI¬ 
CINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Excellent  practice  opportunities  for  medical,  surgical 
specialists,  pediatricians,  psychiatrists  in  beautiful  uni¬ 
versity  community  with  hospital  privileges  available. 
Contact  Dr.  Ralph  J.  Miller,  Heatherbrae  Square,  In¬ 
diana,  Pa.  15701 . 

Emergency  Physicians — A  multi-hospital  group  of 
emergency  physicians  seeks  members  for  full-time 
positions  at  major  hospital  emergency  departments  in 
Philadelphia  and  other  areas  of  Pennsylvania.  In  addi¬ 
tion  to  full-time  emergency  physicians,  a  physician 
director  is  sought  for  each  emergency  department.  The 
group  encourages  professional  and  administrative  au¬ 
tonomy  in  its  member  physicians.  Financial  arrange¬ 
ments  are  fee-for-service  with  minimum  guarantee. 
Emergency-oriented  educational  programs  for  physi¬ 
cians  are  maintained  by  the  group  at  no  charge  to  its 
members.  Compensation  ranges  from  $40,000  to 
$60,000  per  year  for  48  hours  per  week.  Write:  Depart¬ 
ment  650,  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Otolaryngologist — Board  certified  or  eligible.  122 
acute — 92  extended  care  bed  accredited  hospital.  Cen¬ 
tral  Pennsylvania  college  town  in  county  of  40,000. 
Wholesome  living  conditions,  excellent  recreational  op¬ 
portunities.  Office  space  available,  guarantee.  Contact: 
Administrator,  J.  C.  Blair  Hospital,  Huntingdon,  Pa. 
16652.  Telephone:  (814)  643-2290. 


Physicians  with  or  without  psychiatric  experience. 

Mental  hospital  in  Metropolitan  area.  Easy  access  to 
New  York,  Philadelphia,  and  close  to  Pocono  Resort 
Area.  Good  salary  with  excellent  fringe  and  retirement 
benefits.  Beautiful  modern  residence  on  grounds.  Con¬ 
tact:  Henry  Buxbaum,  M.D.,  Superintendent,  Clarks 
Summit  State  Hospital,  Clarks  Summit,  Pa.  18411,  Tele¬ 
phone:  (717)  586-2011. 

Emergency  Room  Physician — Associate  with  es¬ 
tablished  group  providing  emergency  room  service  for 
two  275-bed  general  hospital  units  of  merged  hospital 
system.  Base  Fee  $22  per  hour.  Additional  fringe 
benefits.  Pa.  license  required.  Contact  Dr.  S.  M.  Reyes, 
PEDSA,  Medical  Center  of  Beaver  County,  Inc., 
Rochester,  Pa.  15074. 

Internists  (Dual  Practice,  or  Associate  for  Existing 
Physician).  Board  certified  or  eligible.  122  acute — 92 
extended  care  bed,  accredited  hospital.  Central  Penn¬ 
sylvania  college  town  in  county  of  40,000.  Wholesome 
living  conditions,  excellent  recreational  opportunities. 
Office  space  available,  guarantee.  Contact:  Adminis¬ 
trator,  J.  C.  Blair  Hospital,  Huntingdon,  Pa.  16652.  Tele¬ 
phone:  (814)  643-2290. 

Associate  Medical  Director — Major  corporation  seeks  a 
physician  who  is  board  certified  or  board  eligible  in  in¬ 
ternal  medicine  or  cardiology.  Candidates  must  have  a 
minimum  of  five  years  of  private  practice  background. 
Previous  industrial  experience  is  helpful  but  not  man¬ 
datory.  Will  be  involved  in  providing  all  necessary  med¬ 
ical  services  to  corporate  management  personnel 
including  pre-employment  physicals,  yearly  physicals, 
and  the  treatment  and  care  of  employees  injured  in  in¬ 
dustrial  accidents  or  who  become  ill  while  on  the 
premises  of  the  corporation.  Will  also  assist  in  the 
operation  and  maintenance  of  the  preventive  medical 
programs  of  the  corporation.  Salary  in  the  $50,000  area 
plus  excellent  fringe  benefits.  Please  submit  resume  in 
strict  confidence  to  Department  654,  PENNSYLVANIA 
MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medical 
Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding  month 
of  publication.  Send  to  PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or  modify 
copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  "Write  Department.  .  .,  PENNSYLVANIA  MEDICINE” 
as  five. 
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Family  Practice  Physician  needed  in  family  oriented 
community  in  Eastern  Pennsylvania.  Town  6,000;  rural 
drawing  area  15,000  population.  Good  schools  and  rec¬ 
reational  facilities.  Vz  hour  to  urban  center  of  300,000. 
In  foothills  of  Pocono  Mountains  and  very  near 
State/Federal  recreation  areas,  offering  camping, 
hunting,  fishing,  boating,  and  skiing.  Long-established 
accredited,  80-bed,  open  staff  hospital  housing  medi¬ 
cal,  surgical,  obstetrical-gynecology,  nursery,  pediat¬ 
rics,  intensive  care,  and  emergency  room.  Specialty 
services  directed  by  either  Board  certified  or  Board  eli¬ 
gible  physicians.  Assurance  of  an  income  during  es¬ 
tablishment  of  practice  will  be  considered.  Address  in¬ 
quiries  to  Miss  Barbara  Spadt,  Administrator,  The  Pal- 
merton  Hospital,  135  Lafayette  Avenue,  Palmerton,  Pa. 
18071. 

Internist/Gp  (3);  Salary  $30,000  range  plus  benefits. 
Located  in  Finger  lakes,  gracious  country  living.  Non¬ 
discrimination  in  employment.  Contact  Chief  of  Staff. 
VA  Center,  Bath,  New  York  14810. 

Family  Physician — Central  Pennsylvania — Excellent 
opportunity  in  delightful  college  town,  home  of  Buck- 
nell  University.  Good  schools,  convenient  cultural  activ¬ 
ities,  hunting,  fishing,  and  skiing.  Modern  150  bed  hos¬ 
pital.  Please  write  to  Dr.  David  Weibel,  Evangelical 
Community  Hospital,  Lewisburg,  Pa.  17837. 

General  Practitioners/Family  Practice  Physicians  (Pos¬ 
sible  group  practice).  122  acute — 92  extended  care 
bed,  accredited  hospital.  Central  Pennsylvania  college 
town  in  county  of  40,000.  Wholesome  living  conditions, 
excellent  recreational  opportunities.  Office  space  avail¬ 
able,  guarantee.  Contact:  Administrator,  J.  C.  Blair 
Hospital,  Huntingdon,  Pa.  16652.  Telephone:  (814)  643- 
2290. 

Full-time  Accident  Ward  Physician  Wanted: 

for  Delaware  County  Memorial  Hospital,  Drexel  Hill,  Pa. 
19026.  Pennsylvania  licensed.  Liberal  income  guaran¬ 
tee.  Call  or  write  President.  Telephone:  (215)  259-3800. 

Badly  needed — Family  practitioner  or  general  internal 
medicine.  Please  contact:  John  R.  Vastine,  M.D., 
William  H.  Ressler  Center,  Shamokin,  Pa.  17872.  Tele¬ 
phone:  (717)  644-0347. 

Our  Community  is  in  need  of  an  ENT  man  who  is  willing 
to  trade  dirt,  grime,  and  high  crime  rates  for  sunshine, 
fresh  air,  and  safe  city  streets.  The  need  in  our  service 
area  of  approximately  30,000  is  acute.  Our  hospital  of 
180  beds  is  new  and  modern,  with  a  Staff  of  36 
physicians.  Plans  include  an  additional  two  wings  and 
a  Care  Center  for  the  elderly.  Our  geographical  loca¬ 
tion  on  the  fringe  of  Pennsylvania’s  finest  resort  area, 
with  driving  time  to  both  New  York  City  and 
Philadelphia  of  approximately  2Vz  hours,  makes  our 
community  an  exceptionally  fine  one  in  which  to  raise  a 
family  and  enjoy  the  maximum  benefits  of  leisurely  liv¬ 
ing.  Contact:  Administrator,  Berwick  Hospital,  Berwick, 
Pa.  18603. 


OB/GYN  (Associate  for  Existing  Physician  or  Solo) — 
Board  certified  or  eligible.  122  acute — 92  extended 
care  bed,  accredited  hospital.  Central  Pennsylvania 
college  town  in  county  of  40,000.  Wholesome  living 
conditions,  excellent  recreational  opportunities.  Office 
space  available,  guarantee.  Contact:  Administrator, 
J.  C.  Blair  Hospital,  Huntingdon,  Pa.  16652.  Telephone: 
(814)  643-2290. 

CONSULTATION 

Tired  of  Playing  Roulette  with  third  party  payments? 
Nonpayment — rejected  payment — discounted  pay¬ 
ment?  Consultation — Personnel  instruction  and 
training — continual  monitoring — available  from  an  ex¬ 
perienced  professional.  Write  Department  652,  PENN¬ 
SYLVANIA  MEDICINE,  20  Erford  Rd„  Lemoyne,  Pa. 
17043. 

FOR  RENT 

Pymatuning  Lake  Area — Fully  equipped,  2,000  sq.  ft.  of¬ 
fice.  Ideal  for  G.P.,  internist,  etc.  Staff  privileges,  mod¬ 
ern  250  bed  hospital  10  minutes  away.  Available  imme¬ 
diately.  J.  J.  McParland,  M.D.,  Box  247,  Jamestown,  Pa. 
16134.  Telephone  (412)  932-3487. 

York,  Pennsylvania — Brockie  Medical  Center.  Two  nice 
offices  under  construction.  Should  be  ready  July  1975 
or  sooner.  Great  location  for  any  type  practice.  Near 
York  Hospital.  Telephone:  (717)  854-4336. 

POSITION  WANTED 

Internist — 32,  university  trained,  board  eligible.  Avail¬ 
able  July  1975.  Group/Associate/Clinic.  Philadelphia 
and  vicinity.  Write  Box  653,  PENNSYLVANIA  MEDI¬ 
CINE,  20  Erford  Rd„  Lemoyne,  Pa.  17043. 


Can  you  help? 

Urgently  desired:  The  following  items  to  refurnish  a 
Civil  War  Physician’s  Office  and  Waiting  Room:  a 
small  rolltop  desk  with  a  brass  base  or  other  light 
and  physician’s  chair;  glass  faced  medicine  cabinet; 
glass  faced  instrument  cabinet;  old  medical  jars  of 
that  era;  medical  chest  (small)  with  drawers  for 
tablets,  pills,  etc.;  non-metal  tub  for  sitz  baths;  old 
chairs;  curtains;  scales;  rag  carpeting  or  rugs;  old 
saddle  bag;  old  lights  for  office  and  waiting  room; 
old  patient’s  chairs  and  settee;  two  old  “Shaker” 
stoves,  about  three  feet  tall  and  wood  burning,  of 
cast  iron;  old  stethescope;  old  brass  microscope; 
etc.  Any  suggestions  will  be  greatly  appreciated.  The 
Academy  of  Medicine  of  Cincinnati  believes  this 
offers  us  a  unique  opportunity  to  present  medicine’s 
history.  Please  address  all  responses  to  Clyde  S. 
Roof,  M.D.,  Chairman,  Committee  on  History,  Acade¬ 
my  of  Medicine  of  Cincinnati,  320  Broadway,  Cincin¬ 
nati,  Ohio  45202. 
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MEDICAL  DIRECTOR 


The  Bettis  Atomic  Power  Laboratory  a  division  of  West- 
inghouse  Electric  Corporation,  one  of  the  nation’s 
leading  design  and  development  centers  of  nuclear  re¬ 
actors,  has  an  immediate  opening  for  a  Division  Medi¬ 
cal  Director. 

Position  requires  a  full  range  of  occupational  health 
activities  including  periodic  examinations  oriented  to 


control  of  radiation  exposure,  occupational  disability 
care,  health  counseling  and  preventive  services. 
Background  in  radiation  medicine  a  plus.  United  States 
citizenship  is  required. 

This  is  a  major  career  opportunity  offering  an  attrac¬ 
tive  salary  and  benefits.  If  interested,  please  send 
resume  in  confidence,  to: 


Daniel  T.  Masta,  Supervisor, 
Professional  Employment,  Dept.  PM  11-74 

©Westinghouse 

BETTIS  ATOMIC  POWER  LABORATORY 


operated  tor  the  Atomic  Energy  Commission  by  Westinghouse  Electric  Corporation 

P.0.  Box  79,  West  Mifflin,  Pa.  15122 

An  Equal  Opportunity  Employer 


INTERNIST 

Major  International  Corporation  headquartered  in 
Pittsburgh  seeks  a  full-time  internist  with  not  less 
than  four  years’  experience  to: 

•  Render  medical  care  and  treatment  to  employees 
in  connection  with  on-the-job  illness. 

•  Give  physical  examinations;  diagnose,  treat  and 
prescribe  for  industrial  patients;  counsel  and  advise 
employees  on  health  and  emotional  problems. 

•  Advise  on  all  matters  affecting  employees;  health 
and  physical  condition  of  employees  claiming  indus¬ 
trial  or  occupational  illness. 

•  Salary  competitive  plus  liberal  benefits  program 

Your  interest  in  this  position  may  be  expressed  by 
sending  a  complete  resume  of  education,  experience, 
and  personal  data  to  Department  655,  PENNSYL¬ 
VANIA  MEDICINE,  20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 

An  equal  opportunity  employer  M/F 


BARRINGER  HENSEL 


REAL  ESTATE 

Have  you  noticed  that  while  the  stock  market  goes 
down — Real  Estate  values  go  up?  Have  you  also  noticed 
that  when  the  stock  market  goes  up — Real  Estate  values 
continue  up?  The  Prudential  Insurance  Company  tells 
you  to  buy  a  piece  of  the  rock,  that’s  fine,  but  why  not  buy 
your  own  rock.  Real  estate  is  secure  and  probably  the 
best  investment  that  you  can  acquire  if  it  is  well  chosen 
for  its  location  and  potential.  This  is  where  we  come  into 
the  picture.  We  are  building  our  reputation  by  providing 
you  with  the  very  best  portfolio  in  Residential  Invest¬ 
ments.  Our  program  is  simple,  yet  the  rewards  for  you  are 
great.  We  locate  small  but  good  income  producing  apart¬ 
ment  buildings  in  areas  of  proven  appreciation.  The  prop¬ 
erty  must  show  you  a  good  return  on  your  investment  and 
provide  you  with  the  tax  shelter  that  you  definitely  need. 
During  the  holding  period  you  are  building  your  equity 
and  you  also  have  the  opportunity  for  substantial  CAPI¬ 
TAL  GAINS.  While  all  this  is  taking  place  we  never  leave 
your  side.  We  handle  the  complete  management  of  the 
property  for  you  so  that  you  receive  all  the  benefits  of 
ownership  while  we  assume  the  responsibilities.  CALL 
US! 


4075  Market  St. 
Camp  Hill,  Pa.  17011 


Area  Code  717 
Office  761-3213 
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obituaries 


•  Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


•  John  Askey,  Oil  City;  Medico-Chirurgical  College 
of  Philadelphia,  1915;  age  85;  died  September  26,  1974. 
His  wife,  a  daughter,  and  a  sister  survive  him. 

•  Alfred  W.  Crozier,  Jr.,  Pittsburgh;  University  of 
Pittsburgh  School  of  Medicine,  1933;  age  67;  died  Sep¬ 
tember  11,  1974.  He  was  surgical  chief  of  staff  at 
Bradock  General  Hospital  and  was  a  member  of  the 
American  College  of  Surgeons.  He  is  survived  by  his 
wife,  two  daughters,  two  sisters,  and  a  brother. 

•  John  U.  Fehr,  Sellersville;  Jefferson  Medical 
College,  1941;  age  58;  died  September  10,  1974.  He 
was  chief  of  the  department  of  urology  at  Grand  View 
Hospital.  Survivors  include  his  wife,  two  daughters,  a 
son,  a  sister,  and  a  brother. 

•  Samuel  Friedmann,  Scranton;  Hahnemann  Medical 
College,  1910;  age  92;  died  September  4,  1974.  He  was 
former  chief  surgeon  at  Community  Medical  Center. 
Survivors  include  his  wife  and  two  sons,  one  of  whom  is 
Elihu  Friedmann,  M.D.,  of  Scranton. 

•  William  V.  Hostelley,  Rydal;  Hahnemann  Medical 
College,  1930,  age  65;  died  September  8,  1974.  A 
former  director  of  the  department  of  otolaryngology  at 
Frankford  Hospital,  he  was  a  fellow  of  the  American 
College  of  Surgeons  and  a  past  president  of  the 
Philadelphia  Laryngological  Society.  He  is  survived  by 
a  daughter  and  two  sons,  one  of  whom  is  Richard  T. 
Hostelley,  M.D.,  Washington,  D.C. 

•  Jack  A.  Grebe,  Tyrone;  University  of  Pennsylvania 
School  of  Medicine,  1945;  age  54;  died  September  8, 
1974.  He  had  practiced  medicine  in  Tyrone  for  twenty- 
five  years.  He  is  survived  by  his  wife,  three  daughters, 
two  sons,  two  sisters,  and  a  brother. 

•  Ervant  Kapeghian,  Vestal,  N.Y.;  Maryland  Medical 
College,  1911 ;  age  88;  died  September  25,  1974.  He  had 
practiced  medicine  in  West  Philadelphia  and  Kens¬ 
ington  for  fifty  years.  A  daughter  and  a  son  survive  him. 

•  Morris  Kramer,  Easton;  University  of  Vermont 
College  of  Medicine,  1937;  age  61;  died  September  18, 
1974.  He  was  an  associate  in  internal  medicine  and  in 
cardiology  at  Easton  Hospital.  Dr.  Kramer  was  certified 
by  the  American  Board  of  Internal  Medicine  and  was  a 
fellow  of  the  American  College  of  Physicians  and  the 
American  College  of  Cardiology.  He  is  survived  by  his 
wife,  a  daughter,  a  son,  two  sisters,  and  a  brother. 

•  William  T.  Lemmon,  Woodbury,  N.J.;  Jefferson 
Medical  College,  1921;  age  77;  died  September  1,  1974. 
Prior  to  his  retirement  in  1969,  Dr.  Lemmon  was  chief  of 
surgery  at  Doctors  Hospital  and  president  and  chief  of 
staff  of  the  former  Woodbury  Memorial  Hospital.  He  is 
survived  by  his  wife;  four  daughters;  a  son,  William  T. 
Lemmon,  Jr.,  M.D.,  Philadelphia;  and  a  sister. 

•  Ralph  H.  Merkel,  Pottstown;  Jefferson  Medical 
College,  1919;  age  82;  died  September  25,  1974.  He  had 
practiced  medicine  in  Pottstown  for  forty-eight  years 
prior  to  his  retirement  in  1972.  He  is  survived  by  a 
daughter  and  two  sisters. 


•  William  J;  Murray,  Johnstown;  Jefferson  Medical 
College,  1920;  age  79;  died  September  11,  1974.  He 
was  a  past  president  of  the  Cambria  County  Medical 
Society  and  a  fellow  of  the  American  College  of  Sur¬ 
geons.  Information  regarding  survivors  is  not  available. 

•  William  Myers,  Pittsburgh;  Maryland  Medical 
College,  1936;  age  65;  died  September  22,  1974.  He  is 
survived  by  his  wife  and  two  sisters. 

•  Roy  R.  Norton,  Sharon;  Jefferson  Medical  College, 
1907;  age  93;  died  August  20,  1974.  He  had  retired  after 
sixty  years  of  medical  practice.  He  is  survived  by  a  son 
and  a  daughter. 

•  Arthur  W.  Phillips,  Emlenton;  University  of  Pennsyl¬ 
vania  School  of  Medicine,  1916;  age  86;  died  Sep¬ 
tember  26,  1974.  His  wife  survives  him. 

•  S.  Gilmore  Pontius,  Lancaster;  University  of  Penn¬ 
sylvania  School  of  Medicine,  1918;  age  82;  died  August 
28,  1974.  He  was  former  chief  of  surgery  at  Lancaster 
General  Hospital  and  was  a  past  president  of  the 
Lancaster  County  Medical  Society.  He  is  survived  by 
his  wife;  a  daughter;  and  two  sons,  one  of  whom  is 
John  Gilmore,  M.D.,  Lancaster. 

•  Wilhelmina  S.  Scott,  Lancaster;  University  of  Penn¬ 
sylvania  School  of  Medicine,  1923;  age  75;  died  Sep¬ 
tember  29,  1974.  She  had  been  head  of  the  department 
of  radiology  at  Lancaster  General  Hospital  for  twenty 
years.  Dr.  Scott  was  a  member  of  the  executive  board 
and  the  board  of  directors  of  the  American  Cancer  So¬ 
ciety.  She  is  survived  by  a  son,  a  daughter,  and  a  sister. 

•  Kenneth  C.  Sharretts,  Greenville;  Johns  Hopkins 
University  School  of  Medicine,  1936;  age  62;  died  Sep¬ 
tember  18,  1974.  He  had  practiced  surgery  for  eighteen 
years.  Survivors  include  his  wife,  two  daughters,  a  son, 
a  stepdaughter,  a  stepson,  and  four  brothers. 

Daniel  F.  Downing,  Philadelphia;  Boston  University 
School  of  Medicine,  1945;  age  57;  died  March  16,  1974. 
He  was  certified  by  the  American  Board  of  Pediatrics 
and  the  American  Board  of  Pediatric  Cardiology.  He 
was  a  member  of  the  American  College  of  Physicians, 
the  American  College  of  Cardiology,  and  the  Interna¬ 
tional  College  of  Surgeons.  His  wife  survives  him. 

Stephen  A.  Flaherty,  McKeesport;  St.  Louis  Universi¬ 
ty  School  of  Medicine,  1934;  age  64;  died  March  23, 
1974.  His  wife  survives  him. 

Frederic  H.  Steele,  Atlantis,  Florida;  Jefferson  Medi¬ 
cal  College,  1934;  age  66;  died  August  21,  1974.  He 
served  as  urologist  and  attending  surgeon  at  J.  C.  Blair 
Memorial  Hospital  in  Huntingdon  for  many  years  and 
was  medical  director  and  chief  surgeon  at  the  Hunt¬ 
ingdon  State  Correctional  Institution.  He  was  a  past 
president  of  the  Huntingdon  County  Medical  Society,  a 
fellow  of  the  American  Urologic  Association,  the  Acad¬ 
emy  of  International  Medicine,  the  American  College  of 
Surgeons,  and  was  certified  by  the  American  Board  of 
Associates  of  Abdominal  Surgeons.  He  is  survived  by 
his  wife  and  three  children. 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  •  IRRITABILITY 
FORGETFULNESS  •  CONFUSION 


Cerebro- 

^  ■■  ■  ® 

Nicin 

A  GENTLE  CEREBRAL 
STIMULANT  &  VASODILATOR  ° 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole . 100  mg.  •  Nicotinic  Acid  . . .  100  mg. 

Ascorbic  Acid  . 100  mg.  •  Thiamine  HCI  . 25  mg. 

I-Glutamic  Acid  ...... .50  mg.  •  Niacinamide  . 5  mg. 

Riboflavin  . 2  mg.  •  Pyridoxine  HCI  . 3  mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a  flushing  and  tin¬ 
gling  sensation  after  taking  a  higher  potency  nicotinic  acid. 
As  a  secondary  reaction  some  will  complain  of  nausea,  sweat¬ 
ing  and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a  cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con¬ 
vulsions.  ' 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip¬ 
tion.  Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  .  .  . 

(BR^nDTHE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


L  J 


COLD  FEET 
LEG  CRAMPS 
TINNITUS 

DISCOMFORT  ON  STANDING 


LIRO-NICIN 


gives  you  a  choice  for 

EDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 

GRADUAL  RELEASE 

LIPO-NICIN/lOO  mg.  LIPO-NICIN/250  mg. 

Each  blue  tablet  contains:  Each  yellow  tablet  contains: 

Nicotinic  Acid  . 100  mg.  Nicotinic  Acid  . 250  mg. 

Niacinamide  75  mg.  Niacinamide  .  75  mg. 

Ascorbic  Acid  150  mg.  Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  25  mg.  Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg.  Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  10  mg.  Pyridoxine  HCL  (B-6)  .10  mg. 

Svxn  iai  r  V*?1*  d,a ,‘nn  «;nn  D0SE:  1  t0  3  tablets  dai|7- 

B°tt  ®S  °f  10°’  5°°’  AVAILABLE:  Bottles  of  100,  500, 

1000  1000 

LIPO-NICIN/300  mg. 

Each  timed-release  capsule  con¬ 
tains: 

Nicotinic  Acid  . 300  mg. 

Ascorbic  Acid  . 150  mg. 

Thiamine  HCL  (B-l)  ....  25  mg. 

Riboflavin  (B-2)  .  2  mg. 

Pyridoxine  HCL  (B-6)  ...  10  mg. 
DOSE:  1  to  3  tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 

Indications:  For  use  as  a  vasodilator  in  the  symptoms  of  cold  feet,  leg  cramps,  dizziness,  memory  loss  or 
tinnitus  when  associated  with  impaired  peripheral  circulation.  Also  provides  concomitant  administration  of 
the  listed  vitamins.  The  warm  tingling  flush  which  may  follow  each  dose  of  LIPO-NICIN  100  mg.  or  250  mg. 
is  one  of  the  therapeutic  effects  that  often  produce  psychological  benefits  to  the  patient.  Side  Effects:  Tran¬ 
sient  flushing  and  feeling  of  warmth  seldom  require  discontinuation  of  the  drug.  Transient  headache,  itching 
and  tingling,  skin  rash,  allergies  and  gastric  disturbance  may  occur.  Contraindications:  Patients  with  known 
idiosyncrasy  to  nicotinic  acid  or  other  components  of  the  drug.  Use  with  caution  in  pregnant  patients  and 
patients  with  glaucoma,  severe  diabetes,  impaired  liver  function,  peptic  ulcers,  and  arterial  bleeding. 

WRITE  FOR  LITERATURE  AND  SAMPLES 

(■*§02)  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057  PBR 
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Proceedings 
125th  Annual 
Session 
of  the 

House  of  Delegates 

Pittsburgh,  October  10-12,  1974 

(Secretary’s  Note:  Favorable  action  by  the  House  of  Del¬ 
egates  on  the  recommendations  of  the  reference  com¬ 
mittees  can  be  assumed  unless  reported  otherwise.) 


The  Opening  Session  of  the  House,  October  10,  1974 

The  speaker  called  the  opening  session  of  the  House 
to  order  at  1:06  p.m.,  Thursday,  October  10,  1974,  in  the 
ballroom  of  the  William  Penn  Hotel,  Pittsburgh.  After 
hearing  a  report  from  the  chairman  of  the  Committee  on 
Credentials  (John  G.  Hallisey,  M.D.,  Beaver  County)  that 
a  quorum  was  present,  John  B.  Lovette,  M.D.,  speaker, 
called  upon  Robert  Poole,  III,  M.D.,  Chester  County,  past 
chairman  of  the  Pennsylvania  Medical  Society  Com¬ 
mittee  on  Medicine  and  Religion  and  past  member  of  the 
American  Medical  Association  Committee  on  Medicine 
and  Religion,  to  offer  the  invocation. 

Report  of  the  Speaker 

Dr.  Lovette  presented  the  following  report  to  the 
House  regarding  four  recommendations  originating  at 
the  1972  House  meeting. 

“At  the  conclusion  of  the  1972  House  of  Delegates 
meeting,  R.  William  Alexander,  M.D.,  delegate  from 
Berks  County,  made  four  recommendations,  which 
were  adopted  by  the  House  and  referred  to  the  speaker 
for  implementation.  Those  recommendations  were: 

“(1)  That  the  Chair  assign  designated  seats  or 
seating  areas  to  county  delegations.  As  you  know,  this 
recommendation  was  implemented  last  year.  Seating  is 
along  councilor  district  lines  as  indicated  in  the  charts 
on  pages  ii  and  iii  of  the  Official  Reports  Book.  Each 
year  those  councilor  districts  which  find  themselves  at 
the  very  front  of  the  room  will  next  year  move  to  the 
back  of  the  room;  and  everyone  else  will  move  up,  so 
that  eventually  each  delegation  will  have  an  opportuni¬ 
ty  to  enjoy  front-row  seating.  The  questionnaire  which 
we  provided  on  the  final  day  of  the  meeting  last  year 
showed  that  you  approve  of  this  arrangement.  (2)  Anoth¬ 
er  recommendation  was  that  the  microphones  of  the 
House  be  numbered  sequentially.  The  microphones  are 
in  the  center  aisle  and  there  are  three  of  them:  one, 
two,  three.  (3)  That  identifying  cards  be  provided  for 
dignitaries  on  the  platform.  The  implementation  of  this 
recommendation  is  self-evident.  (4)  That  the  Creden¬ 


tials  Committee  accomplish  its  validation  of  credentials 
through  a  mail  preregistration  process,  thus  avoiding 
the  need  for  a  member  of  the  Credentials  Committee  to 
be  on  hand  in  order  for  a  delegate  to  register.  We  stud¬ 
ied  the  matter  in  detail  with  both  staff  and  Legal 
Counsel  and  the  AMA.  It  was  our  recommendation  last 
year  that  before  going  to  a  mail  preregistration,  we  au¬ 
thorize  staff  to  handle  routine  registrations,  just  as  the 
AMA  does.  This  seems  to  have  worked,  and  we  will 
continue  unless  we  hear  objections  from  you.  The 
Credentials  Committee  itself  meets  at  an  appointed 
time  prior  to  each  session  of  the  House  to  go  over  any 
problems.  It  is  my  impression  that  under  this  system  the 
registration  desk  has  been  opened  at  the  convenience 
of  the  delegates  and  that  no  serious  delays  have  been 
experienced. 

“Again  this  year,  as  last  year,  we  will  provide  you 
with  a  questionnaire  at  the  conclusion  of  the  Annual 
Business  Session  on  which  you  may  indicate  your  reac¬ 
tion  to  various  elements  of  the  meeting.  D.  Ernest  Witt, 
M.D.,  vice  speaker,  and  I  find  these  very  helpful  and  ask 
that  you  do  take  the  time  to  fill  them  in.” 

Committee  on  Rules 

Arthur  J.  Patterson,  M.D.,  chairman  of  the  Committee 
on  Rules  (Greene  County)  presented  the  following 
written  report: 

"The  Committee  on  Rules  met  and  unanimously 
approved  the  adoption  of  the  Standing  Rules  of  the 
House  of  Delegates  of  the  Pennsylvania  Medical  Soci¬ 
ety  as  published  on  page  4  of  the  1974  Official  Reports 
Book  to  the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society,  with  the  exception  of  Standing  Rule 
No.  1,  which  sets  forth  the  order  of  business  of  the 
House.  In  consultation  with  the  Speaker  of  the  Pennsyl¬ 
vania  Medical  Society’s  House  of  Delegates,  your  refer¬ 
ence  committee  has  considered  a  revision  of  the  meet¬ 
ing  schedule  of  the  second  meeting.  The  purpose  of 
this  change  is  to  assure  that  proper  consideration  be 
given  to  the  activities  of  the  Pennsylvania  Medical  Care 
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Foundation.  Your  reference  committee  is  aware  that 
last  year’s  schedule  made  it  difficult  for  delegates  to 
participate  as  administrative  members  of  the  Pennsyl¬ 
vania  Medical  Care  Foundation,  and  the  revised  meet¬ 
ing  schedule  for  the  second  meeting  assures  that 
proper  attention  will  be  given  to  this  responsibility  of 
the  delegates.  In  response  to  the  specific  request  of  the 
reference  committee  for  objections  to  this  schedule,  no 
objections  were  heard.  The  suggested  meeting  sched¬ 
ule  is  as  follows: 

1 .  Call  to  Order 

2.  Report  of  Committee  on  Credentials 

3.  Reference  Committee  on  Constitution  and 
Bylaws 

4.  Reference  Committee  on  Medical  Service  “B” 

5.  Annual  Meeting  of  the  Administrative  Members 
of  the  Pennsylvania  Medical  Care  Foundation 

6.  Nomination  and/or  election  of  officers 

7.  Report  of  the  Committee  to  Nominate  Delegates 
and  Alternates  to  the  American  Medical  Associa¬ 
tion 

8.  Introduction  of  additional  supplemental  reports 
and  resolutions 

9.  Reports  of  reference  committees 

10.  Announcements 

11.  Recess 

Mr.  Speaker,  I  recommend  that  the  Standing  Rules  of 
the  House  be  adopted  as  printed  with  the  above 
amendment  to  Standing  Rule  No.  1. 

“Mr.  Speaker,  your  reference  committee  has  consid¬ 
ered  the  supplemental  report  received  from  the  Second 
Councilor  District  contained  on  Page  97  of  the  Official 
Reports  Book.  This  report  asks  that  a  plan  of  seating 
should  be  operative  whereby  the  executive  secretary 
may  sit  with  delegates  from  the  counties  they  repre¬ 
sent.  Your  reference  committee  heard  considerable 
testimony  on  this  question,  which  indicates  a  desire  on 
the  part  of  many  county  medical  societies  to  have  the 
benefit  of  assistance  from  their  executive  secretaries 
on  the  floor  of  the  Flouse  of  Delegates.  It  is  the  feeling 
of  these  counties  that  the  quality  of  decisions  reached 
would  be  enhanced  by  the  services  provided  to  their 
delegation  by  their  executive  secretary.  Your  reference 
committee  is  cognizant  of  the  policy  of  the  American 
Medical  Association’s  House  of  Delegates,  at  which 
staff  persons  may  not  sit  with  their  delegation. 

Your  reference  committee,  on  the  basis  of  testimony 
presented  both  by  counties  that  have  executive  secre¬ 
taries  and  those  that  do  not,  and  testimony  presented 
by  the  Speaker  of  the  House,  recommends  that  execu¬ 
tive  secretaries  be  seated  with  their  delegation.” 

Necrology  Report 

The  House  stood  in  tribute  following  the  Necrology 
Report  presented  by  Cyrus  B.  Slease,  M.D.,  Armstrong 
County,  chairman  of  the  Board  of  Trustees: 

“At  this  time  it  is  customary  to  ask  you  to  give  a 
moment’s  thought  to  our  members  who  may  have  been 
with  us  here  a  year  ago,  but,  in  the  past  months,  have 


responded  to  their  last  roll  call.  Their  names  have  been 
memorialized  in  county  medical  society  bulletins  and  in 
PENNSYLVANIA  MEDICINE,  the  journal  of  the  Pennsyl¬ 
vania  Medical  Society. 

“Among  those  who  passed  away  this  year  was  a 
member  who  was  known  to  all  of  the  members  of  this 
House  of  Delegates  and,  indeed,  who  was  a  personal 
friend  of  many  of  the  members  present  today — Dr. 
Ralph  C.  Wilde — president  of  the  Pennsylvania  Medical 
Society.  N 

“From  September  1,  1973,  to  August  31,  1974,  we 
have  lost  by  death  208  members:  eleven  not  over  50 
years  of  age;  104  between  fifty-one  and  seventy;  and 
ninety-three  in  the  group  aged  seventy-one  to  over 
ninety.  Of  these  208  members,  eighty-one  were  as¬ 
sociates,  most  of  whom  were  sixty-five  years  of  age  or 
over.  The  necrology  report  at  the  last  annual  session 
reported  the  loss  of  217  members. 

“May  we  rise  for  this  moment  in  silence  and  respect 
to  those  members  who  have  passed  to  their  eternal 
reward  during  the  past  year.” 

PaMPAC  Presentation 

R.  William  Alexander,  M.D.,  Berks  County,  chairman 
of  the  PaMPAC  board  of  directors,  presented  an  infor¬ 
mational  report  to  the  House.  Dr.  Alexander’s  remarks 
are  attached  as  Appendix  A. 

Announcements 

D.  Ernest  Witt,  M.D.,  Columbia  County,  vice  speaker 
of  the  House  of  Delegates  introduced  officers  of  the  So¬ 
ciety,  members  of  the  Judicial  Council,  and  members  of 
the  Board  of  Trustees  and  Councilors. 

Approval  of  Proceedings 

The  Proceedings  of  the  124th  Annual  Meeting  of  the 
Society  in  Philadelphia,  October  18-20,  1973,  found  on 
pages  61  through  119  of  the  December  1973  issue  of 
PENNSYLVANIA  MEDICINE  were  approved. 

Address  of  the  President 

A.  Reynolds  Crane,  M.D.,  Philadelphia  County,  presi¬ 
dent,  presented  a  report  on  his  plans  for  the  coming 
year.  Dr.  Crane’s  speech  was  referred  to  the  Reference 
Committee  on  Reports  of  Officers,  with  the  exception  of 
the  recommendations  dealing  with  Blue  Shield  and  no¬ 
fault  insurance,  which  were  referred  to  the  Reference 
Committee  on  Medical  Service  “A”.  A  recommendation 
concerning  unified  membership  was  referred  to  the 
Reference  Committee  on  Constitution  and  Bylaws.  The 
text  of  Dr.  Crane’s  address  appeared  in  the  November 
1974  issue  of  PENNSYLVANIA  MEDICINE. 

Report  of  the  AMA  Delegation 

As  required  by  the  Resolved  portion  of  Resolution  71- 
1:  AMA  Delegation  Report  and  Plans,  the  House 
received  a  brief  report  from  the  chairman  of  the  PMS 
Delegation,  Malcolm  W.  Miller,  M.D.,  Philadelphia. 
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“I  call  your  attention  to  the  complete  report  of  the 
Pennsylvania  Delegation  to  the  American  Medical  As¬ 
sociation  which  appears  on  pages  91  and  92  of  the  Of¬ 
ficial  Reports  Book.  My  remarks  today  will  be  confined 
to  those  items  which  I  believe  should  be  emphasized. 

The  Pennsylvania  Medical  Society  was  represented 
by  a  full  complement  of  delegates  at  the  Clinical  Meet¬ 
ing  of  the  AMA  in  Anaheim,  California,  in  December 
1973  and  at  the  Annual  Meeting  in  Chicago  in  June 
1974.  Your  delegation  continues  to  remain  active  and 
energetic  in  the  organizational  affairs  of  the  AMA. 

“The  1974  meeting  in  Chicago  marked  the 
conclusion  of  Dr.  Russell  B.  Roth's  term  as  president  of 
the  AMA.  Dr.  Roth  served  the  AMA  with  distinction,  and 
I  believe  history  will  record  him  as  one  of  the  AMA’s 
outstanding  spokesmen.  At  the  June  meeting,  Dr. 
William  Y.  Rial,  of  Swarthmore,  was  reelected  vice 
speaker  of  the  AMA  House  of  Delegates;  and,  as  I  in¬ 
dicate  in  our  official  report,  it  will  not  be  a  surprise  to 
learn  that  he  served  with  distinction  in  the  AMA  House 
of  Delegates. 

“I  would  like  to  call  your  attention  to  the  fact  that  Dr. 
William  B.  West,  of  Huntingdon,  and  Dr.  William  A.  Lim- 
berger,  of  West  Chester,  have  chosen  not  to  be 
renominated  as  delegates  this  year.  Dr.  West  served  as 
a  delegate  for  thirteen  years,  and  Dr.  Limberger  for 
nine  years.  The  contributions  of  these  two  physicians, 
not  only  in  the  Pennsylvania  Medical  Society  but  at  the 
AMA  level,  have  been  invaluable;  and  they  will  be 
missed  as  members  of  the  Pennsylvania  Delegation  to 
the  AMA  and  should  receive  the  plaudits  of  this  House 
of  Delegates. 

“As  we  indicate  in  our  report,  three  resolutions  were 
submitted  by  the  Pennsylvania  Delegation  to  the  AMA 
House  of  Delegates  at  the  December  meeting,  as  man¬ 
dated  by  the  1973  House  of  Delegates  of  the  PMS.  The 
fate  of  these  resolutions  is  outlined  in  our  report  on 
page  91 . 

“As  most  of  you  know,  one  of  the  key  issues  dis¬ 
cussed  at  both  the  Anaheim  and  Chicago  meetings  was 
Professional  Standards  Review  Organization.  I  would 
urge  you  to  read  very  carefully  that  section  of  the 
report  which  appears  on  page  92  in  which  we  outline 
the  position  finally  taken  by  the  AMA  with  regard  to 
PSRO  at  the  June  meeting.  It  should  be  emphasized 
that  it  is  our  interpretation  that  the  new  policy  provides 
that  in  the  event  the  PSRO  program  does,  in  fact,  ad¬ 
versely  affect  patient  care  or  conflicts  with  AMA  policy, 
that  the  Board  of  Trustees  of  the  AMA  will  be  instructed 
to  use  all  legal  and  legislative  means  to  rectify  short¬ 
comings. 

“As  is  noted  on  your  schedule,  the  Pennsylvania  Del¬ 
egation  will  hold  an  open  hearing  again  this  year — 
tomorrow  morning  at  nine  o’clock  in  the  Allegheny 
Room  of  this  hotel.  Every  member  is  welcome  and  I 
personally  urge  you  to  attend  to  let  the  delegation  have 
the  benefit  of  your  opinions.” 

Pennsylvania  Delegation  Open  Hearing 

It  was  announced  that  the  Pennsylvania  Delegation 
to  the  AMA  would  hold  an  open  hearing  Friday  morning 


at  9:00  a.m.  in  the  Allegheny  Room,  with  the  Pennsyl¬ 
vania  Delegation  sitting  as  a  special  committee,  Dr. 
Miller,  chairman,  presiding.  The  purpose  of  the  hearing 
was  to  afford  members  an  opportunity  to  ask  questions 
of  the  delegation  and  to  make  their  views  on  the  AMA 
known. 

Candidates  for  Vice  Speaker 

Dr.  Lovette  read  the  Resolved  portion  of  Resolution 
73-26:  “Resolved,  that  the  Bylaws  of  the  Pennsylvania 
Medical  Society  be  changed  to  mandate  two  or  more 
candidates  for  the  office  of  vice  speaker.”  Dr.  Lovette 
announced  that  the  amendment  had  been  cast  into  lan¬ 
guage  and  would  be  voted  upon  the  first  thing  Friday 
morning.  Depending  upon  the  sense  of  the  House,  a 
slate  of  two  candidates  for  vice  speaker  may  or  may  not 
be  mandated  later  in  the  afternoon  at  the  time  of 
nominations. 

(Secretary’s  Note:  The  proposed  amendments  failed  to 
carry  and  thus  there  was  no  requirement  that  at  least 
two  candidates  be  presented  for  the  office  of  vice 
speaker.) 

Distinguished  Guests 

The  following  distinguished  guests  were  presented  to 
the  House:  William  R.  Schultz,  M.D.,  past  president,  Ohio 
State  Medical  Association;  Ralph  S.  Emerson,  M.D., 
president  elect,  Medical  Society  of  the  State  of  New 
York;  William  E.  Gilmore,  M.D.,  president,  West  Virginia 
State  Medical  Association;  Calvin  B.  Hearne,  M.D.,  sec¬ 
retary,  Medical  Society  of  Delaware;  Vernon  C.  Buckley, 
D.O.,  president,  Pennsylvania  Osteopathic  Medical  As¬ 
sociation;  William  A.  Booth,  D.D.S.,  president,  Pennsyl¬ 
vania  Dental  Association;  George  S.  Maggio,  president, 
Pennsylvania  Pharmaceutical  Association;  Mrs.  Irene 
Goll,  president,  Pennsylvania  Chapter,  American  Asso¬ 
ciation  of  Medical  Assistants. 

Address  of  the  Official  AMA  Representative 

William  Y.  Rial,  M.D.,  vice  speaker  of  the  American 
Medical  Association’s  House  of  Delegates,  and  past 
speaker  of  the  PMS  House  of  Delegates,  addressed  the 
Pennsylvania  Medical  Society  House  of  Delegates.  Dr. 
Rial  voiced  his  support  of  the  unified  membership 
amendment  prepared  by  the  Committee  on  Constitution 
and  Bylaws.  His  remarks  were  received  for  information. 

Acceptance  of  Reports  and  Resolutions 

The  material  contained  in  the  1974  Official  Reports 
Book  was  accepted.  The  following  announcement  was 
made  with  regard  to  the  Pennsylvania  Medical  Care 
Foundation:  “As  you  know,  according  to  the  bylaws  of 
the  Medical  Care  Foundation,  the  members  of  the  PMS 
House  of  Delegates  are  also  the  administrative 
members  of  the  Pennsylvania  Medical  Care  Founda¬ 
tion.  In  the  packet  you  will  find  the  1974  Annual  Report 
of  the  Board  of  Directors  of  the  Pennsylvania  Medical 
Care  Foundation.  It  is  referred  to  the  Reference  Com¬ 
mittee  on  Medical  Service  “B”. 
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“It  is  the  recommendation  of  the  Chair  that  the 
House  determine  to  hold  the  annual  meeting  of  the 
Pennsylvania  Medical  Care  Foundation  tomorrow  after¬ 
noon.  We  recommend  that  immediately  after 
concluding  the  Reference  Committee  Report  on  Consti¬ 
tution  and  Bylaws,  the  House  consider  the  Reference 
Committee  Report  on  Medical  Service  “B”.  At  the 
conclusion  of  Medical  Service  “B”  we  believe  that  the 
House  should  recess  and  immediately  convene  the 
meeting  of  the  administrative  members  of  the  Founda¬ 
tion.  Following  the  annual  meeting  of  the  Foundation, 
we  would  then  reconvene  as  the  House  of  Delegates 
and  continue  with  nominations  and/or  elections.” 

The  Chair  called  upon  Matthew  Marshall,  Jr.,  M.D., 
Allegheny  County,  president,  Pennsylvania  Medical 
Care  Foundation,  for  a  few  remarks  concerning  the  an¬ 
nual  report  of  the  Foundation. 

The  following  supplemental  reports  were  contained 
in  the  Official  Reports  Book.  They  became  the  official 
business  of  the  House.  (1)  Supplemental  Report  A, 
Board  of  Trustees  and  Councilors  (Referred  to  Refer¬ 
ence  Committee  on  Reports  of  Officers).  See  Appendix 
B.  (2)  Supplemental  Report  B,  Board  of  Trustees  and 
Councilors  (Referred  to  Reference  Committee  on  Medi¬ 
cal  Service  “A”).  See  Appendix  C.  (3)  Supplemental 
Report  C,  Board  of  Trustees  and  Councilors  (Referred 
to  Reference  Committee  on  Reports  of  Officers).  See 
Appendix  D.  (4)  Supplemental  Report  D,  Board  of  Trus¬ 
tees  and  Councilors  (Referred  to  Reference  Committee 
on  Reports  of  Officers).  See  Appendix  E.  (5)  Supple¬ 
mental  Report  E,  Board  of  Trustees  and  Councilors 
(Referred  to  Reference  Committee  on  Medical  Service 
“A”).  See  Appendix  F.  (6)  Supplemental  Report  F, 
Board  of  Trustees  and  Councilors  (Referred  to  Refer¬ 
ence  Committee  on  Reports  of  Officers).  See  Appendix 
G.  (7)  Supplemental  Report,  Second  District  (Referred 
to  Reference  Committee  on  Rules).  See  Appendix  H. 

The  following  supplemental  reports  in  the  delegates’ 
packets  were  received  as  the  business  of  the  House.  (1) 
Supplemental  Report  G,  Board  of  Trustees  and  Council¬ 
ors  (Referred  to  Reference  Committee  on  Medical  Serv¬ 
ice  “A”).  See  Appendix  I.  (2)  Supplemental  Report  H, 
Board  of  Trustees  and  Councilors  (Referred  to  Refer¬ 
ence  Committee  on  Reports  of  Officers  with  the  excep¬ 
tion  of  Item  2,  re  Pennsylvania  Medical  Cooperative, 
which  was  referred  to  Reference  Committee  on  Public 
Service).  See  Appendix  J.  (3)  Supplemental  Report  I, 
Board  of  Trustees  and  Councilors  (Referred  to  Refer¬ 
ence  Committee  on  Governmental  Relations).  See  Ap¬ 
pendix  K.  (4)  Supplemental  Report,  Council  on  Govern¬ 
mental  Relations  (Referred  to  Reference  Committee  on 
Governmental  Relations).  See  Appendix  L.  (5)  Supple¬ 
mental  Report,  Council  on  Public  Service  (Referred  to 
Reference  Committee  on  Publip  Service).  See  Appendix 
M.  (6)  Supplemental  Report,  Committee  on  Rela¬ 
tionships  with  Allied  Professions  (Referred  to  Reference 
Committee  on  Education  and  Science).  See  Appendix  N. 
(7)  Annual  Report  of  the  Educational  and  Scientific  Trust 
(Referred  to  Reference  Committee  on  Education  and 
Science).  Available  upon  request.  (8)  Report  of  Pennsyl¬ 
vania  Blue  Shield  (Referred  to  Reference  Committee  on 
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Medical  Service  “A”).  Available  upon  request.  (9)  Sup¬ 
plemental  Report,  Pennsylvania  Blue  Shield  (Referred  to 
Reference  Committee  on  Medical  Service  “A”).  Avail¬ 
able  upon  request.  (10)  Budget  calculations  for  1974 
(Referred  to  Reference  Committee  on  Reports  of  Of¬ 
ficers).  Available  upon  request. 

Finance  Committee  Report 

George  A.  Rowland,  M.D.,  Columbia  County, 
chairman,  Finance  Committee,  presented  the  following 
report  of  the  Finance  Committee  of  the  Board  of  Trus¬ 
tees  and  Councilors,  which  was  referred  to  the  Refer¬ 
ence  Committee  on  Reports  of  Officers. 

“A  copy  of  the  proposed  budget  for  1975,  as 
approved  by  the  Board  of  Trustees,  has  been  distrib¬ 
uted  for  your  information.  It  also  contains  the  compara¬ 
tive  figures  of  the  budget  approved  for  1974,  as  well  as 
the  actual  expenditures  for  the  period  January  1 
through  June  30,  1974,  which  shows  a  deficit  of  $6,360 
for  the  six-month  period.  Since  this  statement  was 
prepared,  the  financial  situation  has  improved  consid¬ 
erably.  We  now  anticipate  a  surplus  of  approximately 
$50,000.  This  has  resulted  from  the  tremendous 
increase  in  interest  rates  available  to  us  as  well  as  the 
reimbursement  from  the  federal  government  for  man¬ 
agement  services  of  the  Susquehanna  Valley  Regional 
Medical  Program.  In  1974,  without  this  reimbursement, 
we  would  be  projecting  a  deficit  of  some  $15,000.  I 
believe  this  underscores  the  tenuous  nature  of  the 
surplus  we  are  registering  this  year. 

“The  budget  for  1975  is  based  on  the  current  annual 
assessment  of  $100  per  full  dues-paying  member  and 
reflects  a  deficit  of  $203,728.  It  includes  reimbursement 
from  the  federal  government  for  a  six-month  period 
since  the  funding  for  SVRMP  carries  them  through 
June  30,  1975.  It  is  expected  that  the  Regional  Medical 
Program  will  be  terminated  at  that  time. 

“We  have  held  two  meetings  on  the  budget  and  were 
unable  to  make  more  than  minor  reductions  in  the 
projected  deficit.  The  committee  and  the  Board  of  Trus¬ 
tees  believes  the  budget  requests  of  the  various 
councils  and  committees  to  be  reasonable  and  to  rep¬ 
resent  the  funds  they  will  need  to  carry  out  mandated 
programs.  Councils  and  committees  have  exercised 
great  care  in  expenditures  in  the  past.  With  their  con¬ 
tinued  help  we  hope  to  keep  the  deficit  to  a  minimum. 

“However,  there  are  resolutions  which  this  House  is 
going  to  consider  which  carry  an  estimated  additional 
cost  of  $59,500.  A  constitutional  amendment  before  this 
House  would  establish  an  Emeritus  membership  cate¬ 
gory,  replacing  the  Associate  classification.  This 
change  would  require  no  dues  payment  of  the  con¬ 
cerned  members,  and  since  those  who  are  eligible  for 
Senior  Active  membership  would  also  be  eligible  for 
this  category,  it  could  result  in  loss  in  dues  revenue  of 
up  to  $57,000.  The  Council  on  Public  Service  is 
requesting  the  Society  to  provide  financial  backing  for 
initial  capitalization  of  the  Cooperative,  should  their 
proposed  extension  of  the  recruitment  program  fall 
short.  This  could  amount  to  $80,000  but  will  probably 
be  less.  These  items  alone  could  almost  double  the 
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1975  projected  deficit.  No  one  can  measure  at  this  time 
the  fiscal  effect  of  unified  membership,  which,  inciden¬ 
tally,  the  Board  supports,  or  the  effect  of  the  continuing 
education  requirement.  Their  impact  could  be  short- 
range,  minimal,  or  permanent.  Unquestionably  these 
m  issues  add  deeper  ambiguity  to  an  already  strained 
fiscal  picture. 

“It  appears  at  least  a  $25  increase  in  the  annual  as¬ 
sessment  will  be  necessary  for  next  year,  based  on  the 
budget  before  you.  I  emphasize  that  this  budget  does 
not  take  into  account  the  various  reports  and  resolu¬ 
tions  and  other  items  of  business  before  this  House 
which  have  fiscal  implications.  A  definite  recommen¬ 
dation  will  be  made  at  the  final  session  of  the  House. 
What  the  exact  figure  will  be  depends  on  what  you  do 
here  during  the  next  few  days.  In  this  regard,  you  have 
in  your  packets  a  comparative  study  of  dues  for  state 
medical  associations,  which  I  recommend  for  your 
^  reading. 

“If  there  are  any  questions  regarding  the  budget  or 

I  the  financial  condition  of  the  Society,  I  strongly  urge 
you  to  attend  the  hearing  of  the  Reference  Committee 
on  Reports  of  Officers  where  members  of  the  Finance 
vj  Committee  will  be  available  to  hear  your  opinions  and 
to  attempt  to  answer  any  questions  you  might  have. 
♦'  Thank  you.” 

Comparison  of  Current  Dues  of 
State  Medical  Associations — Informational 


Resolutions 

The  following  resolutions  were  received  less  than 
thirty  days  before  the  meeting  of  the  House  of  Dele¬ 
gates  and  were  accepted  by  the  House  as  business: 

Resolution  No.  74-12 

Subject:  DPW  Noncooperation  with  physicians’ 
requests  for  payments 

Introduced  by:  David  N.  Farber,  M.D.,  delegate,  in 
behalf  of  the  Berks  County  Medical  So¬ 
ciety 

(Referred  to  Reference  Committee  on  Medical  Service 
“A”) 

Resolution  No.  74-13 

Subject:  Hypertension 

Introduced  by:  John  H.  Moyer,  III,  M.D.,  delegate, 
Philadelphia  County 
Author:  John  H.  Moyer,  III,  M.D. 

(Referred  to  Reference  Committee  on  Education  and 
Science) 

Resolution  No.  74-14 

Subject:  Beginning  of  Human  Life 

Introduced  by:  John  D.  Lane,  M.D.,  delegate,  Bucks 
County  Medical  Society 
Author:  John  D.  Lane,  M.D. 

(Referred  to  Reference  Committee  on  Education  and 
Science) 

Resolution  No.  74-15 

Subject:  Doctors  of  Osteopathy  being  members  of 
county  medical  societies  and  not  members  of 
the  Pennsylvania  Medical  Society 
Introduced  by:  Irving  Williams,  M.D.,  in  behalf  of  the 
Union  County  Medical  Society 
Author:  J.  Preston  Hoyle,  M.D. 

(Referred  to  Reference  Committee  on  Constitution  and 
Bylaws) 

Resolution  No.  74-16 

Subject:  Reaffirmation  of  the  Usual,  Customary,  and 
Reasonable  Fee  Concept 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Matthew  Marshall,  Jr.,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service 
“A”) 

Resolution  No.  74-17 

Subject:  Reevaluation  of  PMS  Continuing  Education 
Program 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  James  R.  Dorenburg,  M.D. 

(Referred  to  Reference  Committee  on  Education  and 
Science) 
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Resolution  No.  74-18 


Resolution  No.  74-22 


Subject:  Tribute  to  the  late  Ralph  C.  Wilde,  M.D. 
Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Michael  P.  Levis,  M.D. 

(Adopted  by  the  House  without  referral) 

“WHEREAS,  Dr.  Ralph  C.  Wilde  served  his  profession 
and  community  as  an  outstanding  teacher,  surgeon, 
and  leader;  and 

WHEREAS,  Dr.  Wilde  exemplified  by  his  compassion, 
understanding,  and  professional  skills  that  to  which  all 
physicians  of  good  will  aspire;  and 

WHEREAS,  Dr.  Wilde  imparted  diligence  and  integri¬ 
ty  to  those  students  of  surgery  fortunate  enough  to 
work  with  him;  and 

WHEREAS,  Dr.  Wilde  gave  so  willingly  of  his  time 
and  energy  to  enhance  and  enrich  those  professional 
organizations  he  served;  and 

WHEREAS,  Dr.  Wilde  served  with  uncommon  distinc¬ 
tion  as  the  124th  president  of  the  Pennsylvania  Medical 
Society  in  1973-74  and  president  of  the  Allegheny 
County  Medical  Society  in  1971-72;  therefore  be  it 
RESOLVED,  That  his  untimely  death  on  July  10,  1974, 
be  proclaimed  a  great  loss  to  the  Pennsylvania  Medical 
Society,  the  city  of  Pittsburgh,  and  especially  his  fami¬ 
ly;  and  be  it  further 

RESOLVED,  That  a  copy  of  this  expression  of  respect 
and  appreciation  be  suitably  inscribed  and  forwarded 
to  his  bereaved  family.” 

Resolution  No.  74-19 

Subject:  Obstetrical  Fee  Coverage 
Introduced  by:  Henry  H.  Fetterman,  M.D.,  on  behalf  of 
the  Pennsylvania  Section  of  the  Ameri¬ 
can  College  of  Obstetricians  and  Gyne¬ 
cologists 

(Referred  to  Reference  Committee  on  Medical  Service 
“A”) 

Resolution  No.  74-20 

Subject:  Confidentiality  of  Medical  Records 
Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Michael  P.  Levis,  M.D. 

(Referred  to  Reference  Committee  on  Education  and 
Science) 

Resolution  No.  74-21 

Subject:  Recommendations  to  Blue  Shield  for  a  Mean¬ 
ingful  Doctors’  Plan 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Jerome  Chamovitz,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service 
“A”) 


Subject:  Correction  of  Inequities  Existing  between  Sur¬ 
gical  and  Nonsurgical  Fees  in  the  Plan  C  Fee 
Schedule 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Jerome  Chamovitz,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service 
“A”) 

Resolution  No.  74-23 

Subject:  Medical  Audit  and  Utilization  Review 
Procedures 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Matthew  Marshall,  Jr.,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service 
“B”) 

Attendance  Slips 

Legal  Counsel  has  determined  that  for  purposes  of 
the  record,  the  registration  data  maintained  by  the 
Credentials  Committee  is  sufficient.  Therefore,  attend¬ 
ance  slips  are  not  being  provided.  At  the  same  time,  we 
wish  to  remind  delegates  that  they  are  free  to  call  for  a 
roll  call  vote  at  any  time. 

Reference  Committees 

Reference  Committees  for  the  1974  Annual  Session  of 
the  House  of  Delegates  are  listed  below: 

Constitution  and  Bylaws 

*R.  Robert  Tyson  (Philadelphia),  Chairman 
‘Robert  W.  Allen  (Mercer) 

‘Betty  L.  Cottle  (Blair) 

‘Patrick  H.  Hughes  (Allegheny) 

‘John  D.  Lane  (Bucks) 

Robert  Poole  (Chester),  Alternate 

Education  and  Science 

‘John  Y.  Templeton  (Philadelphia),  Chairman 
‘Frank  J.  Dracos  (Orthopaedics) 

‘William  K.  Sieber  (Allegheny) 

‘Joel  Abramovitz  (University  of  Pittsburgh) 

‘Charles  K.  Zug  (Northampton) 

William  A.  Shaver  (Lebanon),  Alternate 

Credentials 

John  G.  Hallisey  (Beaver),  Chairman 
John  E.  Kenvin  (Lehigh) 

J.  Campbell  Martin  (Columbia) 

Leon  Reinstein  (Physical  Medicine  and  Rehabilitation) 
Walter  B.  Watkin  (Huntingdon) 

Charles  E.  Cleland  (McKean),  Alternate 
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Public  Service 

‘Richard  L.  Huber  (Lackawanna),  Chairman 
‘Clayton  C.  Barclay  (Schuylkill) 

Luther  W.  Brady  (Philadelphia) 

‘Arthur  I.  Murphy  (Allegheny) 

*F.  Gregg  Ney  (Butler) 

‘Charles  R.  Sloan  (Fayette),  Alternate 

Governmental  Relations 

‘Rex  A.  Pittenger  (Allegheny),  Chairman 
‘Paul  S.  Friedman  (Philadelphia) 

‘Richard  A.  Peters  (Warren) 

‘John  P.  Whiteley  (York) 

Melvin  Williams  (Indiana) 

‘Sami  I.  Michael  (Carbon),  Alternate 

Reports  of  Officers 

‘David  L.  Miller  (Clarion),  Chairman 
David  N.  Farber  (Berks) 

‘Michael  P.  Levis  (Allegheny) 

‘David  L.  Mudrick  (Delaware) 

Charles  C.  Wolferth,  Jr.  (Philadelphia) 

‘David  F.  Gillum  (Tioga),  Alternate 

Tellers 

Frank  A.  Belmont  (Perry),  Chairman 
Jon  S.  Adler  (Washington) 

John  C.  Cavender (Susquehanna) 

James  E.  Hadley  (Venango) 

Clifford  B.  Lull,  Jr.  (Jefferson) 

Roderick  R.  McLeod  (Armstrong) 

Edward  N.  Moser  (Lycoming) 

Paul  J.  Schaner  (Anesthesiology) 

Medical  Service  “A” 

‘Lester  A.  Dunmire  (Allegheny),  Chairman 
Michael  D.  McGuire  (Montgomery) 

‘Thomas  P.  Petrick  (Westmoreland) 

‘Robert  E.  Rawdon  (Mifflin-Juniata) 

‘George  P.  Rosemond  (Philadelphia) 

‘Frederick  R.  Gilmore  (Clearfield),  Alternate 

Medical  Service  “B” 

*R.  Edward  Steele  (Dauphin),  Chairman 
‘James  R.  Dornenburg  (Allegheny) 

‘Herbert  Fellerman  (Luzerne) 

‘William  W.  Gress  (Cambria) 

‘Edward  J.  Resnick  (Philadelphia) 

John  P.  Mraz  (Erie),  Alternate 

Rules 

‘Arthur  J.  Patterson  (Greene),  Chairman 
‘John  J.  Corcoran  (Lancaster) 

Lawrence  D.  Ellis  (Allegheny) 

George  A.  Hahn  (Philadelphia) 

‘Charles  J.  H.  Kraft  (Wyoming) 

‘Robert  F.  Beckley  (Clinton),  Alternate 
*  Indicates  those  members  who  signed  the  report. 


Alternates  to  Reference  Committees — Again  this 
year  the  speaker  appointed,  along  with  the  regular  five 
members  of  each  reference  committee,  one  alternate. 
These  alternates  were  so  notified  and  received  all  per¬ 
tinent  materials  relating  to  their  reference  committee. 
The  purpose  is  to  make  available  to  the  committee  a 
substitute  familiar  with  the  material,  in  the  event  that 
one  of  the  regular  committee  members  is  unable  to  at¬ 
tend  the  meeting. 

Remarks  of  President  of  Woman’s  Auxiliary 

Mrs.  Frederick  R.  Gilmore,  president,  Woman’s  Auxil¬ 
iary  to  the  Pennsylvania  Medical  Society,  addressed 
the  House  on  the  occasion  of  the  Auxiliary’s  50th  Anni¬ 
versary,  and  her  remarks  were  referred  to  the  Refer¬ 
ence  Committee  on  Public  Service.  Available  upon 
request. 

Remarks  of  President  of  Woman’s  Auxiliary  to  the  AMA 

Mrs.  Howard  Liljestrand,  president,  Woman’s  Auxilia¬ 
ry  to  the  American  Medical  Association,  addressed  the 
House.  Her  remarks  were  received  for  information. 

Councilor  District  Caucuses 

It  was  announced  that  councilor  district  caucuses 
would  be  held  Friday  morning  at  10:30  a.m.,  with  the 
locations  listed  on  the  back  page  of  the  Official  Reports 
Book.  It  was  noted  that  a  room  had  been  set  aside  for 
the  specialty  delegates  in  which  they  could  hold  a 
caucus.  On  Saturday  morning  further  time  was 
reserved  at  8:30  a.m.  for  the  second  round  of  district 
caucuses.  Copies  of  reference  committee  reports  were 
made  available  at  the  caucuses. 

Reference  Committee  Hearings 

Reference  Committee  hearings  were  held  at  the  fol¬ 
lowing  times: 


Constitution  and  Bylaws 

3:30 

p.m. 

Medical  Service  “B” 

3:20 

p.m. 

Education  and  Science 

3:00 

p.m. 

Reports  of  Officers 

3:15 

p.m. 

Medical  Service  “A” 

7:00 

p.m. 

Governmental  Relations 

7:00 

p.m. 

Public  Service 

7:00 

p.m. 

Adjournment 

The  opening  session  of  the  House  adjourned  at  3:05 
p.m. 

The  Second  Session  of  the  House,  October  11,  1974 

The  second  session  of  the  House  was  called  to  order 
at  1:10  p.m.  in  the  ballroom  of  the  William  Penn  Hotel, 
Pittsburgh.  John  G.  Hallisey,  M.D.,  Beaver  County, 
chairman,  Committee  on  Credentials,  reported  a 
quorum  present. 

It  was  noted  that  Bradford,  Huntingdon,  Indiana, 
Monroe,  and  Potter  counties  were  without  represen¬ 
tation  in  the  House  of  Delegates,  as  were:  Specialty 
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Societies — Clinical  Pathology,  Colon  and  Rectal  Sur¬ 
gery,  Obstetrics  and  Gynecology,  Pediatrics;  SAMA 
Chapters — Hershey,  Jefferson,  Temple,  University  of 
Pennsylvania. 

It  was  noted  that  Article  VI,  Section  3  of  the  Constitu¬ 
tion  states  that:  “If  any  component  society  is  without 
any  duly  accredited  voting  member  of  the  House  of  Del¬ 
egates  at  any  session  thereof,  then  the  Active,  Senior 
Active,  Intern  or  Resident  member  or  members  regis¬ 
tered  in  attendance  from  that  component  society  may 
select  himself  or  one  delegate  from  their  number,  as 
the  case  may  be,  who  shall  be  the  representative  of  that 
component  society  and  shall  serve  in  the  place  of  an 
accredited  delegate." 

Members  of  the  Society  who  shall  qualify- to  fill  one 
of  the  vacancies  were  instructed  to  report  to  the 
Credentials  Committee  to  apply  for  the  vacancies. 

(Secretary’s  Note:  There  were  no  persons  present  who 
applied  to  fill  the  above  vacancies.) 

Resolutions  74-20,  74-21,  74-22,  74-23 — The  Chair  an¬ 
nounced  that  in  response  to  an  earlier  question,  a 
review  of  the  tape  recording  made  of  the  meeting  of 
Thursday,  October  10,  showed  that  resolutions  74-20, 
74-21,  74-22,  and  74-23  had  been  properly  introduced  to 
become  the  business  of  the  House.  The  Chair  further 
noted  that  this  confusion  could  have  been  avoided  had 
the  resolutions  been  submitted  earlier. 


Reference  Committee 
Constitution  and  Bylaws 

R.  Robert  Tyson,  M.D.,  chairman,  presented  the  fol¬ 
lowing  report  of  the  committee: 

Allowance  for  the  past  Speaker  of  the  House  to  Speak 
from  the  Floor  (Pages  14  and  68  of  the  Official 
Reports  Book) 

The  suggestion  that  the  past  speaker  of  the  House  of 
Delegates  be  added  to  those  other  members  privileged 
to  speak  from  the  floor  of  this  House  was  suggested  by 
your  speaker,  Dr.  Lovette.  A  change  in  the  Constitution 
has  been  made  by  the  Committee  on  Constitution  and 
Bylaws  and  is  presented  in  the  Official  Reports  Book. 
We  heard  no  adverse  comments  in  the  reference  com¬ 
mittee  hearing. 

Mr.  Speaker,  We  Recommend  approval  of  this  consti¬ 
tutional  change. 

Change  in  the  Name  of  the  Council  on  Public  Service  to 
Council  on  Professional  Relations  and  Services 
(Pages  87  and  93  of  the  Official  Reports  Book) 

Last  year,  after  considerable  debate,  a  Com¬ 
munications  Division  was  approved  and  has  had  a  year 
of  function.  Today  there  is  wholehearted  support  for 
this  division  expressed  by  all  concerned  members 
including  the  Council  on  Public  Service.  The  Council 


on  Public  Service  has  recommended  that  its  name  be 
changed  to  the  “Council  on  Professional  Relations  and 
Services.”  Only  favorable  testimony  was  heard  in  the 
reference  committee  hearing. 

Mr.  Speaker,  We  Recommend  approval  of  this 
change  in  title. 

Since  the  old  description  in  Section  4  (c)  of  the 
Bylaws  is  no  longer  entirely  consistent  with  the  new 
functions,  we  recommend  the  following  changes: 

Delete:  Section  4(c).  [The  Council  on  Public  Service, 
which  shall  be  responsible  for  (i)  informing  the  general 
public  about  health,  hygiene  and  the  philosophy  of  or¬ 
ganized  scientific  medicine,  (ii)  conducting  a  profes¬ 
sional  relations  program  to  inform  all  members  of  the 
affairs  of  organized  medicine  and  to  encourage  their 
active  participation  therein,  and  (iii)  cooperating  with 
organizations  concerned  with  rural  health;] 

Add:  Section  4(c).  The  Council  on  Professional  Rela¬ 
tions  and  Services,  which  shall  be  responsible  for  pro¬ 
fessional  relations  of  the  Society,  including  mem- 
bership  recruitment  and  indoctrination,  and  the  devel- 
opment  and  administration  of  programs  and  services  of 
benefit  to  members. 

Unified  Membership  (Pages  12  and  66  of  the  Official 

Reports  Book  and  Speech  of  A.  Reynolds  Crane, 

M.D.,  president) 

Extensive  discussion  concerning  unified  membership 
was  heard.  However,  three  times  as  many  spoke  in 
favor  of  unified  membership  as  spoke  against  it.  The 
cogent  reasons  in  favor  of  unified  membership 
included  the  philosophic  concept  of  a  single  society 
rather  than  fragmented  components  and  the  fact  that 
those  societies  which  have  unified  membership  have 
increased  their  membership  enrollment.  An  argument 
against  unified  membership  because  of  coercion  has 
little  meaning  when  one  regards  organized  medicine  as 
one  unit  rather  than  several  fragmented  units. 

Mr.  Speaker,  We  Recommend  approval  of  the  Consti¬ 
tution  and  Bylaws  changes  as  presented  in  the  Official 
Reports  Book. 

(Secretary’s  Note:  The  unified  membership  amendment 
failed  to  win  the  necessary  three-fourths  vote.) 

Elimination  of  Delegate  Registration  Cards  (Pages  13, 

14  and  68  of  the  Official  Reports  Book). 

The  suggestion  to  eliminate  the  need  for  delegate 
registration  cards  would  simplify  the  proceedings  of 
the  House  of  Delegates.  Having  the  secretary  of  each 
component  society  certify  to  the  Society  the  names  of 
the  voting  delegates  and  alternate  delegates  should  ad¬ 
equately  safeguard  the  integrity  of  this  House. 

Mr.  Speaker,  We  Recommend  approval  of  the  Bylaws 
change  indicated  in  the  Official  Reports  Book. 
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Proposals  of  the  Judicial  Council  for  Disciplinary  Pro¬ 
ceedings  and  Appeals  (Pages  12,  13  and  67  of  the  Of¬ 
ficial  Reports  Book) 

Last  year  this  House  approved  several  recommen¬ 
dations  of  the  Judicial  Council  regarding  disciplinary 
proceedings  and  appeals.  After  considerable  discus- 
4  sion,  the  Committee  on  Constitution  and  Bylaws  carried 

„  out  their  mandate  and  have  presented  changes  in  the 

Bylaws  that  would  assure  that  the  general  public  knows 
i  of  the  presence  of  a  grievance  committee  and  the  pur¬ 
pose  of  that  committee.  They  also  provide  assurances 
that  the  grievance  will  be  taken  to  a  higher  level  if  the 
local  grievance  committee  does  not  act  within  a  rea¬ 
sonable  period  of  time. 

In  addition,  if  any  serious  offenses  are  brought  to 
light  by  the  grievance  committee,  they  will  be  referred 
to  the  appropriate  board  of  censors.  In  the  case  of  a 
conviction  in  court  for  a  felony  or  crime  of  moral  turpi¬ 
tude,  automatic  suspension  is  provided.  Should  there 
be  an  appeal  to  a  higher  court,  the  suspension  will  not 
i  be  effective  until  the  decision  of  the  highest  court  of 
appeal  is  rendered  against  the  member. 

At  the  time  of  the  suspension,  the  member  has 
recourse  to  his  local  board  of  censors  to  appeal  the 
suspension,  and  provided  the  suspension  is  upheld,  the 
member  may  appeal  to  the  district  board  of  censors  in 
the  fashion  of  any  appeal.  If  the  suspension  is  upheld 
I  by  the  highest  board  (Judicial  Council)  to  whom  appeal 
has  been  made,  the  suspended  member,  after  four 
months,  may  request  reinstatement  by  the  board  of 
censors  and  the  suspension  may  be  lifted  after  six 
months. 

We  heard  considerable  testimony  concerning  the 
issue  of  discipline  but  believe  the  suggested  changes, 
1  as  originally  recommended,  represent  very  importantly 
j|  the  moral  duty  of  the  Society  concerning  discipline  and 
protection  of  the  public.  We  also  feel  very  strongly  that 
I  medicine  should  discipline  its  own  members  rather 
than  having  the  discipline  imposed  from  without.  - 

Mr.  Speaker,  We  Recommend  defeat  of  the  alternate 
Section  9,  Chapter  XIII,  proposed  by  the  Committee  on 
Constitution  and  Bylaws  because  of  its  incompleteness. 

Mr.  Speaker,  We  Recommend  adoption  of  the 
changes  in  Chapter  XIII,  Sections  1,  8,  9  and  10  and 
Chapter  XVI,  Section  3,  as  presented  in  the  Official 
Reports  Book. 

J  (Secretary’s  Note:  The  language  prepared  by  the  Com¬ 
mittee  on  Constitution  and  Bylaws  to  implement  the 
proposals  of  the  Judicial  Council  for  disciplinary  pro¬ 
ceedings  and  appeals  was  amended  by  the  House  of 
Delegates.  The  language  presented  appears  on  pages 
12  and  13  of  the  Official  Reports  Book.  On  page  12,  the 
House  determined  to  delete  the  sentence  reading  “The 
1  grievance  committee  shall  cause  a  notice  to  be 
published  at  least  annually  in  a  newspaper  of  general 

1  circulation  in  the  county  setting  forth  the  purposes  of 
the  grievance  committee  and  the  manner  in  which 
persons  may  contact  it.’’  On  page  13,  section  IX,  the 


House  deleted  the  phrase  “which  term  for  the  purposes 
of  this  Chapter  shall  include  any  violation  of  the  federal 
tax  laws  or  laws  relating  to  health  care.’’) 

Alternates  to  Reference  Committees  (Pages  14  and  68  of 

the  Official  Reports  Book) 

For  the  past  several  years,  the  Speaker  of  the  House  of 
Delegates  has  appointed  an  alternate  to  each  reference 
committee  to  assure  appropriate  numbers  of  represent¬ 
atives  on  the  committee.  This  has  proven  to  be  a  very 
useful  change  and  we  propose  that  it  be  incorporated  in 
the  Bylaws. 

Mr.  Speaker,  We  Recommend  the  Bylaws  changes  as 
indicated  in  Chapter  III,  Section  9,  be  adopted. 

Election  of  District  Councilors  by  District  (Pages  15,  66 
and  67  of  the  Official  Reports  Book) 

This  subject  has  been  presented  several  times  and 
referred  back  to  the  Committee  on  Constitution  and 
Bylaws.  The  original  proposal  was  that  each  a istrict 
elect  the  district  trustee  and  councilor.  In  effect,  this  is 
what  happens  at  the  present  time.  A  district,  through  its 
delegates  to  this  House,  customarily  nominates  the  dis¬ 
trict  trustee  and  councilor  and  commonly  there  is  only 
one  nominee.  He  is  consequently  elected.  Occasionally 
there  have  been  other  nominees  but  only  from  one  of 
the  counties  involved.  In  this  situation  the  trustee  and 
councilor  is  elected  by  the  House  of  Delegates.  In  a 
way  this  is  appropriate,  since  the  trustee,  while 
representing  the  district,  must  also  represent  all 
members  of  the  Society  when  he  acts  as  a  trustee. 

We  feel  very  strongly  that  no  change  in  the  Constitu¬ 
tion  is  necessary  to  accomplish  what  already  is  prac¬ 
tice,  that  is,  local  nomination  and  automatic  election. 

Mr.  Speaker,  We  Recommend  defeat  of  the  changes 
in  the  Constitution  delineated  in  the  Official  Reports 
Book. 

Changes  Requiring  at  Least  Two  Candidates  be 

Presented  for  the  Office  of  Vice  Speaker  (Page  14  of 

the  Official  Reports  Book) 

To  meet  the  policy  expressed  by  this  House  that 
more  than  one  nominee  be  presented  for  the  office  of 
vice  speaker,  the  necessary  changes  in  the  Bylaws  are 
presented  on  page  14.  We  believe  that  once  a  vice 
speaker  has  been  elected  for  the  first  time,  an  oppo¬ 
nent  in  subsequent  years  would  only  be  a  “straw  man” 
and,  consequently,  a  nominee  might  be  hard  to  find. 
Should  the  House  at  any  time  decide  that  the  person 
holding  the  office  of  vice  speaker  or  any  other  office 
should  be  changed,  nominations  could  be  made  from 
the  floor.  We  see  no  reason  to  change  the  present 
Bylaws  but  also  believe  that  the  present  change  would 
probably  do  no  significant  harm. 

Mr.  Speaker,  We  Recommend  against  the  change. 

Continuing  Education  (Pages  15  and  68  of  the  Official 
Reports  Book) 
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Several  times  in  the  past  the  House  of  Delegates  has 
strongly  reiterated  the  need  for  an  educational 
requirement  for  membership.  The  changes  suggested 
in  the  Official  Reports  Book  are  made  at  the  request  of 
the  Board  of  Trustees  and  Councilors  to  be  sure  that 
the  Constitution  and  Bylaws  are  revised  to  make  cer¬ 
tain  that  no  member  actively  providing  medical  care 
can  avoid  the  continuing  medical  education  require¬ 
ment.  We  found  Associate  Members  are  the  only  group 
not  covered  by  the  present  Constitution  and  Bylaws. 
Most  discussion  expressed  that  the  time  limit  of 
December  31 ,  1975,  might  be  too  soon. 

We  feel  that  the  continuing  medical  education 
requirement  is  so  important  that  it  should  not  be 
delayed  for  all  members,  but  only  for  the  exceptional 
few.  This  can  be  accomplished  by  the  present  appeal 
system. 

Mr.  Speaker,  We  Recommend  adoption  of  the 
changes  in  the  Constitution  and  Bylaws  as  presented. 

Changes  in  Membership  Categories  (Pages  16,  17  and 

68  of  the  Official  Reports  Book) 

The  proposal  to  delete  Associate  Membership  and 
create  a  new  category  of  Emeritus  Membership  was 
discussed.  Most  of  the  evidence  seemed  to  be  against 
this  proposal.  The  proposal  could  result  in  a  significant 
loss  of  dues  to  the  Society. 

Mr.  Speaker,  We  Recommend  the  defeat  of  the 
changes  in  the  Constitution  and  Bylaws  as  presented  in 
the  Official  Reports  Book  because  there  was  little  sup¬ 
port  for  the  proposal  as  well  as  the  dues  loss. 

Resolution  No.  74-15 

Subject:  Doctors  of  Osteopathy  being  Members  of 
County  Medical  Societies  and  not  Members  of 
the  Pennsylvania  Medical  Society  (Delegates’ 
Packet) 

Introduced  by:  Irving  Williams,  M.D.,  in  behalf  of  the 
Union  County  Medical  Society 
Author:  J.  Preston  Hoyle,  M.D. 

WHEREAS,  In  many  areas  of  the  Commonwealth  of 
Pennsylvania,  Doctors  of  Medicine  and  Doctors  of  Os¬ 
teopathy  work  side  by  side;  and 

WHEREAS,  In  some  areas  of  the  Commonwealth, 
Doctors  of  Osteopathy  have  been  accepted  as 
members  of  hospital  medical  staffs;  and 

WHEREAS,  Under  Medicare,  Medicaid,  Champus, 
Pennsylvania  Blue  Shield,  and  many,  if  not  all,  commer¬ 
cial  insurance  carriers,  a  “physician”  is  defined  as  a 
Doctor  of  Medicine  or  a  Doctor  of  Osteopathy; 
therefore  be  it 

RESOLVED,  That  a  Doctor  of  Osteopathy  can 
become  a  member  of  a  component  county  medical  so¬ 
ciety;  and  be  it  further 

RESOLVED,  That  if  a  Doctor  of  Osteopathy  is  a 
member  of  the  Pennsylvania  Osteopathic  Medical  As¬ 
sociation  that  he  need  not  be  mandated  to  join  the 
Pennsylvania  Medical  Society;  and  be  it  further 

RESOLVED,  That  not  being  a  member  of  the  Pennsyl¬ 
vania  Medical  Society,  that  he  will  not,  therefore,  enter 


any  of  the  rights  and  privileges  of  Pennsylvania  Medi¬ 
cal  Society  membership. 

Resolution  74-15  requests  that  osteopathic  physi¬ 
cians  who  belong  to  the  Pennsylvania  Osteopathic  So¬ 
ciety  do  not  need  to  belong  to  the  Pennsylvania  Medi¬ 
cal  Society  when  they  join  a  county  medical  society. 
This  proposal  is  contrary  to  our  present  rules  con¬ 
cerning  joint  membership  in  the  county  and  state 
societies.  It  also  is  contrary  to  the  idea  of  unified  mem¬ 
bership.  Furthermore,  our  present  Bylaws  draw  no  dis¬ 
tinction  between  M.D.s  and  osteopaths  and  we  would 
be  reluctant  to  create  distinctions. 

Mr.  Speaker,  We  Recommend  the  defeat  of  Resolu¬ 
tion  74-15. 

Delinquent  Dues  (Pages  12  and  67  of  the  Official 
Reports  Book) 

The  suggestion  is  that  the  elimination  of  the 
delinquent  dues  requirement  for  reinstatement  in  the 
Society  be  used  as  a  recruiting  aid.  We  heard  sugges¬ 
tions  that  this  might  take  the  form  of  a  one  or  two-year 
moratorium  only. 

We  note  that  loss  of  membership  also  will  mean  loss  of 
benefits  such  as  medical  liability  insurance  or  hospital¬ 
ization  insurance.  We  feel  that  these  losses  may  be  suf¬ 
ficient  penalty  for  the  individual  in  their  own  right.  The 
loss  of  these  same  benefits  would  probably  prevent  rep¬ 
etitious  failure  to  pay  dues. 

Mr.  Speaker,  We  Recommend  approval  of  this 
Bylaws  change  as  indicated  in  the  Official  Reports 
Book. 

(Secretary’s  Note:  The  House  passed  a  motion  that  the 
elimination  of  delinquent  dues  should  not  be  a  perma¬ 
nent  change  but  only  a  one-year  moratorium  to  coin¬ 
cide  with  membership  recruitment  efforts  by  the 
Council  on  Professional  Relations  and  Services.) 

Reference  Committee 
Medical  Service  “B” 

R.  Edward  Steele,  M.D.,  chairman,  presented  the  fol¬ 
lowing  report  of  the  committee: 

Mr.  Speaker,  the  reference  committee  on  Medical 
Service  “B”  has  considered  all  of  the  reports,  resolu¬ 
tions,  recommendations,  and  actions  listed  in  the 
Index. 

1974  Annual  Report,  Board  of  Directors,  Pennsylvania 

Medical  Care  Foundation  (Delegates’  Packet)  and 

Address  of  Matthew  Marshall,  Jr.,  M.D.,  President  of 

Pennsylvania  Medical  Care  Foundation  (Distributed 

to  House) 

The  reference  committee  reviewed  the  Foundation’s 
Annual  Report  and  believes  the  Foundation  has  effec¬ 
tively  carried  out  the  directives  of  the  House  of  Dele¬ 
gates,  as  approved  at  the  June  1973  Special  Session  on 
PSRO  and  the  1973  Annual  Meeting.  These  actions  of 
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the  House  directed  the  Foundation  to  act  as  the  official 
organization  of  the  Society  responsible  for  assisting  in 
an  advisory  capacity  in  the  implementation  of  the  Ben¬ 
nett  Amendment  in  Pennsylvania  and  to  pursue  the  de¬ 
velopment  of  a  more  desirable  and  effective  utilization 
review  system  as  an  alternative  to  the  Department  of 
Public  Welfare’s  Predischarge  Utilization  Review  Pro¬ 
gram. 

In  reviewing  the  address  of  the  president  of  the 
Foundation,  the  reference  committee  was  impressed 
with  the  Foundation’s  perception  of  the  many  problems 
involved  in  PSRO  and  believes  the  Foundation  should 
continue  to  assist  in  seeking  solutions  based  on 
policies  established  by  the  Society  and  the  Foundation. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  that  the  House  of  Delegates  commend  the  Foun¬ 
dation  for  its  efforts  during  the  past  year  and  urge  the 
Foundation  to  continue  its  efforts  to  assist  in  PSRO 
implementation. 

The  reference  committee  also  believes  that  the  Foun¬ 
dation  should  actively  pursue  development  of  its  other 
programs  and  activities.  Testimony  presented  indicated 
that  financial  limitations  may  inhibit  pursuit  of  this  ob¬ 
jective  since  the  present  federal  contract  does  not 
provide  reimbursement  for  all  of  the  Foundation’s  activi¬ 
ties. 

The  reference  committee  has  concluded  that  the 
House  of  Delegates  should  approve  the  recommen¬ 
dation  of  the  Foundation’s  president  that  the  Society 
support  the  Foundation  for  clearly  assigned  responsi¬ 
bilities  and  activities  which  may  not  be  reimbursed 
from  other  sources. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  that  the  Foundation  be  urged  to  continue  other 
programs  and  activities  that  the  PMS  Board  of  Trustees 
determines  are  essential  to  the  accomplishment  of  the 
objectives  of  the  House  of  Delegates  and  further  rec¬ 
ommends  that  the  House  of  Delegates  authorize  the 
PMS  Board  of  Trustees  to  grant  additional  funds  to  the 
Foundation  to  carry  out  these  activities  within  the  limi¬ 
tations  of  the  financial  resources  of  the  Society,  with 
reports  of  such  actions  to  be  sent  to  the  House  of  Dele¬ 
gates. 

There  was  not  testimony  presented  on  the  Founda¬ 
tion  board’s  recommendations  on  changes  to  the  Foun¬ 
dation’s  Bylaws  and  Articles  of  Incorporation.  The  ref¬ 
erence  committee  considered  the  changes  to  be  neces¬ 
sary  and  appropriate  and  not  substantive  in  terms  of 
policy. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  that  the  House  of  Delegates  urge  the  adminis¬ 
trative  members  of  the  Foundation  to  approve  the 
bylaw  changes  as  indicated  in  Appendix  F  of  the  Foun¬ 
dation’s  Annual  Report.  (See  PENNSYLVANIA  MEDI¬ 
CINE,  November  1974) 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  that  the  House  of  Delegates  urge  the  adminis¬ 
trative  members  of  the  Foundation  to  approve  the  fol¬ 


lowing  resolution  to  revise  the  Articles  of  Incorpo¬ 
ration: 

“RESOLVED,  That  Items  8  and  9  be  stricken  from  the 

Articles  of  Incorporation  of  Pennsylvania  Medical 

Care  Foundation  whereupon  Item  numbered  10  shall 

be  renumbered  Item  numbered  8  of  said  Articles.” 

Resolution  No.  74-1 

Subject:  Release  of  Records  ( Official  Reports  Book, 
page  97) 

Introduced  by:  Edward  N.  Moser,  M.D.  in  behalf  of  the 
Lycoming  County  Medical  Society 
Author:  James  L.  Harrison,  M.D. 

WHEREAS,  Various  governmental  agencies  are  con¬ 
tinually  increasing  their  scrutiny  of  the  medical  care 
system  through  the  use  of  ever  more  sophisticated  data 
processing  systems;  and 

WHEREAS,  As  a  result  of  this  scrutiny,  physicians  in 
the  private  sector  will  be  held  to  ever  stricter  bounds  of 
accountability;  and 

WHEREAS,  It  is  only  fair  and  just  that  physicians  in 
the  private  sector  be  held  to  no  higher  standard  than 
governmental  agencies;  and 

WHEREAS,  Information  on  the  efficiency  and  effec¬ 
tiveness  of  government  administered  health  care  insti¬ 
tutions  is  not  readily  obtainable  for  purposes  of  com¬ 
parison  with  the  private  sector;  there  be  it 

RESOLVED,  That  it  is  the  position  of  the  Pennsyl¬ 
vania  Medical  Society  that  the  standards  and  regula¬ 
tions  which  apply  to  the  release  of  medical  statistical 
information  be  applied  on  the  same  basis  for  both  the 
public  and  private  sector. 

Testimony  presented  strongly  supported  the  intent  of 
this  resolution  but  recommended  a  broadening  of  its 
scope. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  the  adoption  of  the  following  substitute  Resolu¬ 
tion  to  expand  the  scope  of  Resolution  74-1: 

“RESOLVED,  That  it  is  the  position  of  the  Pennsyl¬ 
vania  Medical  Society  that  the  standards  for  quality  of 
care,  requirements  for  utilization  review,  and  the  regu¬ 
lations  for  release  of  statistical  medical  information  be 
applied  on  the  same  basis  for  both  the  public  and  private 
sector.” 

Resolution  No.  74-2 

Subject:  Pennsylvania  Medical  Care  Foundation — 
Avoidance  of  Conflicts  of  Interest  ( Official 
Reports  Book,  page  97) 

Introduced  by:  F.  Peter  Kohler,  M.D.  in  behalf  of  the 
Delaware  County  Medical  Society 
Author:  F.  Peter  Kohler,  M.D. 

WHEREAS,  It  is  important  to  eliminate  any  conflicts 
of  interest  at  the  level  of  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  and  the  Board  of  Trus¬ 
tees  of  the  Pennsylvania  Medical  Care  Foundation; 
therefore  be  it 

RESOLVED,  That  no  trustee,  member,  or  officer  of  ei- 
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ther  organization  shall  have  any  contractual  agreement 
or  derive  financial  benefit  or  be  an  executive  officer  or 
trustee  of  an  organization  or  business  entity  having  a 
contractual  relationship  or  direct  business  dealings 
with  the  Pennsylvania  Medical  Care  Foundation  or  the 
Pennsylvania  Medical  Society. 

The  reference  committee  heard  extensive  testimony 
on  this  resolution,  most  in  opposition  to  its  adoption. 
The  testimony  presented  supporting  the  resolution  did 
not  clearly  identify  the  problem(s)  in  specific  terms 
which  the  resolution  is  intended  to  prevent. 

The  reference  committee  reviewed  the  action  of  the 
1973  House  of  Delegates  on  an  identical  resolution  and 
received  testimony  supporting  the  policy  established 
last  year. 

The  1973  reference  committee  reported  as  follows: 

“Testimony  supported  the  intent  of  Resolution  73-18 
as  expressed  in  the  “WHEREAS”;  however,  it  was 
pointed  out  that  the  adoption  of  the  “RESOLVED” 
would  unnecessarily  restrict  the  activities  of  the  PMS 
Board  of  Trustees  and  the  board  of  directors  of  the 
Foundation  since  certain  members  of  both  boards  nec¬ 
essarily  serve  as  directors  of  other  organizations  which 
have  contracts  or  agreements  with  the  Society  and/or 
the  Foundation. 

“Your  reference  committee  agrees  that  proper 
precautions  should  be  taken  to  avoid  possible  financial 
conflicts  of  interest  and  that  ARTICLE  I  -  GENERAL 
PROVISIONS  AND  PROPERTY  INTERESTS,  Section  1. 
Business  to  be  conducted  without  profit  and  Section  2. 
Use  of  income  of  the  Foundation’s  bylaws  provided  the 
necessary  safeguards  against  financial  conflicts  of  in¬ 
terest.” 

The  1973  House  of  Delegates  adopted  the  following 
policy  statement: 

“It  is  the  policy  of  the  Pennsylvania  Medical  Society 
and  the  Pennsylvania  Medical  Care  Foundation  that 
members  of  the  respective  governing  bodies  should  not 
vote  on  matters  under  consideration  if  the  subject 
relates  to  an  agreement  or  contractual  relationship  be¬ 
tween  the  Society  and/or  the  Foundation  and  another 
organization  with  which  the  individual  board  member(s) 
may  be  associated.” 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  rejection  of  Resolution  74-2  and  further  recom¬ 
mends  reaffirmation  of  the  policy  established  by  the 
1973  House  of  Delegates,  as  stated  above. 

Resolution  No.  74-23 

Subject:  Medical  Audit  and  Utilization  Review 
Procedures  (Distributed  to  the  House) 
Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Matthew  Marshall,  Jr.,  M.D. 

WHEREAS,  A  profusion  of  methodologies  are  cur¬ 
rently  advocated  as  appropriate  for  medical  staffs  to 
assure  quality  of  care;  and 

WHEREAS,  There  is  a  definite  need  to  assure  that 
methods  of  review  are  of  appropriate  quality,  effec¬ 


tiveness,  and  reasonable  cost,  relative  to  the  medical 
care  being  evaluated,  since  the  time  needed  for  medi¬ 
cal  audit  and  utilization  review  may  reduce  the  time 
and  personnel  available  for  actual  patient  care;  and 
WHEREAS,  There  is  little  use  in  devising  or 
promoting  elaborate  time-consuming  protocols  for 
medical  staffs  to  devise  criteria  or  medical  audit 
studies  if  the  medical  facts  upon  which  the  system  is 
based  cannot  be  readily  or  accurately  determined  if  the 
need  for  medical  audit  is  unlikely  or  there  is  no  plan  for 
the  utilization  of  the  information  collected;  and 

WHEREAS,  Techniques  for  screening,  abstracting, 
and  preparing  many  items  of  medical  review  remain  in 
the  experimental  stage;  and 

WHEREAS,  There  is  a  need  to  assure  that  the  un¬ 
derlying  valid  principles  of  peer  review  will  not  be 
erased  by  an  avalanche  of  bureaucratic  requirements 
whether  developed  by  governmental  bureaucracy  or  by 
voluntary  agencies  to  protect  physicians;  and 
WHEREAS,  Responsibility  for  quality  of  care  should 
be  developed  primarily  at  the  local  level;  and 

WHEREAS,  The  current  “crisis  atmophere”  to  assure 
quality  of  care  could  lead  to  regulatory  methods  that 
could  create  an  overkill  environment  less  conducive  to 
quality  of  care;  therefore  be  it 

RESOLVED,  That  the  competence  of  the  physician, 
practicing  in  an  environment  conducive  to  his  ability  to 
make  judgments  and  exercise  his  skills  in  the  best  in¬ 
terest  of  his  patients,  be  recognized  as  the  prime  assur¬ 
ance  to  the  public  of  quality  care;  and  be  it  further 
RESOLVED,  That  medical  audit  or  utilization  pro¬ 
tocols  which  hospital  medical  staffs  are  required  to  use 
for  either  concurrent  or  retrospective  review  for  either 
PSRO,  Joint  Commission  on  Accreditation,  Medicare, 
Medicaid,  and  others,  approval  be  confined  to  those 
methods  whose  screening  techniques  can  be 
reasonably  documented  to  be  valid,  reliable,  and  re¬ 
spectful  of  the  necessity  to  use  both  physician  and 
other  personnel  involved  in  a  cost  effective  manner; 
and  be  it  further 

RESOLVED,  That  when  such  screening  techniques 
show  that  the  medical  care  in  the  particular  category 
under  review  is  consistent  with  the  general  standard  of 
care  for  the  region,  no  further  professional  review 
should  be  required  and  be  it  further 

RESOLVED,  That  to  avoid  duplication,  when  a  PSRO, 
organized  by  the  practicing  physicians  of  the  area,  has 
determined  that  a  medical  staff  has  an  adequate  medi¬ 
cal  audit  and  utilization  procedure,  it  should  be  ac¬ 
cepted  by  the  State  agency,  the  Joint  Commission  on 
Accreditation,  Medicare,  Medicaid,  and  others,  unless 
there  is  evidence  by  the  state  agency  or  the  Joint  Com¬ 
mission  that  the  PSRO  has  not  acted  objectively;  and 
be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Care 
Foundation  assist  the  PSROs  to  assure  that  methods 
presented  to  assist  medical  staffs  are  consistent  with 
these  recommendations,  PSRO  requirements  and 
Pennsylvania  Medical  Society  policy;  and  be  it  further 
RESOLVED,  That  a  similar  resolution  be  introduced 
in  the  House  of  Delegates  of  the  American  Medical  As- 
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j  sociation  requesting  that  the  American  Medical  Associ- 
I  ation  develop  standards  for  reviewing  the  quality,  ap- 
I  propriateness,  and  cost  of  the  review  processes. 

Testimony  presented  strongly  supported  adoption  of 
this  resolution.  It  was  noted  for  clarification  that  the 
last  “RESOLVED"  is  intended  to  assure  that  there  are 
appropriate  standards  or  protocols  for  evaluating  the 
J  effectiveness  and  efficiency  of  present  and  proposed 
medical  care  review  processes. 

Mr.  Speaker,  Your  Reference  Committee  recom¬ 
mends  adoption  of  Resolution  74-23. 

(Secretary's  Note:  Resolution  74-23  was  amended  by 
the  House  of  Delegates.)  The  last  resolved  clause,  as 
amended,  reads: 

RESOLVED,  That  a  similar  resolution  be  introduced 
in  the  House  of  Delegates  of  the  American  Medical  As¬ 
sociation,  requesting  that  the  American  Medical  Asso¬ 
ciation  develop  appropriate  standards  of  protocols  for 
evaluating  the  effectiveness  and  efficiency  of  present 
and  proposed  medical  care  review  processes.” 

The  resolution  was  adopted  as  amended. 

Elections 

Nominations  and/or  elections  were  held  Friday  after- 
,  noon,  October  11,  1974.  The  following  officers  were 
elected: 

*  President:  A.  Reynolds  Crane,  M.D.  (Philadelphia)  ac¬ 
ceded  to  the  office  of  president 
Vice  President:  William  J.  Kelly,  M.D.  (Allegheny) 
Secretary:  G.  Winfield  Yarnall,  M.D.  (Dauphin) 

Speaker:  John  B.  Lovette,  M.D.  (Cambria) 

Vice  Speaker:  D.  Ernest  Witt,  M.D.  (Columbia) 

The  following  trustees  and  councilors  were  elected: 
First  District:  Donald  R.  Cooper,  M.D.  (Philadelphia) 
Sixth  District:  Joseph  M.  Stowell,  M.D.  (Blair) 

Tenth  District:  David  W.  Clare,  M.D.  (Allegheny)  (To  fill 
the  vacancy  left  by  Dr.  Kelly’s  election  to 
vice  president) 

Three  members  were  elected  to  serve  on  the  Com¬ 
mittee  to  Nominate  Delegates  and  Alternates  to  the 
AMA.  They  are:  Donald  E.  Harrop,  M.D.  (Chester) 
elected  to  a  full  three-year  term;  Charles  K.  Zug,  III, 
M.D.  (Northampton)  (to  fill  the  unexpired  term  of  Edgar 
W.  Meiser,  M.D.,  one-year);  John  G.  Hallisey,  M.D. 
(Beaver)  (to  fill  the  unexpired  term  of  David  W.  Clare, 
M.D.  (Allegheny)  two  years). 

Lewis  T.  Buckman,  M.D.  (Luzerne)  was  elected  to  a 
second  three-year  term  on  the  Judicial  Council. 

The  following  district  censors  were  elected  for  a  one- 
year  term: 

Adams,  James  H.  Allison;  Allegheny,  William  D. 
Stewart;  Armstrong,  Arthur  R.  Wilson;  Beaver,  Herman 
Bush;  Bedford,  James  K.  Gordon;  Berks,  Brian  A. 
Wummer;  Blair,  John  W.  Hurst;  Bradford,  Willis  A.  Red¬ 
ding;  Bucks,  Stanley  F.  Peters;  Butler,  Robert  C.  Mc- 
Corry;  Cambria,  Warren  F.  White;  Carbon,  James  Farr; 
Centre,  H.  Richard  Ishler;  Chester,  Grant  W.  Bam¬ 


berger;  Clarion,  Theodore  R.  Koenig;  Clearfield,  Fred 
Pease;  Clinton,  George  J.  Trieres;  Columbia,  James  F. 
Youngkin;  Crawford,  David  D.  Kirkpatrick,  Jr.;  Cum¬ 
berland,  Hans  S.  Roe;  Dauphin,  Robert  P.  Dutlinger; 
Delaware,  Richard  W.  Garlichs;  Elk-Cameron,  Robert  J. 
Dickinson;  Erie,  Robert  L.  Loeb;  Fayette,  Harold  L.  Wilt; 
Franklin,  Albert  W.  Freeman;  Greene,  William  W. 
Bartholomew;  Huntingdon,  Thomas  R.  Mainzer;  In¬ 
diana,  John  W.  Mills;  Jefferson,  Nicholas  F.  Lorenzo; 
Lackawanna,  Louis  J.  Vitale;  Lancaster,  William  A. 
Schaeffer;  Lawrence,  Gerald  H.  Weiner;  Lebanon,  C. 
Ray  Bell;  Lehigh,  William  F.  Boucher;  Luzerne,  Samuel 
T.  Buckman;  Lycoming,  Franklin  G.  Wade;  McKean, 
Bruno  P.  Sicher;  Mercer,  Frank  E.  McElree;  Mifflin- 
Juniata,  Donald  E.  Basom;  Monroe,  Claus  Jordan; 
Montgomery,  Rudolph  K.  Glocker;  Montour,  Robert  L. 
Gatski;  Northampton,  Walter  J.  Filipek;  Northum¬ 
berland,  J.  Mostyn  Davis;  Perry,  James  Rumbaugh; 
Philadelphia,  Charles  M.  Thompson;  Potter,  Herman  C. 
Mosch;  Schuylkill,  Joseph  T.  Marconis;  Somerset,  Alex¬ 
ander  Solosko;  Susquehanna,  Raymond  C.  Davis; 
Tioga,  Lane  H.  Webster;  Union,  Joseph  Weightman; 
Venango,  Jack  »E.  Torin;  Warren,  D.  Jack  Furman; 
Washington,  Joseph  N.  McMahan;  Wayne-Pike,  Emil  T. 
Niessen;  Westmoreland,  Leslie  S.  Pierce;  Wyoming, 
John  S.  Rinehimer,  Jr.;  York,  Donald  R.  Gross. 

(Secretary’s  Note:  It  was  noted  that  the  Board  of  Trus¬ 
tees  has  the  power  to  fill  vacancies  with  regard  to  dis¬ 
trict  censors.) 

Report  of  the  Committee  to  Nominate 
Delegates  and  Alternates  to  the  AMA 

The  chair  introduced  the  subject  of  delegates  and  al¬ 
ternates  to  the  American  Medical  Association.  The  rec¬ 
ommendations  of  the  Committee  to  Nominate  Delegates 
and  Alternates  to  the  American  Medical  Association 
were  contained  in  the  Official  Call,  published  on  Page  63 
of  the  July  1974  issue  of  PENNSYLVANIA  MEDICINE,  on 
Page  11  of  the  Official  Reports  Book,  and  in  the  1974 
Report  of  the  Committee  to  Nominate  Delegates  and  Al¬ 
ternates  to  the  American  Medical  Association,  con¬ 
tained  in  the  Delegate’s  Packet.  Elected  to  two-year 
terms,  beginning  January  1,  1975,  and  expiring 

December  31 ,  1976,  were: 

R.  William  Alexander,  M.D.  (Berks  County) 

Raymond  C.  Grandon,  M.D.  (Dauphin  County) 

Edmund  L.  Housel,  M.D.  (Philadelphia  County) 

William  J.  Kelly,  M.D.  (Allegheny  County) 

William  Y.  Rial,  M.D.  (Delaware  County) 

George  A.  Rowland,  M.D.  (Columbia  County) 

Six  alternate  delegates  were  elected  for  two-year  terms, 
beginning  January  1,  1975  and  expiring  December  31, 
1976. 

Harry  V.  Armitage,  M.D.  (Delaware  County) 

Robert  J.  Carroll,  M.D.  (Allegheny  County) 

James  B.  Donaldson,  M.D.  (Philadelphia  County) 
Loraine  H.  Erhard,  M.D.  (Clearfield  County) 

Richard  L.  Huber,  M.D.  (Lackawanna  County) 

R.  Robert  Tyson,  M.D.  (Philadelphia  County) 
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Elected  as  alternate  delegate  to  the  AMA  to  fill  the 
unexpired  term  of  David  S.  Masland,  M.D.  (Cumberland 
County)  (term  began  at  the  close  of  the  House  Session 
and  ends  December  31,  1975) — H.  Robert  Davis,  M.D. 
(Cumberland  County). 

Alternate  delegate  to  fill  the  unexpired  term  ending 
December  31,  1975,  created  by  the  elevation  of  Dr. 
William  J.  Kelly  to  delegate — Lawrence  B.  Ellis,  M.D. 
(Allegheny  County). 

Introduction  of  Resolution 
Resolution  74-24 

Subject:  Approval  of  Present  Methods  of  Quality  Con¬ 
trol 

Introduced  by:  John  D.  Lane,  M.D.,  delegate,  Bucks 
County  Medical  Society,  on  behalf  of  the 
Second  Councilor  District 
Author:  John  D.  Lane,  M.D. 

WHEREAS,  Present  medical  practice  has  ample 
precedence  for  quality  control  mechanisms  including 
tissue  committees,  mortality  conferences  and  morbidity 
reviews,  medical  audit  committees,  utilization  review 
committees,  and  continued  medical  education;  and 

WHEREAS,  These  stated  mechanisms  have  the  sup¬ 
port  of  grassroots  physicians  without  excessive  govern¬ 
ment  interference;  therefore  be  it 

RESOLVED,  That  the  above  review  mechanisms  as 
presently  practiced  have  proven  themselves  to  be  su¬ 
perior  methods  for  quality  control  of  medical  care;  and 
be  it  further 

RESOLVED,  That  this  resolution  be  referred  to  the 
PMS  Delegation  to  the  AMA  and  be  introduced  and 
supported  by  that  delegation  at  the  next  business  ses¬ 
sion  of  the  AMA. 

(Secretary’s  Note:  Resolution  74-24  was  introduced 
pursuant  to  Standing  Rule  No.  2  which  specifies  that 
resolutions  received  after  the  opening  of  the  House  ot 
Delegates  must  receive  a  three-fourths  affirmative  vote 
to  become  the  business  of  the  House.  Such  a  vote  was 
taken  and  the  resolution  was  properly  introduced.  Dis¬ 
cussion  of  the  resolution  followed  and  the  resolution 
was  adopted  as  introduced.) 

Reference  Committee 
Education  and  Science 

John  Y.  Templeton,  M.D.,  chairman,  presented  the  fol¬ 
lowing  report  of  the  committee: 

Mr.  Speaker,  the  Reference  Committee  on  Education 
and  Science  has  considered  all  the  reports  and  resolu¬ 
tions  listed  in  the  index.  Your  reference  committee  has 
grouped  the  following  items  together  in  a  Waiver  of 
Debate  list.  In  each  instance  there  was  little  or  no  testi¬ 
mony  heard  and  the  committee  feels  the  item  is  of  a  non- 
controversial  nature. 

Report  of  the  Committee  to  Study  Relations  Between 
Medicine  and  Osteopathy  ( Official  Reports  Book,  page 
72)  (Approve) 


Report  of  the  Educational  and  Scientific  Trust  (Dele¬ 
gates’  Packet)  (Approve) 

Resolution  No.  74-8 

Subject:  Hypertension  ( Official  Reports  Book,  page  99) 
(Approve) 

Introduced  by:  Edward  J.  Resnick,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  John  H.  Moyer,  M.D. 

WHEREAS,  Hypertension  is  amenable  to  treatment 
once  identified;  and, 

WHEREAS,  Many  people  who  are  hypertensive  are 
not  aware  of  it;  and, 

WHEREAS,  Every  person  over  the  age  of  thirty-five 
should  be  screened  annually  for  hypertension;  and, 

WHEREAS,  Dentists  and  allied  medical  personnel 
can,  with  proper  training,  screen  for  hypertension;  and, 

WHEREAS,  Screening  by  qualified  dentists  and  allied 
medical  personnel  can  greatly  increase  the  number  of 
patients  who  are  screened  annually  for  hypertension; 
and, 

WHEREAS,  Cooperation  between  physicians  and 
dentists  and  allied  medical  personnel  is  essential  in 
order  to  make  such  screening  programs  effective, 
therefore,  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
encourage  its  member  physicians  and  component 
societies  to  interrelate  with  dentists  and  allied  medical 
personnel  so  as  to  increase  the  number  of  patients  who 
are  screened  annually  for  hypertension. 

Resolution  No.  74-13 

Subject:  Hypertension  (Delegates’  Packet)  (Approve) 
Introduced  by:  John  H.  Moyer,  III,  M.D.,  delegate, 
Philadelphia  County 
Author:  John  H.  Moyer,  III,  M.D. 

WHEREAS,  The  number  of  patients  with  hypertension 
is  so  great  and  the  benefits  of  treatment  so  significant; 
and 

WHEREAS,  Screening  is  essential  to  discover  the 
large  number  of  symptomless  patients;  and 

WHEREAS,  Screening  programs  have  been  undertak¬ 
en  by  such  responsible  organizations  as  the  Pennsyl¬ 
vania  Department  of  Health,  the  Pennsylvania  Heart  As¬ 
sociation,  and  the  Pennsylvania  Division  of  the  American 
Red  Cross;  and 

WHEREAS,  The  American  Medical  Association  has 
recommended  that  patients  with  diastolic  pressures 
above  90mm  be  followed  and/or  treated  by  a  physician; 
therefore  be  it 

RESOLVED,  That  persons  identified  by  screening  pro¬ 
grams  as  having  diastolic  pressures  above  the  level  rec¬ 
ommended  by  the  American  Medical  Association  be 
referred  to  a  physician  or  appropriate  health  care  facili¬ 
ty. 

Mr.  Speaker,  we  recommend  that  the  House  take  the 
actions  recommended  by  the  Committee  on  the  Waiver 
of  Debate  items. 
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Report  of  the  Council  on  Education  and  Science  Of¬ 
ficial  Reports  Book,  page  72) 

Your  reference  committee  is  favorably  impressed 
with  the  report  of  the  Council  on  Education  and 
Science  and  commends  its  activities  during  the  year. 
Specifically,  the  program  for  the  improvement  of  medi- 
.  cal  care  in  Pennsylvania  jails  and  prisons  should  be 
continued  and  additional  funds  obtained  from  appropri¬ 
ate  sources  for  expansion.  Regarding  physicians’  as¬ 
sistants,  efforts  to  obtain  legislation  to  legally  define 
their  position  should  be  continued.  Programs  for  con¬ 
tinuing  education  of  physicians’  assistants  are 
desirable  and  should  not  be  encouraged. 

Mr.  Speaker,  we  recommend  the  adoption  of  this  por¬ 
tion  of  the  Reference  Committee  report. 

Report  of  the  Committee  on  Aid  to  Education  ( Official 
Reports  Book,  page  65) 

Your  reference  committee  approves  the  report. 
1  Recognizing  the  increasing  importance  of  aid  to  medi¬ 
cal  students,  the  continued  allocation  of  $8  from  the  an¬ 
nual  assessment  to  the  educational  fund  is  endorsed. 

Mr.  Speaker,  we  recommend  adoption  of  this  portion 
of  the  Reference  Committee  report. 

Report  of  the  Committee  on  Relationships  with  Allied 
Professions  ( Official  Reports  Book,  page  70) 

Supplemental  Report  of  the  Committee  on  Rela¬ 
tionships  with  Allied  Professions  (Delegates’  Packet) 

Your  reference  committee  recommends  approval  of 
the  report  of  the  committee  as  printed  in  the  Official 
j  Reports  Book.  There  was  much  discussion  of  the  sup¬ 
plemental  report  and  the  committee  considered  this  in 
its  two  parts. 

First,  regarding  the  report  of  the  committee  on  the 
recommendations  of  the  Joint  Practice  Commission, 
the  committee  is  disappointed  that  physicians  and 
nurses  could  not  come  to  mutually  acceptable  con¬ 
structive  proposals  by  this  time.  We  are  encouraged, 
however,  by  the  intense  interest  and  dedication 
evidenced  by  both  groups,  urge  continued  discussions, 
and  believe  that  a  satisfactory  resolution  of  differences 
can  be  reached. 

Mr.  Speaker,  we  recommend  the  adoption  of  this  por¬ 
tion  of  the  Reference  Committee  report. 

Second,  the  committee  recommends  adoption  of  that 
portion  of  the  supplemental  report  dealing  with  recom¬ 
mendations  and  goals  of  the  Pennsylvania  Commission 
on  Nursing  Education. 

Mr.  Speaker,  we  recommend  the  adoption  of  this  por¬ 
tion  of  the  Reference  Committee  report. 

(Secretary’s  Note:  The  adopted  recommendations  are 
contained  in  the  supplemental  report — Appendix  N.) 


Resolution  No.  74-7 

Subject:  Nurses  to  make  Determination  of  Death  in 
Nursing  Homes  (Official  Reports  Book,  page 
99) 

Introduced  by:  Robert  B.  Stuart,  M.D.,  executive  secre¬ 
tary,  Erie  County  Medical  Society  in 
behalf  of  the  Executive  Committee  of 
the  Erie  County  Medical  Society 
Author:  Robert  B.  Stuart,  M.D. 

WHEREAS,  It  is  presently  a  regulation  of  the  Penn¬ 
sylvania  Department  of  Public  Welfare  regarding  the 
operation  of  nursing  homes  that  a  physician  must  per¬ 
sonally  pronounce  a  patient  dead;  and 

WHEREAS,  It  is  now  a  mandatory  regulation  that 
nursing  homes  be  adequately  covered  by  skilled  care; 
namely,  registered  nurses;  and 

WHEREAS,  Nurses  have  been  taught  in  their  training 
to  observe  the  presence  or  absence  of  vital  signs; 
therefore  be  it 

RESOLVED,  That  in  this  one  instance;  namely,  resi¬ 
dents  dying  in  nursing  homes,  that  the  nurse  be 
allowed  to  make  the  observation  of  death  and  that  she 
communicate  by  telephone  with  a  physician  her  find¬ 
ings.  If  he  so  concurs  with  her  observations,  a  death 
pronouncement  will  be  officially  made.  The  deceased 
patient  will  then  be  allowed  to  be  removed  to  an  appro¬ 
priate  undertaking  facility;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
communicate  this  wish  and  desire  to  the  appropriate 
state  agencies  and  the  legislature. 

It  is  the  opinion  of  your  reference  committee  that  a 
problem  exists  in  this  area  of  practice.  We  believe, 
however,  that  the  solution  proposed  is  undesirable,  that 
it  would  establish  different  and  unequal  standards  for 
the  management  of  a  particular  group  of  patients  and 
accordingly  would  not  be  in  the  best  interests  of  the 
public  or  the  medical  profession. 

We  recommend  the  rejection  of  the  resolution  and 
offer  the  following  substitute  RESOLVED: 

RESOLVED,  That  the  House  of  Delegates  recom¬ 
mend  to  the  Department  of  Public  Welfare  the  recon¬ 
sideration  of  present  regulations  in  order  to  afford 
relief  to  the  physicians  in  the  areas  concerned. 

Mr.  Speaker,  we  recommend  the  adoption  of  the  sub¬ 
stitute  resolution. 

(Secretary’s  Note:  Testimony  from  the  floor  favored  the 
original  resolved  clause  and  a  motion  was  made  and 
seconded  that  the  original  resolved  be  adopted.  A  sec¬ 
ond  motion  was  introduced  that  the  subject  be  referred 
to  the  Council  on  Governmental  Relations  and  Legal 
Counsel  for  further  study  and  development  of  any  nec¬ 
essary  legislation.  A  third  motion  was  introduced  and 
seconded,  to  amend  the  resolved  clause  as  originally 
written  to  specify  that  registered  nurses  be  allowed  to 
make  determination  of  death.  Inasmuch  as  the  motion 
to  refer  takes  precedence,  a  vote  was  taken  on  that  mo¬ 
tion,  which  passed.  The  consideration  of  this  topic  was 
thus  referred  to  the  Council  on  Governmental  Relations 
and  Legal  Counsel  for  further  study  and  report  back.) 
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Resolution  No.  74-9 

Subject:  Hypertension  ( Official  Reports  Book,  page  99) 
Introduced  by:  Edward  J.  Resnick,  M.D.  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  John  H.  Moyer,  M.D. 

WHEREAS,  Hypertension  is  amenable  to  treatment 
once  identified;  and, 

WHEREAS,  Many  people  who  are  hypertensive  are 
not  aware  of  it;  and, 

WHEREAS,  Every  person  over  the  age  of  thirty-five 
should  be  screened  annually  for  hypertension;  and, 

WHEREAS,  For  many  people  the  hospital  emergency 
department  is  their  sole  contact  within  a  given  year 
with  the  health  care  system;  and, 

WHEREAS,  Many  people  use  the  emergency  depart¬ 
ment  as  their  primary  care  physician;  therefore,  be  it 

RESOLVED,  That  blood  pressures  should  be  taken  of 
all  patients  admitted  to  the  emergency  department  of 
the  hospital  unless  the  patient  has  had  within  the  year  a 
documented  blood  pressure  reading  with  the  normo- 
tensive  range. 

Your  reference  committee  approves  the  purpose  of 
this  resolution.  However,  it  believes  that  it  should  be 
amended  by  the  deletion  of  the  following  portion: 
“unless  the  patient  has  had  within  the  year  a 
documented  blood  pressure  reading  within  the  normo- 
tensive  range.” 

Mr.  Speaker,  we  recommend  adoption  of  this  resolu¬ 
tion  as  amended. 

(Secretary’s  Note:  The  author  of  this  resolution  in¬ 
troduced  an  amendment  to  change  the  word  “ hyperten¬ 
sion ”  to  the  phrase  “ high  blood  pressure”  throughout 
the  resolution.  This  amendment  was  accepted.  The  res¬ 
olution  was  then  adopted.) 


islation  upon  which  this  House  has  already  taken  a 
stand.  It  also  believes  that  the  offering  of  unsolicited 
advice  to  the  Supreme  Court  of  the  United  States  would 
be  gratuitous. 

Mr.  Speaker,  we  recommend  the  rejection  of  Resolu¬ 
tion  No.  74-14. 

Resolution  No.  74-17 

Subject:  Reevaluation  of  PMS  Continuing  Education 
Program  (Delegates’  Packet) 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  James  R.  Dornenburg,  M.D. 

WHEREAS,  The  Pennsylvania  Medical  Society  Con¬ 
tinuing  Medical  Education  Program  includes  a  manda¬ 
tory  requirement  of  attaining  qualification  for  the 
AMA’s  Physician’s  Recognition  Award,  which  is  cur¬ 
rently  based  upon  a  three-year  continuing  education 
program  of  150  hours;  and 

WHEREAS,  This  mandatory  requirement  would  un¬ 
wisely  impose  a  burden  upon  physicians  in  various 
areas  of  the  state  where  their  medical  services  are  es¬ 
sential;  and 

WHEREAS,  The  State  Board  of  Medical  Education 
and  Licensure  has  received  notification  from  communi¬ 
ties  and  physicians  protesting  this  situation;  and 

WHEREAS,  The  proposed  mandatory  program  could 
present  serious  legal  difficulties  because  it  would  ap¬ 
pear  to  establish  a  new  standard  for  judging  the  level  of 
professional  competence  among  physicians;  therefore 
be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
be  requested  to  evaluate  the  mandatory  continuing  ed¬ 
ucation  requirement,  its  method  of  implementation,  and 
its  legal  implications. 

Your  reference  committee  heard  much  discussion 
regarding  the  mandatory  requirement  for  obtaining  the 
AMA’s  Physician’s  Recognition  Award,  read  the  opinion 
of  Legal  Counsel  regarding  it  and  agrees  that  problems 
exist. 

Recognizing  this,  Mr.  Speaker,  we  recommend  the 
adoption  of  Resolution  No.  74-17. 

Mr.  Speaker,  we  offer  the  following  proposals  for 
amelioration  of  the  difficulties  identified  by  your  refer¬ 
ence  committee:  (1)  There  is  a  six-month  discrepancy 
between  the  deadline  of  the  qualifying  period  and  the 
annual  processing  period  of  the  AMA.  We  recommend 
the  extension  of  the  December  31,  1975  qualifying 
period  as  defined  in  the  Bylaws  to  June  30,  1976,  to  co¬ 
incide  with  the  processing  period  of  the  AMA.  (2)  At 
present  requests  for  waivers  are  decided  by  the  Board 
of  Trustees  and  Councilors  on  recommendation  from 
the  Commission  on  Accreditation  and  the  Council  on 
Education  and  Science.  Appeals  from  the  decision  are 
returned  to  the  Board.  We  recommend  that  requests  for 
waivers  go  directly  to  the  Commission  on  Accreditation 
for  its  definitive  action,  with  appeal  from  the  decisions 
of  the  commission  going  to  the  Board  of  Trustees  and 
Councilors.  This  arrangement  would  relieve  the  Board 
of  routine  work  and  eliminate  the  present  objection  that 


Resolution  No.  74-14 

Subject:  Beginning  of  Human  Life  (Delegates’  Packet) 
Introduced  by:  John  D.  Lane,  M.D.,  delegate,  Bucks 
County  Medical  Society 
Author:  John  D.  Lane,  M.D. 

WHEREAS,  The  United  States  Supreme  Court  could 
not  determine  when  human  life  begins;  and 

WHEREAS,  The  sciences  of  genetics,  embryology, 
and  fetology  clearly  demonstrates  that  human  life 
begins  at  fertilization;  and 

WHEREAS,  Organized  medicine  apparently  did  not 
educate  the  court  in  the  above  sciences;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medical  Society 
inform  the  United  States  Supreme  Court  that  it  is  an  ac¬ 
cepted  biological  fact  that  human  life  (homo-sapiens) 
begins  at  fertilization;  and  be  it  further 

RESOLVED;  That  the  Pennsylvania  Delegation  to  the 
House  of  Delegates  of  the  American  Medical  Associa¬ 
tion  be  instructed  to  introduce  a  similar  resolution  at 
the  next  meeting  of  that  body. 

Your  Reference  Committee  believes  that  this  resolu¬ 
tion  is,  in  fact,  peripheral  to  the  matter  of  abortion  leg¬ 
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appeals  are  decided  by  the  body  that  made  the  original 
decision.  (3)  We  commend  the  Commission  on  Accredi¬ 
tation  for  its  efforts  in  maintaining  high  standards  of 
'  patient  care  and  urge  that  during  the  difficult  initial 
qualifying  period  it  work  to  offer  all  possible  assistance 
to  those  physicians  encountering  difficulty  in  meeting 
the  requirements. 

Mr.  Speaker,  we  recommend  the  adoption  of  the 
above  three  recommendations. 

(Secretary’s  Note:  Vigorous  discussion  of  the  recom¬ 
mendations  followed.  On  the  first  point,  clarification 
was  requested  and  given  as  to  the  effect  of  extending 
the  qualifying  period  to  June  30,  1976.  Testimony  was 
given  to  explain  that  this  merely  extends  the  six  months 
processing  period  for  the  Physician’s  Recognition 
Award  to  twelve  months,  and  brings  it  in  line  with  the 
AMA’s  qualifying  period.  This  does  not  give  members 
an  additional  six  months  to  take  courses;  course  work 
for  the  1975  Physician's  Recognition  Award  must  be 
completed  by  June  30,  1975.  It  was  properly  moved  and 
seconded  that  the  House  adopt  this  recommendation 
with  the  idea  that  it  will  be  referred  to  the  Committee 
on  Constitution  and  Bylaws  for  the  preparation  of  ap¬ 
propriate  language.  This  motion  carried. 

A  discussion  followed  on  the  second  recommen¬ 
dation.  The  proposal  of  the  reference  committee  was 
properly  moved,  seconded,  and  adopted. 

The  third  recommendation  was  then  considered.  An 
amendment  to  the  recommendation  was  properly 
moved,  seconded,  and  adopted.  The  recommendation  as 
amended  was  then  voted  on  and  adopted.  The  amended 
recommendation  as  adopted  reads: 

“We  commend  the  Committee  on  Accreditation  for  its 
efforts  in  maintaining  high  standards  of  patient  care  and 
urge  that  during  the  difficult,  initial,  qualifying  period,  it 
work  to  offer  all  possible  assistance,  including  the 
device  of  correspondence  courses  set  up  and  monitored 
at  the  AMA  level  and  to  be  credited  under  Category  I  to 
those  physicians  encountering  difficulty  in  meeting  the 
present  requirements.”) 


Resolution  No.  74-20 

Subject:  Confidentiality  of  Medical  Records  (Delegates’ 
Packet) 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Michael  P.  Levis,  M.D. 

WHEREAS,  On  5  June  1974  a  contingent  of  State 
Police  officers  raided  the  Black  Action  Drug  Abuse 
Center  in  Pittsburgh  and  seized  about  400  medical 
records;  and 

WHEREAS,  These  medical  records  were  copied  and 
returned  to  the  Center  in  four  days;  and 

WHEREAS,  The  Mental  Health  and  Mental  Retarda¬ 
tion  program  is  an  agency  of  County  government;  and 
WHEREAS,  This  MH/MR  organization  has  required  a 


detailed  85-item  questionnaire  on  all  patients  which 
requested  sensitive  information;  and 

WHEREAS,  The  State  Office  of  Medical  Services  has 
required  delivery  of  full  copies  of  both  general  medical 
and  psychiatric  hospital  records  for  determination  of 
eligibility  for  reimbursement;  and 

WHEREAS,  The  State  Office  of  Mental  Health  has 
requested  a  list  of  the  names  of  all  persons  in  private 
mental  hospitals;  and 

WHEREAS,  The  increasing  storage  and  dissemination 
of  sensitive  medical  information  is  being  controlled  by 
nonmedical  personnel;  and 

WHEREAS,  Governmental  involvement  in  accumula¬ 
tion  of  stored  medical  information  is  an  invasion  of  per¬ 
sonal  privacy;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
convey  its  grave  concern  to  the  state  officials  and  citi¬ 
zens  of  the  Commonwealth  by  all  available  channels 
regarding  the  threat  to  the  confidentiality  of  medical 
records  that  we  hold  inviolate;  and  be  it  further 

RESOLVED,  That  action  in  process  on  national,  state 
and  local  levels  be  pursued  actively  to  insure  the  pro¬ 
tection  of  individual  privacy. 

Your  reference  committee  strongly  supports  the  in¬ 
tent  of  Resolution  No.  74-20  but  offers  the  following 
substitute  RESOLVED: 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
convey  its  grave  concern  to  the  legislature  and  urge  the 
passage  of  legislation  protecting  the  confidentiality  of 
medical  records. 

Mr.  Speaker,  we  recommend  the  adoption  of  the  sub¬ 
stitute  resolution. 

Introduction  of  Russell  B.  Roth,  M.D. 

Dr.  Lovette  called  the  attention  of  the  House  to  the 
presence  in  the  House  of  Russell  B.  Roth,  M.D.,  immedi¬ 
ate  past  president  of  the  American  Medical  Association. 
Dr.  Roth  was  present  to  receive  the  Distinguished  Serv¬ 
ice  Award  of  the  Pennsylvania  Medical  Society.  Dr.  Roth 
stood  and  received  the  applause  of  the  House. 

Reference  Committee 
Reports  of  Officers 

David  L.  Miller,  M.D.,  chairman,  presented  the  follow¬ 
ing  report  of  the  committee: 

Mr.  Speaker,  and  members  of  the  House  of  Dele¬ 
gates,  the  Reference  Committee  on  Reports  of  Officers 
has  considered  all  the  items  in  the  index. 

Your  reference  committee  has  grouped  the  following 
items  together  in  a  waiver  of  debate  list.  In  each  in¬ 
stance,  there  was  little  or  no  testimony  heard  and  the 
committee  feels  the  item  is 'of  a  noncontroversial  na¬ 
ture. 

Report  of  the  Accountant  ( Official  Reports  Book, 
pages  39-42)  (File) 

Report  of  the  Secretary  ( Official  Reports  Book, 
pages  36-37)  (File) 
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Report  of  Board  of  Trustees  and  Councilors  ( Official 

Reports  Book,  pages  18-31) 

Your  reference  committee  reviewed  the  entire 
comprehensive  report  of  the  Board  of  Trustees  and 
Councilors.  The  following  items  deserve  the  attention 
of  the  House  of  Delegates. 

The  Interspecialty  Committee  of  the  Board  has  rec¬ 
ommended  disapproval  of  the  income  limits  proposed 
by  Pennsylvania  Blue  Shield  for  Plan  C.  The  Board  of 
Trustees  has  approved  the  income  limits  for  Blue 
Shield  Plan  C  (Supplemental  Report  A  -  pages  93-94) 
and  referred  the  income  limits  to  the  House  of  Dele¬ 
gates  for  ratification.  Your  reference  committee  has 
been  informed  that  this  item  has  been  referred  to  the 
Reference  Committee  on  Medical  Service  "A”  for 
debate  and  recommendation  to  the  House  for  action. 

The  Board  has  recommended  that  the  1979  House  of 
Delegates  meet  at  the  Hershey  Motor  Lodge  in 
Hershey,  Pennsylvania. 

Mr.  Speaker,  we  recommend  approval  of  the  plan  for 
the  1979  House  of  Delegates  to  meet  at  the  Hershey 
Motor  Lodge  in  Hershey. 

The  committee  notes  that  the  1973  House  of  Dele¬ 
gates  asked  the  Board  to  study  the  possibility  that  all 
future  business  meetings  of  the  House  be  held  in  the 
Harrisburg-Lancaster  area.  We  are  told  that  the  possi¬ 
bility  of  this  being  done  is  being  explored  by  the  Board. 
Your  reference  committee  heard  testimony  pro  and  con 
as  to  the  advisability  of  limiting  meetings  to  this  area. 
Problems  of  availability  of  rooms  for  meetings  and  dif¬ 
ficulties  with  conflicts  with  other  meetings  in  major 
cities  have  been  a  problem  to  staff.  The  executive  vice 
president  concurred  in  the  recommendation  that  the 
meetings  be  limited  to  this  area. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  that  the  report  of  the  Board  of  Trustees  and 
Councilors  be  filed. 

Report  of  the  Executive  Vice  President  ( Official 

Reports  Book,  pages  32-35) 

Your  reference  committee  has  reviewed  the  report  of 
the  executive  vice  president.  The  committee  commends 
the  executive  vice  president  for  his  aggressive  program 
to  provide  continued  education  and  stimulation  to 
growth  of  the  staff.  The  committee  is  pleased  to  note 
that  the  executive  vice  president  has  been  on  the  job  in 
good  health  in  the  past  year. 

Mr.  Speaker,  we  recommend  that  the  report  of  the 
Executive  Vice  President  be  filed. 

Report  of  the  Treasurer  ( Official  Reports  Book,  page 

38)  and  Remarks  of  Chairman  of  the  Finance  Com¬ 
mittee 

Your  reference  committee  has  reviewed  the  report  of 
the  treasurer.  We  are  pleased  to  note  the  surplus  in  the 
General  Fund  and  the  growth  of  the  Medical  Benevo¬ 
lence  Fund,  the  Contingency  Reserve  Fund,  and  the 
Property  and  Equipment  Fund. 

A  question  was  raised  about  investment  expenses  of 


$1,775.  The  Finance  Committee  felt  this  was  money 
well  spent  and  the  explanation  satisfied  your  com¬ 
mittee.  We  are  pleased  to  note  the  diligence  of  the  Fi¬ 
nance  Committee  in  efficiently  managing  the  Society’s 
funds.  We  noted  the  remarks  of  the  chairman  of  the  Fi¬ 
nance  Committee  indicating  that  a  dues  increase  of  at 
least  $25  may  be  necessary,  inasmuch  as  this  depends 
on  actions  of  the  House  during  this  session. 

Mr.  Speaker,  we  recommend  that  the  report  of  the 
Treasurer  be  filed. 

Mr.  Speaker,  we  further  recommend  that  the  remarks 
of  the  Chairman  of  the  Finance  Committee  be  filed, 
pending  final  recommendation  to  the  House  of  Dele¬ 
gates. 

Report  of  the  Committee  on  Objectives  ( Official 

Reports  Book,  pages  69-70) 

Your  reference  committee  reviewed  the  report  of  the 
Committee  on  Objectives.  The  need  for  the  existence  of 
this  committee  was  questioned  in  light  of  the  long- 
range  planning  activity  of  the  Finance  Committee  and 
an  ad  hoc  committee  of  the  Board  of  Trustees  tasked 
with  the  responsibility  of  studying  function  and  ac¬ 
complishment  of  these  planning  committees.  We  under¬ 
stand  that  the  Board  of  Trustees  is  aware  of  the 
overlapping  responsibility  of  these  committees  and  will 
take  appropriate  action. 

Mr.  Speaker,  we  recommend  that  the  report  of  the 
Committee  on  Objectives  be  filed. 

Report  of  the  Pennsylvania  Delegation  to  the  AMA 

House  of  Delegates  ( Official  Reports  Book,  pages  91- 

92) 

Your  reference  committee  reviewed  the  report  of  the 
Pennsylvania  Delegation.  The  committee  notes  that  of 
three  resolutions  presented  by  our  delegation  at  the 
December  meeting,  as  mandated  by  the  1973  House  of 
Delegates  one  was  passed  and  two  were  incorporated 
into  the  policy  of  the  AMA. 

The  reference  committee  questioned  the  action  of 
the  AMA  House  of  Delegates  in  approving  the  resolu¬ 
tion  regarding  delineation  of  staff  privileges  on  the 
basis  that  action  to  implement  the  intent  of  the  resolu¬ 
tion  had  been  taken  by  the  Joint  Commission  on 
Accreditation  of  Hospitals. 

The  committee  congratulates  Dr.  Russell  B.  Roth  at 
the  termination  of  his  term  as  president  of  the  AMA;  ac¬ 
knowledges  the  continued  service  of  Dr.  William  Y.  Rial 
as  vice  speaker  of  the  AMA  House  of  Delegates;  ac¬ 
knowledges  the  long  service  of  Dr.  William  A.  Lim- 
berger  and  Dr.  William  B.  West  as  they  retire  from  the 
Pennsylvania  Delegation;  and  commends  the  members 
of  the  Pennsylvania  Delegation  for  their  continued 
leadership  in  the  AMA. 

Your  committee  is  ,iappy  to  note  the  “Open 
Hearings”  conducted  by  the  Delegation  to  the  AMA 
House  of  Delegates. 

Mr.  Speaker,  we  recommend  that  the  report  of  the 
Pennsylvania  Delegation  to  the  AMA  House  of  Dele¬ 
gates  be  filed. 
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J  Individual  Reports  from  Trustees  and  Councilors  ( Of¬ 
ficial  Reports  Book,  pages  43-64) 

Your  reference  committee  reviewed  the  individual 
a  reports  of  the  Trustees  and  Councilors.  During  our 
meeting,  the  need  for  these  reports  was  questioned,  but 
the  consensus  seemed  to  be  that  they  served  a  valu¬ 
able  purpose.  Your  committee  suggests  that  because  of 
the  length  of  the  reports,  money  might  be  saved  by 
f  mimeographing  them  and  including  them  in  the  Dele¬ 
gates’  Packets.  Due  to  the  length  and  cost  of  prepara¬ 
tion  of  these  reports,  we  would  suggest  that  some  alter¬ 
nate  duplication  and  presentation  to  the  House  be 
pursued. 

Special  note  was  taken  of  the  report  of  the  Trustee 
and  Councilor  of  the  Eleventh  District  (page  62).  The 
recommendations  are:  (1)  I  propose  that  the  Committee 
on  Constitution  and  Bylaws  and  the  Interspecialty  Com¬ 
mittee  each  prepare  a  draft  of  model  county  society 
bylaws  which  would  specifically  reflect  the  needs  of  or¬ 
ganized  hospital  and  other  medical  staff  groups 
*  including  provision  of  a  forum  for  the  presentation  and 

I  resolution  of  problems  of  local  medical  interest.  (2)  Each 

county  medical  society  should  be  encouraged  to  review 
its  bylaws  to  determine  how  its  structure  might  better 
serve  institutional  groups  within  organized  medicine. 

The  purpose  of  these  recommendations  is  to  provide 
increased  communications  between  hospital  staffs  and 
medical  societies.  His  recommendations  are  endorsed 
j  by  this  committee. 

Mr.  Speaker,  we  recommend  referral  of  the  recom¬ 
mendations  to  the  Committee  on  Constitution  and 
Bylaws  for  implementation. 

Supplemental  Report  A,  Board  of  Trustees  and  Council¬ 
ors  ( Official  Reports  Book,  pages  93-94) 

Your  reference  committee  reviewed  Supplemental 
Report  A  of  the  Board  of  Trustees.  The  committee  notes 
the  problems  inherent  in  establishing  a  fixed  percent¬ 
age  or  quota  of  physicians  to  be  trained  in  a  particular 
field  of  medicine  (i.e.,  Family  Practice)  and  under¬ 
stands  that  this  is  merely  a  recommendation 
expressing  the  need  and  aim  for  more  family  practi¬ 
tioners. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  that  Supplemental  Report  A  be  filed. 

Supplemental  Report  C,  Board  of  Trustees  and  Coun¬ 
cilors  ( Official  Reports  Book,  page  95) 

Your  reference  committee  has  reviewed  the  Board’s 
proposal  that  the  House  of  Delegates  approve  its  plan 
to  include  a  $10  voluntary  contribution  for  the  Benjamin 
Rush  House  Restoration  Project  in  the  1975  dues 
billing. 

Your  committee  heard  testimony  against  this  propos¬ 
al  on  the  basis  that  it  would  dilute  the  effectiveness  of 
PaMPAC  joint  billing,  which  we  feel  has  higher  priority. 

Mr.  Speaker,  we  recommend  that  this  $10  voluntary 
contribution  not  be  included  in  the  dues  billing  for 
1975. 


(Secretary's  Note:  In  response  to  a  question  from  the 
floor,  the  speaker  indicated  that  the  Society’s  Board  of 
Trustees  and  Councilors  continues  to  investigate  alter¬ 
native  means  of  soliciting  a  voluntary  contribution  in 
support  of  the  Benjamin  Rush  House  restoration  proj¬ 
ect.) 

Supplemental  Report  D,  Board  of  Trustees  and  Coun¬ 
cilors  ( Official  Reports  Book,  pages  95-96) 

Your  reference  committee  has  reviewed  this  report 
asking  that  the  House  of  Delegates  consider  the  propos¬ 
al  to  pay  members  of  the  Board  of  Trustees  and  others 
who  attend  Board  meetings  a  per  diem  of  $50. 

Your  reference  committee  heard  testimony  from  trus¬ 
tees  that  their  service  as  trustees  was  an  honor  and  was 
self-rewarding.  Other  testimony,  however,  pointed  out 
that  the  number  of  meetings  can  be  expected  to  increase 
and  that  a  per  diem  might  partially  compensate  for  serv¬ 
ice. 

Mr.  Speaker,  we  recommend  approval  of  a  $50  per 
diem  for  officers,  trustees  and  chairmen  of  councils 
and  committees  of  the  PMS  who  attend  Board  meet¬ 
ings. 

(Secretary’s  Note:  The  House  of  Delegates  disagreed 
with  the  recommendation  of  the  reference  committee, 
and  on  vote  the  recommendation  for  a  $50  per  diem 
failed.) 

Supplemental  Report  F,  Board  of  T rustees  and  Councilors 
( Official  Reports  Book,  page  96) 

Your  reference  committee  concurs  with  the  resolution 
expressing  a  sense  of  loss  at  the  death  of  Dr.  Ralph  C. 
Wilde,  adopted  by  the  Board,  and  recommends  that  the 
House  of  Delegates  concur  in  this  action  by  the  Board. 

Mr.  Speaker,  we  recommend  approval  of  Supple¬ 
mental  Report  F  of  the  Board  of  Trustees. 

Supplemental  Report  H,  Board  of  Trustees  and  Council¬ 
ors  (Distributed) 

Your  reference  committee  has  reviewed  Supple¬ 
mental  Report  H  of  the  Board  of  Trustees  and  Council¬ 
ors.  Your  committee  heard  no  testimony  in  opposition 
to  the  recommendation  of  the  Board  of  Trustees  that 
the  1977  Annual  Business  Session  be  changed  from 
Pittsburgh  to  Lancaster. 

Mr.  Speaker,  we  recommend  that  the  1977  Annual 
Business  Session  site  be  changed  from  Pittsburgh  to 
Lancaster. 

Mr.  Speaker,  your  Committee  recommends  that  the 
remainder  of  Supplemental  Report  H  of  the  Board  of 
Trustees  be  filed. 

Resolution  No.  74-4 

Subject:  Honorary  Membership  for  Walter  R.  Tkach, 
M.D.  ( Official  Reports  Book,  page  98) 
Introduced  by:  Jon  S.  Adler,  M.D.,  secretary,  in  behalf 
of  the  Washington  County  Medical  Soci¬ 
ety 

Author:  Jon  S.  Adler,  M.D. 
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WHEREAS,  Walter  R.  Tkach,  M.D.,  is  a  native  of 
Pennsylvania  and  completed  his  medical  education  in 
Pennsylvania  and  retains  an  interest  in  the  activities  of 
the  Washington  County  Medical  Society  and  the  Penn¬ 
sylvania  Medical  Society;  and 

WHEREAS,  Dr.  Tkach  has  held  a  position  of  public 
trust  and  confidence  as  personal  physician  to  the  Presi¬ 
dent  of  the  United  States  and  has  been  a  credit  to  the 
medical  profession  and  to  Pennsylvania:  and 

WHEREAS,  The  Washington  County  Medical  Society 
has  awarded  an  honorary  membership  to  Dr.  Tkach;  and 

WHEREAS,  Article  IV,  Section  8,  of  the  Pennsylvania 
Medical  Society’s  Constitution  provides  for  honorary 
membership  in  the  Pennsylvania  Medical  Society,  and 
Dr.  Tkach  meets  the  requirements  of  that  section; 
therefore  be  it 

RESOLVED,  That  Walter  R.  Tkach,  M.D.,  be  made  an 
honorary  member  of  the  Pennsylvania  Medical  Society. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  adoption  of  Resolution  74-4. 

(Secretary’s  Note:  The  House  disagreed  with  the  rec¬ 
ommendation  of  the  reference  committee  and  did  not 
adopt  Resolution  74-4.) 

Address  of  the  President  (Distributed) 

Your  committee  has  reviewed  the  eloquent, 
comprehensive  address  of  the  president.  In  consider¬ 
ably  less  time  than  his  allotted  two  and  one-half  hours, 
Dr.  Crane  has  succeeded  in  delineating  the  problems 
and  dangers  facing  medicine  and  our  patients.  We 
commend  him  for  this  address  and  recommend  its  wide 
distribution  to  our  membership  for  guidance  in  the 
coming  year. 

Mr.  Speaker,  we  recommend  that  the  address  of  the 
president  be  filed. 

Announcements 

The  speaker  announced  that  the  last  two  reference 
committee  reports,  Medical  Service  “A”  and  Govern¬ 
mental  Relations  had  been  passed  out  and  that  dele¬ 
gates  now  had  the  complete  group  of  reference  com¬ 
mittee  reports. 

The  speaker  announced  that  the  polls  would  open  in 
the  morning  at  7:30  a.m.  and  the  House  meeting  would 
begin  at  9:30  a.m. 

In  response  to  a  statement  from  the  floor,  the  speak¬ 
er  determined  to  refer  to  the  appropriate  administrative 
units  those  comments  of  the  president  concerning  the 
adverse  effects  of  intrusion  into  patient  care  by  third 
parties  and  that  the  concern  of  the  House  over  this 
problem  would  be  relayed  to  the  membership  of  the 
Pennsylvania  Medical  Society. 

The  House  recessed  at  5:15  p.m.,  until  the  State 
Dinner  in  the  Pittsburgh  Room,  scheduled  to  begin  at 
8:00  p.m. 

The  1974  State  Dinner 

The  invocation  was  given  by  the  Reverend  Dr.  John 
K.  Baiz,  Rector  of  the  Calvary  Episcopal  Church  of 
Pittsburgh. 


Introduction  of  Guests 

Dr.  Sanford  began  the  introduction  of  guests  at  9:35 
p.m.:  Dr.  and  Mrs.  John  B.  Lovette,  speaker,  House  of 
Delegates;  Mrs.  Howard  Liljestrand,  president, 
Woman’s  Auxiliary  AMA;  Mrs.  Raymond  C.  Grandon, 
president  PMS  Woman’s  Auxiliary;  Dr.  Raymond  C. 
Grandon;  Dr.  and  Mrs.  Russell  B.  Roth,  recipient,  Dis¬ 
tinguished  Service  Award;  Dr.  and  Mrs.  A.  Reynolds 
Crane,  president,  PMS;  Dr.  and  Mrs.  Robert  S.  Sanford, 
immediate  past  president,  PMS;  Dr.  and  Mrs.  Cyrus  B. 
Slease,  chairman,  Board  of  Trustees;  Dr.  and  Mrs. 
David  S.  Masland,  president-elect;  Dr.  and  Mrs. 
Frederick  R.  Gilmore,  immediate  past  president,  PMS 
Woman’s  Auxiliary;  Dr.  and  Mrs.  H.  Thompson  Dale,  re¬ 
tiring  trustee  and  councilor; 

Also  presented  were:  Dr.  Calvin  B.  Hearne,  secretary, 
Medical  Society  of  Delaware;  Dr.  Ralph  S.  Emerson, 
president  elect,  Medical  Society  of  the  State  of  New 
York;  Dr.  William  E.  Gilmore,  president,  West  Virginia 
State  Medical  Association;  Dr.  William  A.  Booth,  presi¬ 
dent,  Pennsylvania  Dental  Association;  Mr.  George  S. 
Maggio,  president,  Pennsylvania  Pharmaceutical  Asso¬ 
ciation;  Mrs.  Irene  Goll,  president,  American  Associa¬ 
tion  of  Medical  Assistants,  Pennsylvania  Society;  Dr. 
Vernon  C.  Buckley,  president,  Pennsylvania  Os¬ 
teopathic  Medical  Association;  Mr.  Milton  H. 
Appleyard,  chairman,  The  Hospital  Association  of 
Pennsylvania. 

Other  guests  included  Mr.  Lester  Perry,  retired  exec¬ 
utive  director  of  the  Pennsylvania  Medical  Society;  Mrs. 
Ralph  C.  Wilde  and  daughters  Diane  and  Debbie. 

Dr.  Sanford  introduced  the  following  past  presidents: 
Dr.  Gilson  C.  Engel;  Dr.  and  Mrs.  Louis  W.  Jones;  Dr. 
and  Mrs.  Thomas  W.  McCreary,  Sr.;  Dr.  and  Mrs.  Wilbur 

E.  Flannery;  Dr.  Richard  A.  Kern;  Dr.  and  Mrs.  William 
B.  West;  Dr.  John  H.  Harris,  Sr.;  Dr.  George  E.  Farrar, 
Jr.,;  Dr.  and  Mrs.  William  A.  Limberger;  Dr.  and  Mrs. 
George  P.  Rosemond. 

The  following  past  presidents  and  honorary  members 
of  the  Woman’s  Auxiliary  were  introduced  in  honor  of 
the  Fiftieth  Anniversary  of  the  Woman’s  Auxiliary  to  the 
Pennsylvania  Medical  Society:  Mrs.  Charles  B.  Forcey; 
Mrs.  Walter  F.  Donaldson;  Mrs.  Paul  C.  Craig;  Mrs. 
Drury  Hinton;  Mrs.  Albert  F.  Doyle;  Mrs.  Frederic  H. 
Steele;  Mrs.  Willis  A.  Redding;  Mrs.  John  M.  Wagner; 
Mrs.  Alfred  W.  Crozier;  Mrs.  Edward  P.  Dennis;  Mrs. 
Harry  W.  Buzzerd;  Mrs.  Malcolm  W.  Miller;  Mrs.  Robert 

F.  Beckley;  Mrs.  Lucian  Fronduti;  Mrs.  Manuel  A. 
Bergnes;  Mrs.  Axel  K.  Olsen;  Mrs.  John  A.  Schneider; 
Mrs.  LeRoy  A.  Gehris;  Mrs.  Ralph  S.  Blasiole;  Mrs.  John 
H.  Eves. 

Benjamin  Rush  Awards 

Dr.  Robert  N.  Moyers,  chairman,  Council  on  Public 
Service,  presented  the  group  Benjamin  Rush  Award  to 
the  Children’s  Aid  Society  of  Clearfield,  Clearfield 
County.  Receiving  the  award  for  the  Society  was  Mrs. 
John  G.  Soult,  Society  president.  The  Children’s  Aid 
Society  received  the  award  for  its  record  of  eight-four 
years  of  continuous  service  to  the  county.  The  Society 
provides  emergency  care  for  needy  and  neglected 
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children  in  a  home-like  atmosphere  where  children  can 
reside  until  returned  to  their  homes  or  placed  with 
foster  families. 

The  individual  Benjamin  Rush  Award  was  presented 
to  Mrs.  Richard  Rollins,  of  Haverford.  Mrs.  Rollins  is  a 
certified  Braillist  and  has  given  outstanding  service  in 
the  field  of  teaching  and  transcribing  standard  English 
braille  over  the  past  twenty-three  years.  In  this  time  she 
has  instructed  hundreds  of  students,  many  of  whom 
have  become  certified  braillists  and  accredited  in¬ 
structors.  She  has  also  devoted  much  time  to  cor¬ 
recting  students  manuscripts  and  transcribing  text¬ 
books  for  blind  students  and  books  for  the  Free  Library 
of  Philadelphia. 

Presentation  of  Certificate  to  Retiring  Trustee 

Dr.  Slease  presented  to  Dr.  Dale  a  plaque  honoring 
him  for  his  ten  years  of  service  on  the  Board  of  Trus¬ 
tees. 

Presentation  to  Woman’s  Auxiliary 
in  Honor  of  Golden  Anniversary 

Dr.  Sanford  spoke  to  honor  the  Woman’s  Auxiliary  on 
this,  its  50th  Anniversary.  He  called  on  Mrs.  Grandon, 
president  of  the  Woman’s  Auxiliary  to  the  Pennsylvania 
Medical  Society,  and  presented  to  her  a  check  in  the 
amount  of  $1,000  as  a  contribution  to  the  Auxiliary's 
Education  Fund  from  the  Pennsylvania  Medical  Soci¬ 
ety.  Mrs.  Grandon  expressed  her  gratitude  on  behalf  of 
the  auxiliary  for  the  gift  and  for  the  help  given  to  the 
auxiliary  by  the  Pennsylvania  Medical  Society  in 
celebrating  its  50th  Anniversary. 

Presentation  of  Past  President’s  Medallion 

Dr.  Sanford  presented  the  past  president’s  medallion 
and  plaque  to  Mrs.  Ralph  C.  Wilde,  in  tribute  to  the 
great  efforts  made  in  behalf  of  the  Pennsylvania  Medi¬ 
cal  Society  by  the  late  Dr.  Ralph  C.  Wilde. 

Installation  and  Oath  of  Office 

Dr.  Slease,  chairman  of  the  Board  of  Trustees,  in¬ 
stalled  Dr.  A.  Reynolds  Crane,  Philadelphia  County,  as 
the  125th  president  of  the  Pennsylvania  Medical  Soci¬ 
ety. 

Presentation  of  Distinguished  Service  Award 

Dr.  Crane  announced  that  his  first  official  duty  was  a 
happy  one,  the  presentation  of  the  Pennsylvania  Medi¬ 
cal  Society’s  Distinguished  Service  Award  to  Dr.  Rus¬ 
sell  B.  Roth,  Erie.  Dr.  Crane  drew  attention  to  the  fact 
that  this  is  only  the  fifth  time  the  award  has  been 
presented  since  its  creation  in  1955.  The  presentation 
of  the  award  is  in  honor  of  Dr.  Roth’s  outstanding 
public  and  professional  activities  throughout  his  medi¬ 
cal  career.  Following  presentation  of  the  award,  Dr. 
Roth  rose  and  delivered  an  impromptu  message  of 
thanks  to  the  assembled  audience. 

Adjournment 

The  formal  portion  of  the  program  adjourned  at  10:30 
p.m.  Members  and  their  guests  were  entertained  by 
Nina  Little  Productions,  Inc.,  of  New  York  City,  and  the 
music  of  Joe  Schafer  and  his  orchestra  until  12:00  p.m. 


Third  Session  of  the  House 
October  12,  1974 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  in  the  ballroom  of  the  William  Penn  Hotel, 
Pittsburgh,  Saturday,  October  12,  1974,  at  9:35  a.m. 

The  Credentials  Committee  reported  that  a  quorum 
was  present. 

The  speaker  closed  the  polls. 

Reference  Committee 
Medical  Service  “A” 

Lester  A.  Dunmire,  M.D.,  chairman,  presented  the  fol¬ 
lowing  report  of  the  committee: 

Mr.  Speaker  and  members  of  the  House  of  Dele¬ 
gates:  The  Reference  Committee  on  Medical  Service 
“A”  has  considered  all  of  the  reports  and  resolutions 
listed  in  the  above  index.  Considerable  testimony  was 
received  on  most  of  the  items  listed.  However,  your  ref¬ 
erence  committee  has  grouped  the  following  items 
together  in  a  Waiver  of  Debate  list.  In  each  instance, 
there  was  little  or  no  testimony  heard  and  the  com¬ 
mittee  feels  the  item  is  of  a  noncontroversial  nature. 
Report  of  the  Council  on  Medical  Service  ( Official 
Reports  Book ,  pages  82-86)  (Approve) 

Report  from  Pennsylvania  Blue  Shield  (Delegates 
Packet)  (Approve) 

Supplemental  Report  "B”  of  the  Board  of  Trustees 
and  Councilors  ( Official  Reports  Book,  page  94) 
(Approve) 

Mr.  Speaker,  we  recommend  that  the  House  take  the 
actions  recommended  by  the  Committee  on  the  above- 
listed  items  on  lines  10-17. 

Supplemental  Report,  Pennsylvania  Blue  Shield  (Dele¬ 
gates  Packet) 

The  House  will  recall  that  last  year  Pennsylvania 
Blue  Shield  was  requested  to  undertake  a  study  to  de¬ 
termine  the  effects  of  using  a  single  statewide  charge 
class  for  Usual,  Customary,  and  Reasonable  programs. 
Your  reference  committee  heard  a  report  by  Blue 
Shield  representatives  indicating  that  Blue  Shield  is 
continually  monitoring  this  system  of  fee  payment  and 
is  willing  to  work  with  the  Society’s  Council  on  Medical 
Service  in  the  future,  as  necessary.  The  Blue  Shield 
report  was  considered  as  informational. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  that  the  Blue  Shield  Supplemental  Report  be 
filed. 

Supplemental  Report  “E”  of  the  Board  of  Trustees  and 
Councilors  ( Official  Reports  Book,  page  96)  and  Sup¬ 
plemental  Report  “G”  of  the  Board  of  Trustees  and 
Councilors  (Delegates  Packet) 

Your  reference  committee  recognizes  that  the  1973 
House  of  Delegates  approved  the  concept  of  Plan  C;  we 
also  recognize  that  the  return  of  the  questionnaire  by 
members  of  the  House  of  Delegates  indicated  that  out  of 
a  total  of  241,  89  physicians  were  in  favor  of  and  39 
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physicians  opposed  Plan  C.  While  it  appeared  that  the 
mail  ballot  favored  Plan  C,  your  reference  committee 
heard  overwhelming  testimony  in  opposition  to  Plan  C 
with  respect  to  the  income  levels  and  the  fixed  fee  con¬ 
cept. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  rejection  of  the  Proposed  Blue  Shield  Plan  C  as 
presented  in  Supplemental  Reports  “E”  and  “G”  of  the 
Board  of  Trustees. 

(Secretary’s  Note:  Dr.  Wilbur  E.  Flannery  offered  a  sub¬ 
stitute  resolution  which  was  properly  seconded. 

The  resolution  reads: 

“That  the  House  of  Delegates  ratify  the  action  of  the 
Board  of  Trustees  of  the  Pennsylvania  Medical  Society, 
accepting  the  income  limits  for  proposed  Blue  Shield 
Plan  C  of  $6,000  for  single  subscribers  and  $12,000  for 
a  family  subscription.’’ 

Discussion  on  this  resolution  followed.  An  amend¬ 
ment  was  offered  to  the  resolution  reading: 

“Resolved,  That  this  House  reaffirm  the  concept  of 
the  Pennsylvania  Blue  Shield’s  proposed  Plan  C  Fee 
Schedule  and  directs  the  Board  of  Trustees  to  approve 
the  appropriate  income  limits  provided  that  this  pro¬ 
posal  includes  a  mechanism  that  will  allow  for  annual 
adjustment  of  the  premium,  the  fee  paid,  and  the  in¬ 
come  limit  for  service  benefits  tied  to  the  cost  of  living. 

“Further,  it  is  recommended  that  such  updates  be 
automatic,  implemented  on  a  timely  basis.’’ 

Further  discussion  on  the  issue  of  the  proposed  Plan 
C  followed.  A  vote  was  taken  on  the  amendment,  which 
passed.  A  vote  was  then  taken  on  the  substitute  resolu¬ 
tion  introduced  by  Dr.  Flannery,  which  also  passed.  The 
final  action  of  the  House  is  as  follows: 

“BE  IT  RESOLVED,  That  the  House  of  Delegates  ratify 
action  of  the  Board  of  Trustees  of  the  Pennsylvania  Med¬ 
ical  Society,  accepting  income  limits  for  proposed 
Blue  Shield  Plan  C  of  $6,000  for  single  subscribers  and 
$12,000  for  family  subscribers, 

“BE  IT  FURTHER  RESOLVED,  That  this  House  recon¬ 
firm  the  concept  of  the  Pennsylvania  Blue  Shield 
proposed  Plan  C  fee  schedule  plan  and  direct  the  Board 
of  Trustees  to  approve  the  appropriate  income  levels 
($6,000  for  single  subscribers  and  $12,000  for  family 
subscribers)  provided  that  this  proposal  include  a  mech¬ 
anism  that  will  allow  for  annual  adjustment  in  the 
premium,  the  fees  paid,  and  the  income  limits  for  service 
benefits  tied  to  the  cost  of  living. 

FURTHER,  it  is  recommended  that  updates  be  auto¬ 
matic  and  implemented  on  a  timely  basis.’’) 

Resolution  No.  74-5 

Subject:  Domiciliary  Facilities  for  Pennsylvania  Depart¬ 
ment  of  Welfare  Patients  ( Official  Reports 
Book,  page  98) 

Introduced  by:  F.  Peter  Kohler,  M.D.,  on  behalf  of  the 
Board  of  Directors,  Delaware  County 
Medical  Society 
Author:  James  W.  Dunn,  M.D. 

WFIEREAS,  Some  hospitals  are  unable  to  discharge 
patients  who  are  on  welfare  and  the  Commonwealth  of 


Pennsylvania  Welfare  Department  denies  money  to 
cover  the  over-stay  of  these  patients  in  hospitals;  and 
WHEREAS,  The  Commonwealth  has  not  supplied 
beds  for  these  types  of  patients;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
be  alerted  to  the  facts,  and  also  be  it 

RESOLVED,  That  since  the  Commonwealth  of  Penn¬ 
sylvania  has  not  supplied  domiciliary  facilities  for  these 
patients,  that  the  Pennsylvania  Medical  Society  urge  the 
Commonwealth  of  Pennsylvania  to  provide  domiciliary 
facilities  for  the  Department  of  Welfare  patients. 

Hearing  no  testimony  in  opposition  to  this  resolution, 
the  committee  concurred  with  its  intent.  However,  it  was 
felt  that  an  additional  Resolve  should  be  added  to  this 
Resolution  as  follows: 

RESOLVED,  That  the  Commonwealth  of  Pennsylvania 
reimburse  hospitals  for  the  domiciliary  care  rendered 
until  an  appropriate  facility  is  available. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  that  Resolution  74-5  be  approved  as  amended. 


Resolution  No.  74-10 

Subject:  Pennsylvania  Blue  Shield  ( Official  Reports 
Book,  page  100) 

Introduced  by:  Edward  J.  Resnick,  M.D.  in  behalf  of  the 
Philadelphia  County  Medical  Society 
WHEREAS,  The  Pennsylvania  Blue  Shield  in  its  at¬ 
tempt  to  satisfy  the  requirements  of  the  Social  Security 
Act  Title  XVIII,  Section  180  has  embarked  on  a  program 
of  review  which  has  (1)  harrassed  the  physician  in  his 
daily  practice,  (2)  denied  reimbursement  to  the  recipi¬ 
ent  of  services,  (3)  has  implied  that  such  services  were 
obtained  fraudulently  (too  many  necessary  for  your 
condition)  and  (4)  has  impugned  the  integrity  of  the 
physician  rendering  the  service — actually  defaming 
character  by  implication,  and 

WHEREAS,  Though  this  program  is  built  partially  on 
physician  input,  it  arbitrarily  denies  reimbursement 
without  proper  peer  review,  and 

WHEREAS,  Neither  patient  nor  physician  has  been 
apprised  of  these  inaccurate  and  outmoded  compu¬ 
terized  norms,  standards,  and  criteria,  and 

WHEREAS,  Part  B  (Blue  Shield)  without  informing 
the  patient  or  physician  that  it  is  a  separate  entity  from 
Part  A  (Blue  Cross)  has  discouraged  physicians  from 
performing  adequate  office  tests  to  avoid  unnecessary 
hospitalization;  and, 

WHEREAS,  Blue  Shield  has  refused  to  pay  for  neces¬ 
sary-laboratory  information  to  properly  diagnose  pa¬ 
tient’s  illnesses;  and, 

WHEREAS,  Blue  Shield  has  been  hiding  behind  a 
cloak  of  anonymity  in  denying  both  patient  and 
physician  information  requested  as  to  the  reasons  for 
the  disposition  of  their  problems;  be  it 

RESOLVED,  Blue  Shield  be  coerced,  legally,  if  nec¬ 
essary,  to  revise  its  program  and  reveal  to  subscriber 
and  physician  the  norms,  standards,  and  criteria  upon 
which  denial  of  payments  are  made  and  the  guidelines 
upon  which  these  are  based;  be  it 
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RESOLVED,  The  Pennsylvania  Medical  Society  es¬ 
tablish  a  Blue  Shield  hotline,  the  function  of  which  will 
be  to  resolve  problems  and  disseminate  pertinent  infor¬ 
mation;  be  it, 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
immediately  set  up  a  program  to  provide  informed  legal 
advice  to  its  members  concerning  their  rights  in 
disputes  between  them  and  the  Blue  Shield  and  other 
Medicare  intermediaries. 

Your  reference  committee  appreciates  the  intent  of 
Resolution  74-10.  However,  in  view  of  the  testimony 
presented,  and  in  consideration  of  the  revelation  that 
Blue  Shield  cannot  divulge  its  norms,  standards,  and 
criteria  as  stated  in  an  HEW  Intermediary  Letter  of 
December  of  1968,  the  reference  committee  wishes  to 
make  the  following  substitute  Resolution: 

WHEREAS,  The  Pennsylvania  Blue  Shield  in  its  at¬ 
tempt  to  satisfy  the  requirements  of  the  Social  Security 
Act  Title  XVIII,  Section  180,  has  embarked  on  a  pro¬ 
gram  of  review  which  has  (1)  interfered  with  the 
physician’s  daily  practice,  (2)  denied  reimbursement  to 
the  recipient  of  services,  and  (3)  has  implied  excessive 
use  of  services;  and 

WHEREAS,  Though  this  program  is  built  partially  on 
physician  input,  it  arbitrarily  denies  reimbursement 
without  proper  peer  review;  and, 

WHEREAS,  Neither  patient  nor  physician  has  been 
apprised  of  these  computerized  norms,  standards  or 
criteria;  be  it 

RESOLVED,  That  Blue  Shield  be  encouraged  to 
revise  its  program  and  reveal  to  subscriber  and 
physician  the  norms,  standards,  and  criteria  upon 
which  denial  of  payment  is  made  and  the  guidelines 
upon  which  denial  is  based;  and  be  it  also 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
urge  Blue  Shield  to  establish  a  hotline  to  Blue  Shield, 
the  function  of  which  will  be  to  resolve  problems  and 
disseminate  pertinent  information;  and  be  it  also 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
object  to  the  Intermediary  Letter  from  the  Department 
of  Health,  Education  and  Welfare  of  December,  1968; 
and  be  it  also 

RESOLVED,  That  the  physicians  in  Pennsylvania 
contact  their  Congressmen,  asking  their  assistance  in 
the  change  of  the  position  of  the  Department  of  Health, 
Education,  and  Welfare  so  that  the  guidelines  and  cri¬ 
teria  can  be  revealed  to  physicians. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  rejection  of  Resolution  74-10  and  adoption  of 
the  substitute  Resolution. 

(Secretary’s  Note:  The  House  amended  the  second 
Resolved  clause  of  the  substitute  resolution  as 
prepared  by  the  reference  committee,  and  adopted  a 
revised  third  clause.) 

The  resolution  as  finally  adopted  reads: 

‘‘RESOLVED,  That  Blue  Shield  be  encouraged  to 
revise  its  program  and  reveal  to  subscriber  and 
physician  the  norms,  standards,  and  criteria  upon  which 
denial  is  based;  and  be  it  also 

“RESOLVED,  That  the  Pennsylvania  Medical  Society 


urge  Blue  Shield  to  establish  a  hot  line  to  Blue  Shield 
and  establish  our  own  hot  line  to  the  Council  on  Medical 
Service,  the  function  of  which  will  be  to  resolve 
problems  and  disseminate  pertinent  information;  and  be 
it  also 

“RESOLVED,  That  the  Pennsylvania  Medical  Society 
take  such  legal  steps  that  are  necessary  to  revoke  the  in¬ 
tent  of  the  Bureau  of  Health  Insurance  intermediary 
letter  #363,  December,  1968;  and  be  it  further 

“RESOLVED,  That  the  physicians  in  Pennsylvania 
contact  their  Congressmen  asking  their  assistance  in 
the  change  of  the  position  of  the  Department  of  Health, 
Education,  and  Welfare  so  that  the  guidelines  and  cri¬ 
teria  can  be  released  to  physicians.” 

Resolution  No.  74-11 

Subject:  Disclosure  of  ‘‘The  Nature  of  Illness”  of  Pa¬ 
tients  Hospitalized  under  the  Blue  Shield  65 
Special  Program  and  Medicare  ( Official 
Reports  Book,  page  100) 

Introduced  by:  William  A.  Rusin,  M.D.,  secretary, 
Luzerne  County  Medical  Society 
Author:  Robert  M.  Kerr  M.D.,  immediate  past  president, 
Luzerne  County  Medical  Society 
WHEREAS,  The  recent  request  for  disclosure  of  ‘‘the 
nature  of  the  illness”  of  patients  hospitalized  under  the 
Blue  Shield  65  special  program  may  permit  release  of 
confidential  information  on  our  patients  to  the  federal 
bureaucracy;  and 

WHEREAS,  It  is  doubtful  that  our  patients  are  aware 
that  they  have  automatically  granted  such  permission  in 
their  agreement  and  application  for  benefits  of  this  pro¬ 
gram  to  Blue  Shield  and  the  Medicare  bureaucracy;  and 
in  view  of  the  recent  disclosure  that  information  com¬ 
puter  banks  of  the  F.B.I.  and  other  federal  agencies  have 
already  stored  such  confidential  and  personal  informa¬ 
tion  on  each  of  us  in  the  United  States;  and  in  view  of  the 
recent  burglary  to  obtain  confidential  information  from  a 
psychiatrist,  Dr.  Fielding,  concerning  his  patient,  Daniel 
Ellsberg,  by  the  federal  government;  therefore,  be  it 
RESOLVED,  That  the  members  of  the  Pennsylvania 
Medical  Society  refuse  to  sign  the  blanket  authorization 
requested  by  Blue  Shield;  and  be  it  further 
RESOLVED ,  That  the  Pennsylvania  Medical  Society 
support  the  action  of  the  Pennsylvania  Medical  Society 
House  of  Delegates  (Oct.  1973),  advocating  release  of 
only  the  diagnoses,  the  medical  procedures  performed, 
and  the  dates  involved  in  any  hospitalization;  and  be  it 
further 

RESOLVED,  That  the  Communications  Division  of 
the  Pennsylvania  Medical  Society  create  an  information 
program  to  alert  the  public  of  this  infringement  on  their 
privacy;  and  be  it  further 

RESOLVED,  That  all  members  of  the  Pennsylvania 
Medical  Society  be  urged  to  discuss  this  matter  with 
their  patients,  requesting  that  they  file  their  objections  to 
this  invasion  of  privacy  in  order  to  obtain  benefits  for 
which  they  have  paid  taxes  and  insurance  premiums:  ‘‘I 
hereby  rescind  the  permission  I  have  unknowingly 
granted  to  Blue  Shield  and  Medicare  to  examine  any  of 
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my  confidential  medical  records.  Any  such  records  may 
be  examined  only  with  the  express  permission  and  over 
the  signature  of  my  physician  and  me  or  my  legal  repre¬ 
sentative.”;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
inform  the  American  Medical  Association  of  this  action 
and  present  a  similar  resolution  at  the  next  meeting  of 
the  American  Medical  Association  House  of  Delegates. 

Your  reference  committee  is  aware  that  considerable 
confusion  exists  with  respect  to  this  matter.  However,  in 
view  of  Blue  Shield’s  explanation  at  the  Reference  Com¬ 
mittee  Hearing,  it  is  felt  that  it  would  be  appropriate  to 
offer  the  following  substitute  Resolution: 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
urge  Blue  Shield  to  send  a  letter  of  clarification  that  the 
use  of  the  nature  of  illness  card  will  save  the  patient  and 
the  physician  a  great  deal  of  time  and  effort  and  there  is 
no  disclosure  of  medical  data,  other  than  that  on  the 
Medicare  and  Blue  Shield  forms. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  rejection  of  Resolution  74-11  and  adoption  of 
the  substitute  Resolution. 

Resolution  No.  74-12 

Subject:  DPW  Noncooperation  with  Physicians’ 
Requests  for  Payment  (Delegates’  Packet) 
Introduced  by:  David  N.  Farber,  M.D.,  delegate,  in 
behalf  of  the  Berks  County  Medical  So¬ 
ciety 

WHEREAS,  It  has  come  to  our  attention  that  the 
Department  of  Public  Welfare  has  repeatedly  ignored 
requests  of  practitioners  to  honor  bills  submitted  for 
services  to  Medicaid  recipients;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
immediately  investigate  this  intolerable  situation  and 
make  every  effort  to  rectify  it  as  soon  as  possible  and 
to  see  that  no  repetition  of  this  occurs. 

The  reference  committee  is  sympathetic  with  the  in¬ 
tent  of  Resolution  74-12  but  believes  that  the  word 
“continuing”  in  the  Resolve  is  more  appropriate  than 
the  word  “intolerable.” 

Your  reference  committee  recommends  that  Resolu¬ 
tion  74-12  be  modified  as  follows: 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
immediately  investigate  this  continuing  situation  and 
make  every  effort  to  rectify  it  as  soon  as  possible  and 
to  see  that  no  repetition  of  this  occurs. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  adoption  of  Resolution  74-12  as  amended. 


Resolution  No.  74-16 

Subject:  Reaffirmation  of  the  Usual,  Customary,  and 
Reasonable  Fee  Concept  (Delegates’  Packet) 
Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Matthew  Marshall,  Jr.,  M.D. 

WHEREAS,  Payment  for  physician  services  in  recent 


years  has  been  based  upon  the  usual,  customary,  and 
reasonable  fee  concept  as  implemented  by  the  Penn¬ 
sylvania  Blue  Shield,  with  the  approval  of  the  Pennsyl¬ 
vania  Medical  Society;  and 

WHEREAS,  The  UCR  concept  has  proved  to  be  the 
most  workable  method  of  payment  in  lieu  of  the  dif¬ 
ficulties  encountered  previously  with  a  fixed  fee  sched¬ 
ule;  and 

WHEREAS,  There  is  a  need  to  reaffirm  the  UCR  con¬ 
cept  by  action  of  the  House  of  Delegates;  therefore  be 
it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
take  action  opposing  any  type  of  fixed  fee  schedule  and 
reaffirm  the  usual,  customary,  and  reasonable  fee  con¬ 
cept. 

Considerable  testimony  relative  to  this  resolution 
was  included  with  discussion  of  several  previously-con¬ 
sidered  items.  Your  reference  committee  views  this  res¬ 
olution  as  a  restatement  of  past  Society  position,  but 
felt  it  would  be  appropriate  to  modify  the  resolution  by 
including  the  words  “in  principle”  in  the  Resolve. 

Your  reference  committee  recommends  that  Resolu¬ 
tion  74-16  be  modified  as  follows: 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
take  action  opposing,  in  principle,  any  type  of  fixed  fee 
schedule  and  reaffirm  the  usual,  customary,  and  rea¬ 
sonable  fee  concept. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  adoption  of  Resolution  74-16  as  amended. 


Resolution  No.  74-19 

Subject:  Obstetrical  Fee  Coverage  (Delegates’  Packet) 
Introduced  by:  Henry  H.  Fetterman,  M.D.,  on  behalf  of 
the  Pennsylvania  Section  of  the  Ameri¬ 
can  College  of  Obstetricians  and  Gyne¬ 
cologists 

WHEREAS,  The  delivery  of  quality  children  should  be 
the  goal  of  the  health  care  of  pregnant  women,  not  only 
those  with  normal  pregnancies  but  also  the  high  risk 
pregnancy  in  the  women  with  diabetes  mellitus,  hyper¬ 
tension,  Rh  sensitization  or  other  such  complicating 
diseases,  and 

WHEREAS,  The  Pennsylvania  Section  of  the  Ameri¬ 
can  College  of  Obstetricians  and  Gynecologists  wishes 
to  affirm  its  position  that  fees  paid  by  third  party  carri¬ 
ers  for  obstetrical  care  should  be  comprehensive  fees 
encompassing  both  prenatal  and  postpartum  care,  as 
well  as  the  delivery  services;  therefore  be  it 

RESOLVED,  That  obstetrical  care  should  no  longer 
be  funded  partially  but  rather  fully,  as  are  all  other 
types  of  care;  and  be  it  further 

RESOLVED,  That  obstetrical  fees  no  longer  be  paid 
by  indemnity  but  by  total  funding. 

The  reference  committee  reviewed  Resolution  74-19 
and  recognized  that  a  portion  of  what  the  author 
requested  was  not  within  the  jurisdiction  of  this  refer¬ 
ence  committee  or  the  House  of  Delegates — namely, 
that  portion  of  the  payment  to  hospitals  for  the  care  of 
pregnancy  and  its  complications.  However,  the  refer- 
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ence  committee  felt  that  the  resolution  should  be 
approved,  recognizing  that  the  American  College  of 
Obstetricians  and  Gynecologists  can  be  helpful  in 
bringing  pressure  to  bear  on  insurance  companies  to 
cover  that  portion  of  the  problem. 

Your  reference  committee  recommends  that  Resolu¬ 
tion  74-19  be  modified  by  adding  the  following  Resolve: 

RESOLVED,  The  Pennsylvania  Medical  Society  urge 
the  Pennsylvania  Insurance  Commissioner  to  require 
all  health  insurance  carriers  operating  in  the  Common¬ 
wealth  of  Pennsylvania  to  fully  cover  obstetrical  care 
and  fees. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  adoption  of  Resolution  74-19  as  amended. 


Resolution  No.  74-21 

Subject:  Recommendation  to  Blue  Shield  for  a  Mean¬ 
ingful  Doctors’  Plan  (Delegates’  Packet) 
Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  Secretary,  in 
behalf  of  the  Allegheny  County  Medical 
Society 

Author:  Jerome  Chamovitz,  M.D. 

WHEREAS,  Increasing  questions  are  being  raised  by 
the  medical  profession  as  to  whether  Blue  Shield  is  a 
doctors’  plan;  and 

WHEREAS,  Recent  changes  in  Blue  Shield  policies 
in  the  proposed  Plan  C  raise  the  question  whether  or 
not  Blue  Shield  is  just  another  insurance  plan;  and 

WHEREAS,  Certain  segments  of  the  profession 
believe  that  Blue  Shield  provides  inadequate  recogni¬ 
tion  of  their  services;  and 

WHEREAS,  Certain  apprehensions  have  arisen 
regarding  the  recent  activities  of  Blue  Shield’s  Utiliza¬ 
tion  Division  with  reference  to  restrictions  and  limita¬ 
tions  of  physicians’  services  and  fees;  and 

WHEREAS,  Considerable  misunderstanding  and  lack 
of  knowledge  exists  on  the  part  of  the  medical  profes¬ 
sion  regarding  Blue  Shield  policies  and  also  regarding 
the  professional  services  provided  to  the  participating 
members  due,  in  part,  to  Blue  Shield’s  inadequate  and 
ineffective  effort  to  educate  the  profession;  and 

WHEREAS,  Blue  Shield  has  already  established  an 
ombudsman  department  for  its  subscribers  to  educate 
consumers  and  protect  their  interests;  therefore  be  it 

RESOLVED,  That  PMS,  through  its  Council  on  Medi¬ 
cal  Service,  urge  Blue  Shield  to  review  its  professional 
relations  policy  with  the  council  and  make  recommen¬ 
dations  to  improve  its  performance  and  report  sug¬ 
gested  recommendations  to  the  House  of  Delegates  in 
1975. 

There  was  no  testimony  presented  in  opposition  to 
this  resolution  and  Pennsylvania  Blue  Shield  was  sup¬ 
portive  of  the  Resolve.  Your  reference  committee 
believes  that  Blue  Shield  and  the  Pennsylvania  Medical 
Society  should  strive  for  better  communications. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  approval  of  Resolution  74-21. 


Resolution  No.  74-22 

Subject:  Correction  of  Inequities  Existing  between  Sur¬ 
gical  and  Nonsurgical  Fees  in  the  Plan  C 
Schedule  (Delegates’  Packet)  and  Address  of 
the  President  (pages  5  and  6)  Recommendation 
Dealing  with  Alternate  Means  of  Billing  (Dis¬ 
tributed  to  the  House) 

Introduced  by:  Joseph  V.  Caliguiri,  secretary,  in  behalf 
of  the  Allegheny  County  Medical  Society 
Author:  Jerome  Chamovitz,  M.D. 

WHEREAS,  Blue  Shield  was  organized  originally  as  a 
surgical  plan  only,  and 

WHEREAS,  The  medical  plan  was  added  some  years 
later,  with  limited  coverage  and  a  grossly  inadequate  fee 
schedule,  and 

WHEREAS,  subsequent  expansion  of  Plans  A  and  B 
continued  the  same  limited  medical  coverage  and  inade¬ 
quate  fee  schedules;  and 

WHEREAS,  these  inadequate  fee  schedules  led  to 
inequities  between  surgical  and  non-surgical  fees;  and 

WHEREAS,  the  currently  proposed  Plan  C  Fee  Sched¬ 
ule  perpetuates  these  inequities;  and 

WHEREAS,  Blue  Shield  is  currently  considering  an 
additional  increase  in  the  already  proposed  Plan  C  Fee 
Schedule  which  will  only  further  exaggerate  the 
inequities;  therefore  be  it 

RESOLVED,  that  PMS,  through  its  Council  on  Medical 
Service,  study  the  Plan  C  Fee  Schedule  to  determine  the 
existence  of  these  inequities  with  the  intent  of  recom¬ 
mending  further  study  of  the  problem  by  Blue  Shield  in 
an  attempt  to  correct  the  inequities;  and  be  it  further 

RESOLVED,  that  PMS  recommend  to  Blue  Shield  that 
no  increase  in  the  Plan  C  Fee  Schedule  be  instituted 
until  a  genuine  attempt  has  been  made  by  Blue  Shield  to 
correct  the  inequities. 

Since  Resolution  74-22  and  the  recommendation  on 
pages  5  and  6  of  the  President’s  Address  describe  the 
same  subject  matter,  your  reference  committee  has  con¬ 
solidated  these  items. 

The  reference  committee  heard  testimony  from  a  rep¬ 
resentative  of  the  Council  on  Medical  Service  indicating 
that  the  council  determined  not  to  pursue  the  matter  of 
alternative  billing  for  physicians’  services  on  the  basis 
that  there  does  not  appear  to  be  sufficient  sympathy 
among  physicians  to  warrant  such  activity  and  also  that 
such  an  action  could  bring  the  Society  into  antitrust  or 
restraint  of  trade  litigation. 

This  recommendation  by  the  Council  on  Medical  Serv¬ 
ice  was  subsequently  approved  by  the  Board  of  Trus¬ 
tees. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  rejection  of  Resolution  74-22  and  the  recom¬ 
mendation  from  the  President’s  Address  dealing  with 
alternative  means  of  billing. 

(Secretary’s  Note:  Discussion  of  the  recommendation 
followed  from  the  floor  of  the  House.  The  vote  of  the 
House  was  against  the  recommendations  of  the  refer¬ 
ence  committee.  Resolution  74-22  and  the  recommen¬ 
dation  in  the  address  of  the  president  were  adopted.) 
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Address  of  the  President  (page  6)  Recommendation 
Dealing  with  Professional  Liability  No-Fault  Risk  Insur¬ 
ance  Coverage  (Distributed  to  the  House) 

While  the  reference  committee  heard  no  testimony 
either  in  support  or  in  opposition  to  this  item,  it  felt 
there  was  merit  in  studying  this  possibility. 

Mr.  Speaker,  your  Reference  Committee  recom¬ 
mends  referral  of  this  matter  to  the  Society’s  Commis¬ 
sion  on  Professional  Liability  Insurance  for  study. 

Dr.  Helwig,  of  the  Society’s  Council  on  Medical  Serv¬ 
ice,  recommended  that  through  the  Reference  Com¬ 
mittee  on  Medical  Service  “A”,  it  be  brought  to  the  at¬ 
tention  of  the  House  of  Delegates  that  Dr.  Sydney  E. 
Sinclair  will  within  the  next  year  retire  from  Pennsyl¬ 
vania  Blue  Shield. 

Mr.  Speaker,  your  Reference  Committee  unanimous¬ 
ly  recommends  that  the  House  of  Delegates  express  its 
appreciation  to  Dr.  Sinclair  for  his  help  and  dedication 
throughout  many  years  to  the  Pennsylvania  Medical  So¬ 
ciety. 

(Secretary’s  Note:  Following  this  recommendation  the 
House  broke  into  applause.) 

Reference  Committee 
Governmental  Relations 

Rex  A.  Pittenger,  M.D.,  chairman,  presented  the  fol¬ 
lowing  report  of  the  committee: 

Report  of  the  Council  on  Governmental  Relations  ( Of¬ 
ficial  Reports  Book,  Page  79) 

Mr.  Speaker,  the  reference  committee  detects  a  cre¬ 
scendo  of  governmental  activities  meriting  the  atten¬ 
tion  of  the  medical  profession.  The  council  and  staff 
have  been  very  active  in  attending  to  these  concerns  as 
reflected  in  the  narrative  report. 

Resolutions  referred  by  the  1973  House  of  Delegates 
were: 

73-1:  Automatic  Notice  of  Disciplinary  Action  to  the 
State  Board  of  Medical  Education  and  Licensure 

The  implementation  of  this  resolution  was  to  be 
deferred  “until  such  time  as  legislation  can  be  devel¬ 
oped  to  give  physicians  legal  immunity  when  making 
such  reports.”  Senate  Bill  1903,  introduced  September 
10,  1974,  includes  such  immunity  but  is  limited  to  sick 
physicians.  It  is  the  intention  of  the  council  to  attempt 
to  broaden  the  coverage  and  advocate  enactment  to 
fulfill  the  condition  specified. 

73-2:  Opposed  the  “Comprehensive  Health  Care  Act  of 
1973”.  These  bills  HB987  and  SB-863,  appear  to  have 
been  stopped.  HB-1710,  regarding  Certificate  of  Need, 
Uniform  Accounting,  and  Licensure  of  Hospitals  has 
been  passed  by  the  House  and  conforms  essentially  to 
the  Pennsylvania  Medical  Society’s  positions. 

73-3:  Motorcycle  Headlight  Requirements 

The  Senate  has  passed  this  legislation  and  it  is  pend¬ 
ing  action  in  the  House. 


73-4:  Abortion 

Intent  of  second  Resolve  protecting  physicians 
achieved  in  Act  78. 

73-15:  Legislation  Protecting  Medical  Audit  Information 
against  disclosure 

HB-1729  has  been  passed  and  signed  into  law. 

73-23:  Education  of  Family  Physicians 

The  council  has  continued  activity  on  several  fronts. 
Several  bills  are  in  process,  both  state  and  federal.  The 
general  strategy  is  to  keep  up  pressure  on  the  Legisla¬ 
ture  and  medical  schools,  but  avoid  too  agressive  coer¬ 
cion. 

Mr.  Speaker,  we  recommend  reaffirmation  of  these 
previous  actions  of  the  House. 

Supplemental  Report  of  the  Council  on  Governmental 

Relations  (In  Delegates’  Packets) 

In  the  first  three  pages  the  strategy  of  advocating 
twenty  bills  and  actively  opposing  sixteen  are  reflected. 

Worthy  of  note  is  the  passage  of  the  new  Medical 
Practice  Act,  Act  190,  and  the  creation  of  a  new  Board 
of  Medical  Education  and  Licensure,  Act  189.  This  ap¬ 
pears  to  permit  definite  improvements  including 
greater  authority  and  flexibility  in  disciplinary  matters. 
However,  there  was  disappointment  expressed  in  the 
reference  committee  hearing  in  the  Legislature’s 
excluding  hypnosis  from  the  definition  of  medicine  and 
expressions  of  urgency  that  the  council  pursue 
promised  legislative  action  on  this  issue. 

Notable  among  the  opposed  bills  were  those  in¬ 
volving  the  Blue  Shield  Board  and  generic  equivalents. 
We  were  advised  that  notwithstanding  passage  of  S- 
570,  the  Board  of  Trustees  continues  to  be  active  with 
the  Attorney  General’s  office  and  other  officials 
regarding  its  relevance  to  medical  practice. 

The  attached  listing  of  the  current  status  of  over  100 
“bills  of  interest  to  medicine”  should  be  reviewed  by 
each  member. 

Mr.  Speaker,  the  reference  committee  recommends 
approval  of  this  Supplementary  Report  from  the 
Council  on  Governmental  Relations. 

Report  of  the  Committee  on  Discipline  (Official  Reports 

Book,  page  69) 

There  was  considerable  discussion  relevant  to  the 
facts  that  (1)  One  set  of  actions  on  discipline  is  before 
the  House  (Constitution  and  ByLaws  -  “Disciplinary 
Decisions  and  Appeals  -  Subject  3).  (2)  The  State  Board 
of  Medical  Education  and  Licensure,  active  under  the 
new  Medical  Practice  Act,  has  not  yet  had  time  to  de¬ 
velop  the  rules  and  regulations  under  which  it  will 
operate. 

There  was  consensus  that  the  Pennsylvania  Medical 
Society  should  be  in  a  position  to  take  the  initiative  in  ap¬ 
propriate  disciplinary  action  and  forward  same  to  the 
State  Board.  (See  Resolution  73-1  above). 

It  was  recommended  (1)  that  the  Board  of  Trustees  of 
the  Pennsylvania  Medical  Society  indicate  their  interest 
and  availability  in  discussion  of  the  development  of  rules 
and  regulations  and  (2)  that  the  Board  of  Medical  Educa- 
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tion  and  Licensure  be  invited  to  report  its  progress  to  the 
House  next  year;  (3)  that  action  to  set  up  new  boards  of 
discipline,  either  within  the  Society  or  government  be 
deferred  at  this  time. 

The  reference  committee  supports  the  position  of  the 
Committee  on  Discipline  in  not  reporting  disciplinary  ac¬ 
tions  to  Blue  Shield. 

Mr.  Speaker,  your  reference  committee  recommends 
approval  of  this  report  of  the  Committee  on  Discipline 
which  suggests  “no  further  action’’  at  this  time. 

Resolution  No.  74-3 

Subject:  Hypnosis  (Official  Reports  Book,  Page  98) 
Introduced  by:  Edward  J.  Resnick,  M.D.  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  Milton  M.  Perloff,  M.D. 

WHEREAS,  The  House  of  Delegates  of  the  Pennsyl¬ 
vania  Medical  Society  meeting  in  Philadelphia,  October 
1969,  adopted  a  position  statement,*  which  had  been 
prepared  by  its  Commission  on  Mental  Health;  and 

WHEREAS,  It  has  been  established  that  physicians 
are  referring  patients  to  individuals  claiming  to  be 
“hypnotherapists”  who  are  neither  trained  nor  licensed 
to  practice  medicine,  dentistry,  or  psychology  within 
this  Commonwealth;  therefore  be  it 

RESOLVED,  That  the  referral  of  patients  to 
unlicensed  individuals  utilizing  hypnosis  for  pretreat¬ 
ment  and/or  treatment  of  such  patients  by  physicians 
be  considered  unethical  acts  not  in  the  best  interest  of 
patients. 


*  Text  of  statement  is  as  follows: 

1 .  “Hypnosis  is  a  specialized  procedure  that  appropri¬ 
ately  could  be  limited  to  research,  to  diagnosis,  and  to 
treatment  in  health  care.  We  recommend  that  any  other 
use,  such  as  entertainment,  should  be  prohibited  by  law 
because  the  dangers  involved  in  the  indiscriminate  use 
of  hypnosis  may  lead  to  psychoses,  economic  and  per¬ 
sonal  exploitations,  suicidal  and  homicidal  behaviors, 
physical  disorders,  and  other  pathologic  conditions  of 
the  person. 

2.  “Whoever  makes  use  of  hypnotic  techniques, 
therefore,  should  have  sufficient  knowledge  of  psychia¬ 
try,  and  particularly  psychodynamics,  to  avoid  its  use  in 
clinical  situations  where  it  is  contraindicated  or  even 
dangerous.  For  hypnosis  to  be  used  safely,  even  for  the 
relief  of  pain  or  for  sedation,  more  than  a  superficial 
knowledge  of  the  dynamics  of  human  motivation  is  es¬ 
sential. 

3.  “The  teaching  of  hypnosis  should  be  of  sufficient 
duration  and  depth  for  students  to  acquire  under¬ 
standing  of  its  appropriate  place  in  relation  to  other 
treatment  modalities.  Decisions  regarding  the  depth 
and  extent  of  the  teaching  of  hypnosis  should  be  made 
by  or  in  consultation  with  the  appropriate  departments 
of  medical  schools. 

4.  “Hypnosis  for  the  diagnosis,  treatment,  and  preven¬ 
tion  of  disease  should  be  used  only  by  physicians 
licensed  to  practice  medicine  who  have  received  ade¬ 
quate  training  in  hypnosis  or  by  persons  under  the  di¬ 


rection  of  such  a  physician.  Physicians  practicing  hyp¬ 
nosis  should  do  so  only  in  their  particular  field  of  medi¬ 
cal  competence,  except  in  cases  of  emergency. 

5.  “We  recommend  that  dentists  and  psychologists 
wishing  to  use  hypnosis  have  adequate  training  in  this 
treatment  modality  and  should  limit  its  use  to  their 
fields  of  competence.  We  encourage  their  respective 
associations  to  develop  appropriate  policies  in  this 
regard.’’ 

There  was  considerable  active  discussion  of  the  poli¬ 
cy  of  the  Society  with  respect  to  hypnosis,  with  some  ac¬ 
tive  advocacy  of  a  less  restrictive  policy  permitting  the 
use  of  lay  hypnotist  intervention  on  prescription  by  a 
physician  for  which  the  physician  accepts  the  responsi¬ 
bility.  However,  it  was  pointed  out  that  under  such  cir¬ 
cumstances  the  hypnotist  acts  as  an  independent  practi¬ 
tioner  and  there  is  no  valid  basis  for  assuming  compe¬ 
tence.  It  was  also  emphasized  that  there  are  active 
training  programs  in  hypnosis  for  licensed  professionals 
and  an  increasing  supply  of  such  persons. 

RESOLVED,  that  the  referral  by  physicians  of  patients 
to  unlicensed  individuals  utilizing  hypnosis  for  pretreat¬ 
ment  and/or  treatment  of  such  patients  be  considered 
unethical  acts  not  in  the  best  interest  of  patients. 

Mr.  Speaker,  your  reference  committee  recommends 
adoption  of  substitute  Resolution  74-3. 


Resolution  No.  74-6 

Subject:  Uniform  Donor’s  Card  ( Official  Reports  Book, 
page  99) 

Introduced  by:  Charles  Heisterkamp,  III,  M.D.,  in  behalf 
of  the  Lancaster  County  Medical  Society 
Author:  Charles  Heisterkamp,  III,  M.D. 

WHEREAS,  There  is  a  considerable  need  for  donor 
organs; and 

WHEREAS,  Unfortunately,  the  largest  and  best  group 
of  donors  is  that  group  of  young  persons  killed  in  traffic 
accidents;  and 

WHEREAS,  Rapid  preservation  of  tissue  is  neces¬ 
sary;  and 

WHEREAS,  The  one  document  most  frequently  im¬ 
mediately  available  at  the  time  of  death  is  the  individual 
driver’s  license;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
actively  encourage  and  support  legislation  to  print  the 
Uniform  Donor’s  Card  on  the  Pennsylvania  Operators 
License. 

All  discussion  was  favorable. 

Your  reference  committee  recommends  adoption  of 
Resolution  74-6. 

Supplementary  Report  I  -  Board  of  Trustees 

This  item  provoked  vigorous  discussion  in  the  refer¬ 
ence  committee  meeting.  The  reference  committee  had 
the  impression  that  there  was  consensus  of  approval 
for  the  apparent  goal  of  the  proposed  laboratory  regu¬ 
lations  (i.e.,  providing  patients  with  valid,  appropriate 
information  about  costs.) 

The  fact  was  brought  to  our  attention  that  the  Penn- 
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sylvania  Medical  Society  Board  of  Trustees  supported 
an  essentially  similar  prepared  amendment  to  the  labo¬ 
ratory  regulations  in  1971.  The  reference  committee  ac¬ 
knowledged  the  fact  that  there  were  some  risks  to  oc¬ 
casional  doctor/patient  relationships  and  confiden¬ 
tiality,  but  were  not  convinced  that  there  were  enough 
on  which  to  base  opposition. 

The  debate  was  about  whether  the  mechanism  of  at¬ 
taching  this  function  by  regulation  to  the  Clinical  Labo¬ 
ratory  Act  is  legal,  and  whether  this  is  the  most  appro¬ 
priate  and/or  effective  way  to  achieve  this  end.  Alter¬ 
nate  possible  mechanisms  were  referred  to,  such  as  (1) 
requiring  physicians  to  provide,  as  part  of  their  service, 
information  about  costs;  (2)  Blue  Shield  proposal  to 
provide  coded  information  or  (3)  other  regulations  that 
might  appropriately  be  involved  under  the  Medical 
Practice  Act. 

The  reference  committee  recommends: 

(1)  That  the  House  approve  the  inquiry  as  to  statuto¬ 
ry  authority  for  this  move  under  the  Clinical  Laboratory 
Act; 

(2)  That  the  Board  continue  exploration  of  alterna¬ 
tive  methods  of  achieving  the  desired  ends; 

(3)  That  if  the  proposed  regulation  is  to  be  promul¬ 
gated,  the  Pennsylvania  Medical  Society  advocate  that 
there  be  no  exclusion,  i.e.,  “hospitals,  out-of-state 
laboratories,  etc.” 

Mr.  Speaker,  we  recommend  adoption  of  this  portion 
of  the  reference  committee  report. 

Delegate  Questionnaire 

The  chair  pointed  out  that  a  one-sheet  questionnaire 
was  distributed  in  the  House  to  again  get  the  reaction 
of  delegates  to  the  various  changes  made  in  the  format 
of  the  Annual  Meeting. 

Reference  Committee 
Public  Service 

Richard  L.  Huber,  M.D.,  chairman,  presented  the  fol¬ 
lowing  report  of  the  committee: 

Mr.  Speaker,  the  Reference  Committee  on  Public 
Service  has  considered  all  of  the  items  listed  in  the 
index  above. 

Report  of  the  Council  on  Public  Service  ( Official 

Reports  Book,  page  86) 

The  council’s  report  is  very  informative.  It  was 
reviewed  and  found  to  be  detailed  and  impressive.  The 
reference  committee  commends  the  council  for  its  ac¬ 
tivities  in  these  areas. 

Mr.  Speaker,  the  Reference  Committee  recommends 
that  this  report  be  filed. 

The  reference  committee  has  grouped  the  following 
items  together  in  a  waiver  of  debate  list. 

Address  of  the  President  of  the  Woman’s  Auxiliary  (Dis¬ 
tributed  at  the  House  of  Delegates);  Report,  Advisory 
Committee  to  the  Woman’s  Auxiliary  (page  65);  Report, 


Committee  on  Medicine  and  Religion  (page  69);  Report, 
Committee  on  Medical  Benevolence  (page  71). 

The  committee  feels  that  the  items  are  of  a  noncon- 
troversial  nature.  The  committee  commends  the 
Woman’s  Auxiliary  and  the  committees  for  their  efforts. 

Mr.  Speaker,  the  Reference  Committee  recommends 
that  the  items  listed  above  be  filed  for  information  with 
the  Reference  Committee’s  commendation. 

Supplemental  Report  of  the  Council  on  Public  Service 

and  Supplemental  Report  H,  Item  2  of  the  Board  of 

Trustees  and  Councilors 

The  reference  committee  combined  the  supplemental 
report  of  the  Council  on  Public  Service  and  Item  2  of 
Supplemental  Report  H  of  the  Board  of  Trustees  and 
Councilors,  as  both  of  these  reports  concerned  the 
Pennsylvania  Medical  Cooperative.  The  committee 
heard  testimony  regarding  the  council’s  recommen¬ 
dation  and  on  the  manner  in  which  the  medical  coopera¬ 
tive  could  be  implemented  at  this  time.  The  committee 
raised  questions  as  to  the  manner  of  financing  which 
were  answered  to  the  committee’s  satisfaction  by  the 
chairman  of  the  Council  on  Public  Service  and  repre¬ 
sentatives  of  the  council. 

Mr.  Speaker,  the  Reference  Committee  recommends 
adoption  of  the  recommendation  in  the  Supplemental 
Report  of  the  Council  on  Public  Service  and  Item  2  in 
Supplemental  Report  H  of  the  Board  of  Trustees  and 
Councilors  regarding  the  Pennsylvania  Medical  Coop¬ 
erative. 

(Secretary’s  Note:  The  supplemental  report  of  the 
Council  on  Public  Service  contains  three  recommen¬ 
dations:  (1 )  That  membership  recruitment  phase  be  ex¬ 
tended  until  January  31,  1975  (approximate  cost 
$4,000);  (2)  That  the  Pennsylvania  Medical  Society  con¬ 
sider  favorably  the  investment  of  funds  to  reach  the 
projected  starting  capital  of  $200,000  for  the  Co-op 
(maximum  of  $79,000);  and  (3)  That  the  council  be  au¬ 
thorized  to  begin  as  early  as  possible  all  necessary  and 
appropriate  arrangements  to  make  the  Cooperative  op¬ 
erational  within  the  six-month  projected  time  frame. 

Recommendation  2  of  Supplemental  Report  H,  Board 
of  Trustees  and  Councilors  reads: 

“The  Board  of  Trustees  endorses  the  recommen¬ 
dations  contained  in  the  supplemental  report  of  the 
council.’’ 

Considerable  debate  followed  on  the  three  recom¬ 
mendations  contained  in  the  supplemental  report, 
which  were  considered  separately.  A  vote  was  first 
taken  on  recommendation  2,  that  the  Pennsylvania 
Medical  Society  consider  favorably  the  investment  of 
funds  to  reach  the  projected  starting  capital  of  $200,000 
for  the  Co-op  (maximum  $79,000).  After  debate  on  this 
recommendation,  a  motion  was  made  and  properly 
seconded  that  the  Pennsylvania  Medical  Society 
accrue  no  further  debt  in  support  of  the  Pennsylvania 
Medical  Cooperative.  This  motion  carried.  A  vote  was 
then  taken  on  the  first  and  third  recommendations  of 
the  Council  on  Public  Service.  These  recommendations 
passed.) 
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Delegate  Badges 

Dr.  Witt  called  the  attention  of  the  House  to  the  suc¬ 
cess  of  last  year’s  efforts  to  recycle  delegates’  badges. 
He  pointed  out  that  a  box  at  the  rear  of  the  room  had 
been  provided  in  which  delegates  should  drop  their 
badges  as  they  left. 

Annual  Assessment 

George  A.  Rowland,  M.D.,  chairman  of  the  Finance 
Committee  of  the  Board  of  Trustees  and  Councilors, 
presented  the  following  report,  containing  the  recom¬ 
mendation  of  the  Finance  Committee  that  the  annual 
assessment  for  full  dues  paying  members  for  1975  be 
$125. 

“Mr.  Speaker,  members  of  the  House  of  Delegates, 
the  Finance  Committee  recommends  that  the  1975  an¬ 
nual  assessment  for  active  members  of  the  Pennsyl¬ 
vania  Medical  Society  be  $125. 

“Contingent  upon  the  approval  by  the  House  of  the 
1975  assessment,  the  Finance  Committee  plans  to  in¬ 
troduce  a  resolution  before  the  Board  of  Trustees 
which  will  recommend  that  6.4  percent  of  the  annual 
assessment  be  allocated  to  the  Educational  Fund  of  the 
Educational  and  Scientific  Trust  of  the  Pennsylvania 
Medical  Society,  which,  in  the  case  of  full  dues  paying 
members  will  amount  to  $8.00. 

The  Finance  Committee  also  plans  to  recommend  to 
the  Board  of  Trustees  that  of  the  annual  assessment 
paid  by  each  active  dues  paying  member,  1.6  percent, 


or  in  the  case  of  full  dues  paying  members,  $2.00,  be 
allocated  to  the  Medical  Benevolence  Fund. 

This  means  that  rather  than  $125,  a  total  of  $115  of 
the  annual  assessment  of  each  full  dues-paying 
member  will  be  available  to  the  General  Fund  for 
operating  expenses  of  the  Society.’’ 

(Secretary’s  Note:  After  the  recommendation  of  the  Fi¬ 
nance  Committee  was  presented,  discussion  from  the 
Floor  of  the  House  favored  a  more  substantial  increase 
in  the  dues,  in  order  to  bolster  the  Society’s  com¬ 
munications  effort  with  the  public.  It  was  properly 
moved  and  seconded  that  the  1975  annual  assessment 
for  Active  members  of  the  Pennsylvania  Medical  Soci¬ 
ety  be  $150.  This  motion  carried.  Of  this  sum,  5.33  per¬ 
cent  ($8.00)  will  be  allocated  to  the  Educational  and 
Scientific  Trust,  and  1 .33  percent  ($2.00)  to  the  Medical 
Benevolence  Fund.) 

New  Business 

Motion:  It  was  moved  and  seconded  that  the  speaker 
and  vice  speaker  be  congratulated  and  thanked  for  the 
way  in  which  they  conducted  the  meeting.  Motion 
carried. 

The  House  of  Delegates  was  adjourned  at  1 1 :45  a.m. 

Respectfully  submitted, 

John  B.  Lovette,  M.D.,  Speaker 
D.  Ernest  Witt,  M.D.,  Vice  Speaker 
G.  Winfield  Yarnall,  M.D.,  Secretary 
John  C.  Rogalski,  Assistant  Secretary 
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Appendix  A 

1974  Annual  Report  of  the 
Pennsylvania  Medical  Policial  Action  Committee 

Mr.  Speaker,  members  of  the  House  of  Delegates,  and 
guests,  it  is  my  sincere  privilege  to  present  the  annual 
report  of  the  Pennsylvania  Medical  Political  Action  Com¬ 
mittee. 

Perhaps  there  are  some  in  this  august  audience  who 
feel  this  portion  of  the  agenda  should  be  included  as  part 
of  the  necrology  report.  This  feeling  may  be  particularly 
prevalent  at  this  time  after  the  past  two  years  of  scandal 
which  permeated  all  levels  of  government  including  the 
most  powerful  and,  at  one  time,  prestigious  office  in  the 
world.  If  you  do  feel  this  way,  I  ask  you  to  think  quite 
seriously  about  those  national  adversities  and  not  simply 
react  to  them  as  aggravating  vector  forces.  Think  of 
them  as  a  medical  problem.  Use  your  background  of  sci¬ 
entific  training  and  diagnostic  acumen  to  analyze  these 
problems.  The  two  are  similar.  We  have  all  been  taught 


that  prevention  is  the  easiest  and  most  economical 
method  to  keep  the  patient  disease  free. 

Now  may  I  present  a  philosophic  point  that  if  disease 
does  occur  and  it  could  have  been  prevented,  are  we 
blameless?  Be  that  as  it  may,  at  that  point  in  time,  we 
must  use  therapeutic  measures  to  rid  the  person  of  the 
affliction.  These  procedures  are  usually  more  costly  and 
painful  to  all  concerned  than  the  original  preventive 
procedure  would  have  been.  Everyday  problems  of  life 
are  not  really  a  different  ballgame.  The  problems  of  cor¬ 
ruption  and  misuse  of  power  in  elected  offices  are  really 
a  direct  corollary.  I  submit  to  you,  if  we  do  not  have  a 
hand  in  making  a  careful  selection  in  our  candidates  for 
office  before  the  primary  election,  then  whom  do  we 
have  to  blame  for  a  poor  candidate  in  the  general  elec¬ 
tion?  Why  do  we  hear  so  many  well-educated  and  influ¬ 
ential  individuals  complain  that  none  of  the  candidates 
are  satisfactory  choices  and  they  won’t  vote  for  any  of 
them?  Have  we  not  found  that  the  final  corrections  of  the 
problems  created  by  this  type  of  candidate  prove  to  be 
costly  to  everyone  in  just  about  every  way?  Who  is  really 
to  be  blamed  for  the  spoiled  porridge?  Each  of  us!  Each 


Pennsylvania  Medicine,  December  1974 


95 


of  us  has  an  equal  responsibility  to  see  that  democracy 
works.  This  is  an  inborn  prerequisite  for  a  successful 
government  by  the  people,  for  the  people,  and  of  the 
people. 

Were  it  not  for  the  increasingly  apparent  wisdom  of 
our  forefathers,  who  structured  our  national  constitu¬ 
tion,  we  might  indeed  have  fallen  from  an  eminence  as  a 
world  leader  and  tumbled  to  the  valleys  of  oblivion  as  so 
many  other  world  powers  have  done  throughout  history. 
But,  our  method  of  government  has  withstood  the  test  of 
time  longer  and  more  effectively  than  any  other  attempt 
man  has  made  in  the  democratic  form  of  rule. 

This  should  tell  us  something,  something  we  must 
always  remember  if  we  like  our  present  life  style.  The 
democratic  form  of  government  will  only  be  viable  and 
effective  if  we  are  involved  in  its  system.  All  of  us!  Not 
John  and  Mary  alone,  but  you  and  me  too.  All  of  us!  We 
must  become  committed  to  political  action — this 
includes  working  in  campaigns  as  well  as  contributing.  It 
has  been  said,  and  wisely  so,  “The  physician  truly  con¬ 
cerned  about  patient  care  is  the  one  who  gets  involved  in 
the  legislative  and  political  arena  so  that  he  will  have  a 
voice  in  the  matters  directly  affecting  patient  care.” 

I  commend  to  your  careful  evaluation  a  document 
which  will  be  given  to  you  entitled,  “My  Political  Creed.” 
It  has  been  created  by  the  American  Medical  Political 
Action  Committee  and  expresses  quite  well  a  credo  that 
you  may  wish  to  use  as  a  model  in  formulating  your  own. 

Your  Pennsylvania  Medical  Political  Action  Com¬ 
mittee  is  a  method  by  which  you  can  direct  support  to 
candidates  of  your  choice  friendly  to  medicine  in  both 
the  national  and  state  legislatures  regardless  of  party 
affiliations.  Your  dollars  are  spent  where  you  direct  them 
to  be  spent.  The  rest  of  the  PaMPAC  dollars  are  spent  in 
physician  education  campaign  material  and  organiza¬ 
tion  management.  Not  one  dollar  is  spent  in  lobbying. 

Recently,  political  action  committees  have  developed 
an  unsavory  connotation.  They  have  been  accused  of 
buying  congressmen,  senators,  and  presidents.  Until  all 
campaigns  are  federally  and  state  funded,  the  facts  and 
the  law  remain  that  contributions — properly  given  to 
candidates — are  morally  and  legally  correct.  Here  are 
the  facts: 

1.  We’re  in  the  Education  Business — Physicians  and 
their  spouses  have  historically  been  involved  in  the 
democratic  process  since  the  signing  of  the  Declara¬ 
tion  of  Independence  by  Benjamin  Rush.  However,  until 
PaMPAC  was  formed  in  1961,  the  public  never  realized 
how  committed  the  medical  family  was  to  good  govern¬ 
ment.  They  were  categorized  and  maligned  as  political 
do-nothings.  PaMPAC’s  educational  program  is 
teaching  physicians  and  their  spouses  how  to  become 
politically  effective. 

2.  Where  do  our  Dollars  Come  From? — PaMPAC  ac¬ 
cumulates  its  candidates  support  fund  slowly  and  pain¬ 
fully  in  the  amounts  of  $25  for  regular  membership  or 
$100  for  sustaining  membership  for  physicians.  Wives 
may  become  PaMPAC  members  for  $10  or  combined 
AMPAC-PaMPAC  membership  for  $20.  This  year  the 
members  of  the  PaMPAC  Board  voted  unanimously  to 
become  sustaining  members  to  demonstrate  their  per¬ 


sonal  commitment  to  the  concept  of  the  PAC  move¬ 
ment.  You  can  identify  these  sustainers  by  the  99+  pin 
they  wear.  AMPAC  and  PaMPAC  have  always  based 
their  political  funding  on  the  small  giver.  In  fact,  this 
year  only  five  physicians  in  the  United  States  have 
given  the  American  Medical  Political  Action  Committee 
in  excess  of  $100. 

3.  Policy — Whom  do  we  Support? — The  degree  of 
local  physician  support  for  a  candidate  determines 
whether  or  not  PaMPAC  supports  the  candidate.  While 
other  political  action  committees  dictate  from  their  na¬ 
tional  headquarters,  and  funds  are  controlled  by  a  few 
leaders,  PaMPAC  relies  on  the  local  physicians  to 
direct  the  campaign  spending. 

4.  Who  Writes  the  Checks? — PaMPAC  has  a 
physician  treasurer  who  deposits  and  disburses  politi¬ 
cal  funds  under  the  eyes  of  the  governing  board  of 
directors  and  the  federal  supervisory  officers  desig¬ 
nated  by  the  Federal  Election  Campaign  Act  of  1971. 
PaMPAC  strictly  adheres  to  both  the  letter  and  the 
spirit  of  the  law. 

5.  Where  do  you  Stand? — The  present  membership 
of  this  House,  including  the  delegates,  alternate  dele¬ 
gates,  and  specialty  societies,  numbers  583,  of  which 
265  are  PaMPAC  members.  This  represents  a  45  per¬ 
cent  commitment,  and  it  is  a  definite  indication  that 
you  are  already  better  informed  about  the  PAC  than  the 
28  percent  commitment  of  the  general  membership 
statistically  reveals.  Would  I  be  asking  too  much  if  be¬ 
tween  now  and  the  next  annual  session  that  100  per¬ 
cent  of  this  House  become  PAC  members?  The  general 
election  is  less  than  one  month  away.  PaMPAC’s  in¬ 
volvement  in  this  election  is  directly  dependent  on  local 
physician  involvement  and  membership  dollars.  This 
year  PaMPAC’s  membership  is  up  only  3  percent  from 
that  of  1973.  We  sincerely  solicit  your  most  earnest 
support  in  this  endeavor  and  will  guarantee  that  the 
cost  of  electing  responsible,  approachable  legislators 
is  far  less  than  the  cost  to  attempt  to  change  unfavor¬ 
able  legislation. 

In  the  tradition  of  American  politics,  we  are  providing 
a  slogan  for  your  consideration: 

“The  person  who  says  that  he  is  above  politics  is  re¬ 
ally  saying  that  democracy  is  beneath  him.” 

Mr.  Speaker,  I  thank  this  House  of  Delegates  for  its 
attention  and  continuing  support. 


Appendix  B 

Supplemental  Report  A 
Board  of  Trustees  and  Councilors 

At  its  August  1974  meeting,  the  Board  of  Trustees 
took  action  on  a  number  of  items  which  are  of  interest 
to  the  House  of  Delegates  but  require  no  specific  ac¬ 
tion.  The  Board  of  Trustees  takes  this  opportunity  to  in¬ 
form  the  House  of  Delegates  of  some  of  the  major  ac¬ 
tions  taken  at  that  meeting. 

1.  Referred  back  to  the  Council  on  Medical  Service 
for  further  study  correspondence  from  Pennsylvania 
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Blue  Shield  on  the  subject  of  a  prepaid  vision  care  pro¬ 
gram. 

2.  Will  request  the  Secretary  of  Health  or  his  desig¬ 
nate  to  meet  with  the  Board  of  Trustees  of  the  Pennsyl¬ 
vania  Medical  Society  or  appropriate  staff  to  discuss 
the  background  and  reasoning  of  the  department’s  mul¬ 
tiple  health  test  screening  program. 

3.  Referred  to  the  Council  on  Education  and 
Science  for  report  back  to  the  October  Board  meeting 
the  ways  and  means  of  getting  Category  One  credit  and 
consideration  of  means  to  broaden  the  ways  of 
receiving  this  credit. 

4.  Adopted  the  recommendation  of  the  Special  Com¬ 
mittee  on  Family  Medicine  that  a  minimum  of  25  per¬ 
cent  of  each  graduating  class  should  be  family 
physicians.  The  term  “family  physician”  does  not 
include  internists,  pediatricians,  obstetricians,  gyneco¬ 
logists,  or  general  surgeons.  The  Board  of  Trustees  will 
forward  this  recommendation  to  the  medical  schools  in 
Pennsylvania  with  the  request  that  their  programs  be 
structured  so  that  a  minimum  of  25  percent  of  each 
graduating  class  will  be  family  physicians.  This  recom¬ 
mendation  will  be  forwarded  to  the  Legislature  and  also 
to  the  platform  committees  of  both  parties. 

5.  Determined  that  the  Pennsylvania  Medical  Soci¬ 
ety  will  urge  the  Pennsylvania  medical  schools  to  es¬ 
tablish  family  practice  departments  of  equal  status  with 
other  departments. 

6.  Determined  to  support  quick  expansion  for  the 
number  of  family  practice  residencies  available  in 
Pennsylvania,  recognizing  that  state  subsidy  will  be 
needed. 

7.  Determined  to  request  from  the  State  Board  of 
Medical  Education  and  Licensure  an  opinion  as  to 
whether  Act  29  (authorizing  optometrists  to  use  certain 
topical  drugs  in  the  eye  for  diagnostic  purposes)  con¬ 
stitutes  the  practice  of  medicine  and  therefore  is  in 
violation  of  various  licensure  statutes. 

8.  Adopted  the  recommendation  that  the  chairman 
of  the  Board  should  address  a  letter  to  the  Secretary  of 
Health  calling  attention  to  the  lack  of  statutory  authori¬ 
ty  for  the  inclusion  of  Section  5.48  of  the  Clinical  Labo¬ 
ratory  Regulations  and  further  that  such  a  section  can 
destroy  a  patient/physician  relationship  and  affect  the 
confidentiality  which  some  patients  require.  Section 
5.48  requires  that  notice  of  all  charges  on  tests  per¬ 
formed  for  a  patient  be  sent  to  the  patient  by  the 
clinical  laboratory  unless  the  patient  has  been  billed  di¬ 
rectly  or  otherwise  notified.  Legal  counsel  has  reported 
that  there  is  no  explicit  legislative  authority  under  the 
Clinical  Laboratory  Act  and  the  Administrative  Code  for 
such  a  requirement  to  be  promulgated  by  the  Depart¬ 
ment  of  Health. 

9.  Determined  to  approve,  in  principle,  the  resolu¬ 
tion  of  the  Pennsylvania  Department  of  Health  that  cur¬ 
rently  published  JCAH  and  AOA  Hospital  Accreditation 
Criteria  Standards  and  Processes  be  adopted  as  basic 
hospital  licensure/approval  requirements  for  all  general 
and  special  hospitals  in  Pennsylvania,  with  the  under¬ 
standing  that  the  Pennsylvania  Medical  Society  will 


review  proposed  regulations  to  implement  this  resolu¬ 
tion  before  they  are  adopted. 

10.  Determined  to  create  an  ad  hoc  committee  of  the 
Board  with  members  appointed  by  the  chairman  to 
review  the  history,  composition,  activities  and  ac¬ 
complishments  of  the  Long  Range  Planning  Committee 
and  the  Committee  on  Objectives  which  have  histori¬ 
cally  been  active  in  the  planning  function  of  the  Soci¬ 
ety. 

11.  Adopted  the  recommendation  of  the  Officers’ 
Conference  Committee  that  the  1975  Officers’  Confer¬ 
ence  be  held  Wednesday,  April  23,  and  Thursday,  April 
24,  at  the  Host  Inn,  Harrisburg,  to  begin  at  1:00  p.m. 
Wednesday,  April  23,  and  conclude  at  noon,  Thursday, 
April  24. 

12.  Approved  the  income  limits  from  Blue  Shield  Plan 
C  as  presented  and  referred  these  income  limits  to  the 
House  of  Delegates  for  ratification. 

13.  Accepted  the  resignation  of  Charles  E.  Schlager, 
M.D.  as  secretary  and  appointed  G.  Winfield  Yarnall, 
M.D.,  Harrisburg,  to  serve  as  secretary  until  elections  at 
the  1974  House  of  Delegates  meeting. 

14.  Approved  the  request  of  the  Council  on  Educa¬ 
tion  and  Science  that  the  Pennsylvania  Medical  Society 
participate  in  a  program  to  bring  about  better  health 
care  improvement  in  prisons  and  jails  in  Pennsylvania. 
Funds  for  this  program  will  be  available  through  the 
AMA. 


Appendix  C 

Supplemental  Report  B 
Board  of  Trustees  and  Councilors 

At  the  1972  meeting  of  the  House  of  Delegates,  Reso¬ 
lution  72-28,  which  called  for  research  on  physicians’ 
unions  and  for  recommendations  to  the  House  on  how 
the  objectives  of  physicians’  unions  might  best  be  ac¬ 
complished  by  the  Pennsylvania  Medical  Society  or  its 
component,  was  referred  back  to  the  Board  of  Trustees 
for  consideration.  The  Board  created  the  Ad  Hoc  Com¬ 
mittee  on  Physicians’  Unions  whose  members  reported 
that  they  felt  organized  medicine  could  accomplish  all 
that  a  union  can  while  avoiding  the  pitfalls  of  union  ac¬ 
tivity. 

In  its  supplemental  report  “B”  last  year,  the  Board 
expressed  its  approval  of  the  committee’s  recommen¬ 
dation  that  no  additional  Society-sponsored  organiza¬ 
tion  was  necessary  to  achieve  the  objectives  of 
physicians’  unions  and  referred  the  committee’s  sug¬ 
gestion  concerning  the  problem  of  physicians’ 
unions/Society  communication  to  the  Long  Range  Plan¬ 
ning  Committee. 

However,  the  reference  committee  referred  the  reso¬ 
lution  back  to  the  Board  since  it  heard  testimony  that 
the  ad  hoc  committee’s  report  did  not  correctly  address 
the  resolution.  It  was  specified  that  the  sponsor  be 
present  at  deliberations  on  the  resolution. 

The  ad  hoc  committee  met  in  May  and  reaffirmed  its 
previous  report  and  re-emphasized  that  further  com¬ 
munications  efforts  be  developed  to  inform  local 
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members  of  those  actions  taken  by  the  Society  to  pro¬ 
tect  their  rights  and  to  increase  the  input  to  the  State 
Society  on  those  problems  encountered  at  the  local 
level. 

The  Board  accepted  as  information  the  committee’s 
report  at  its  meeting  in  August.  The  minutes  of  the  com¬ 
mittee’s  meeting  are  attached  as  Appendix  A  and  are 
conveyed  to  the  House  of  Delegates  for  its  review. 

Appendix  A 

Ad  Hoc  Committee  to  Study  Physicians’  Unions 
Minutes 

The  Ad  Hoc  Committee  to  Study  Physicians’  Unions 
met  at  9:35  a.m.,  Wednesday,  May  15,  1974.  Committee 
members  present  were:  Donald  R.  Cooper,  M.D.;  Ken¬ 
neth  L.  Cooper,  M.D.;  David  J.  Keck,  M.D.;  Leroy  A. 
Gehris,  M.D.  and  Ralph  K.  Shields,  M.D.,  chairman  of 
the  committee.  Also  present  were:  Robert  F.  Beckley, 
M.D.,  present  to  discuss  Resolution  72-28  and  John  C. 
Rogalski,  acting  as  secretary. 

The  meeting  began  with  a  review  of  the  resolution 
and  the  previous  report  presented  to  the  House  of  Dele¬ 
gates  by  the  Ad  Hoc  Committee  to  Study  Physicians’ 
Unions.  Following  this  review,  Dr.  Beckley  spoke  to 
present  his  view  that  the  report  of  the  committee  did 
not  answer  the  intent  of  the  resolution.  Dr.  Beckley’s 
concern  is  that  organized  medicine  develop  ways  of 
dealing  with  those  problems  confronting  physicians 
which  lead  physicians  to  join  unions.  Dr.  Beckley 
described  the  need  to  fight  those  pressures  forcing 
physicians  into  salaried  positions.  He  explained  his 
view  that  individuals  can  object  to  these  pressures  but 
there  is  no  organized  body  acting  in  their  support.  Dr. 
Beckley  expressed  his  fear  that  unions  will  negotiate 
away  the  traditional  ethical  principles  of  medicine. 

Discussion  then  centered  on  whether  there  was  any¬ 
thing  within  the  scope  of  physicians’  unions  which 
could  not  be  done  by  organized  medicine  and  the 
record  of  organized  medicine  in  accomplishing  those 
things  which  unions  claim  they  will  accomplish.  Several 
members  of  the  committee  expressed  the  view  that 
there  appeared  to  be  nothing  within  the  reach  of  union 
activity  which  could  not  be  discharged  by  organized 
medicine,  as  currently  structured.  In  this  connection, 
the  committee  sought  to  find  what  particular  tool  a 
union  has  to  enforce  its  demands  that  organized  medi¬ 
cine  does  not  command.  Except  for  a  strike  no  such 
mechanism  for  action  could  be  identified.  The  com¬ 
mittee  realized  that  members  may  not  be  fully  cog¬ 
nizant  of  what  actions  the  Society  is  currently  under¬ 
taking.  An  increase  in  communications  efforts,  as 
pointed  out  in  the  previous  report  of  the  committee, 
may  be  a  solution  to  this  problem. 

The  committee  discussed  the  necessity  for  some  way 
to  bring  more  weight  to  bear  at  the  local  level.  In  this 
connection  the  committee  noted  that  the  medical  soci¬ 
ety  is  a  professional  organization,  representing  the 
most  highly  regarded  of  the  professions  and  thus  does 
not  have  open  to  it  some  of  the  options  available  to 
workers  in  other  fields.  Since  most  of  the  problems 
creating  pressures  to  unionize  are  political,  not  per¬ 


sonal,  the  committee  felt  there  is  a  need  for  a  method 
through  which  members  with  a  complaint  can  get  an 
advocate.  In  order  to  mobilize  the  Society’s  energies  on 
behalf  of  individual  members,  it  was  suggested  that  an 
action  line  for  complaints  and  requests  be  set  up.  The 
suggestion  was  modified  by  the  consideration  of  having 
all  such  requests  go  through  an  official  arm  of  the  local 
county  society  and  in  this  way  screen  out  any  possible 
disagreement  at  the  local  level. 

In  summary,  the  Ad  Hoc  Committee  to  Study 
Physicians’  Unions  reaffirmed  its  previous  report  re¬ 
emphasizing  the  recommendation  that  further  com¬ 
munications  efforts  be  developed  both  to  inform  local 
members  of  those  actions  taken  by  the  Society  to  pro¬ 
tect  their  rights  and  to  increase  the  input  to  the  State 
Society  of  those  problems  encountered  at  the  local 
level. 


Appendix  D 

Supplemental  Report  C 
Board  of  Trustees  and  Councilors 

In  August,  the  Board  decided  to  endorse  the  efforts 
of  the  Benjamin  Rush  House  Committee  by  including  on 
the  next  dues  billing  a  $10  voluntary  contribution  to  that 
committee.  This  endorsement  came  at  the  request  of 
Dr.  Robert  E.  Jones,  chairman  of  the  committee,  who 
requested  that  the  Pennsylvania  Medical  Society  par¬ 
ticipate  in  its  American  Bicentennial  project  to  restore 
the  Philadelphia  birthplace  of  Benjamin  Rush,  a  signer 
of  the  Declaration  of  Independence  and  the  “Father  of 
American  Medicine.” 

A  bill  is  presently  in  the  Senate  (H.B.  327)  to  create 
a  Benjamin  Rush  State  Park  utilizing  272  acres  of 
grounds  of  the  Philadelphia  State  Hospital.  Funds  for 
restoring  the  house,  which  was  accidentally  razed  in 
1969  and  is  to  be  relocated  on  those  grounds,  must 
come  from  private  sources,  according  to  Dr.  Jones. 

The  American  Psychiatric  Society  approved  a  similar 
resolution  providing  for  a  $10  voluntary  contribution  to 
be  included  in  its  members’  annual  dues  billings. 

The  Board  has  asked  the  Pennsylvania  Delegation  to 
the  AMA  to  introduce  a  resolution  calling  on  the  AMA 
to  support  the  Benjamin  Rush  House  Committee  in  a 
similar  way. 

The  Board  members  feel  it  would  be  appropriate  for 
members  of  the  Pennsylvania  Medical  Society  to  partic¬ 
ipate  in  the  Bicentennial  in  this  fashion  and,  according¬ 
ly,  asks  the  House  of  Delegates  for  approval  of  its  plan 
to  include  a  $10  voluntary  contribution  in  the  1975  dues 
billing. 

Appendix  E 

Supplemental  Report  D 
Board  of  Trustees  and  Councilors 

In  August,  the  Board  of  Trustees  considered  the 
question  of  whether  those  members  who  attend  meet¬ 
ings  of  the  Board  of  Trustees  should  receive  a  per  diem 
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I  of  $50.  After  considerable  discussion,  it  was  felt  that 
'  they  should,  but  that  the  matter  should  be  referred  to 
the  House  of  Delegates  for  final  disposition. 

Members  of  the  Board  attend  six  Board  meetings  per 
year  in  addition  to  councilor  district  meetings  and 
county  society  meetings  which  take  considerable  time 
away  from  their  practices.  In  addition,  meetings  take 
considerable  preparation  beforehand.  The  agendas  are 
long  and  complex. 

Because  of  this,  some  members  of  the  Society  may 
feel  that  they  can  afford  neither  the  time  nor  the  resul¬ 
tant  loss  of  income  to  serve  as  members  of  the  Board  of 
Trustees.  A  per  diem  would  partially  reduce  the  ex¬ 
pense  to  those  members  who  are  willing  to  serve. 

Some  state  medical  societies  do  provide  this  kind  of 
remuneration  to  their  trustees  for  the  time  they  spend 
in  attending  Board  and  other  required  meetings.  Of¬ 
ficers  and  Board  members  of  the  California,  Illinois, 
and  Texas  medical  societies  receive  a  per  diem  (plus 
expenses). 

We  believe  the  per  diem  is  a  fair  means  of  recog¬ 
nizing  the  time  involved  in  doing  a  good  job.  It  would 
probably  increase  the  number  of  those  who  are  willing 
to  serve,  giving  Society  members  a  greater  selection  of 
potential  decision-makers  and  leaders. 

Eventually,  no  doubt,  the  Society  will  want  to  apply 
the  same  question  to  other  units  such  as  councils  and 
committees  and  peer  review  bodies.  The  costs  could  be 
considerable.  But  the  logical  place  to  begin  consider¬ 
ation  would  seem  to  be  with  the  Board  of  Trustees. 

The  Board  of  Trustees  respectfully  requests  consid¬ 
eration  by  the  House  of  Delegates  on  the  proposal  to 
pay  members  of  the  Board  of  Trustees  and  others  who 
attend  Board  meetings  a  per  diem  of  $50. 

Fiscal  Note:  The  cost  for  this  is  estimated  at  $10,800 
annually. 


Appendix  F 

Supplemental  Report  E 
Board  of  Trustees  and  Councilors 

In  the  Annual  Report  of  the  Board  of  Trustees  (under 
the  subtitle  “Proposed  Plan  C”)  we  reported  that,  in  ac¬ 
cordance  with  House  action,  the  Interspecialty  Com¬ 
mittee  was  being  balloted  for  its  recommendation  con¬ 
cerning  Blue  Shield’s  proposed  Plan  C  income  limits  of 
$6,000  for  individuals  and  $12,000  for  families.  By  a  one 
vote  margin,  the  committee  decided  to  recommend  that 
the  Board  of  T rustees  reject  the  proposed  income  limits. 
The  committee  so  recommended  through  its  chairman, 
Robert  S.  Pressman,  M.D.,  at  the  meeting  of  the  Board  of 
Trustees  on  August  14,  1974. 

However,  after  weighing  all  the  factors,  the  Board  of 
Trustees  determined  to  approve  the  income  limits.  The 
Board’s  reasons  for  doing  this  are  explained  in  my 
letter  in  late  August  to  members  of  the  House  through 
which  the  Board  sought  ratification  of  its  action,  as 
stipulated  by  the  1973  House  of  Delegates. 

At  this  writing  no  results  are  available  on  the  ratifica¬ 


tion  survey.  You  recall  that  the  Bylaws  of  Blue  Shield 
empower  the  Board  of  Trustees  of  the  Pennsylvania 
Medical  Society  to  approve  income  limits  for  any  newly 
proposed  Blue  Shield  fee  schedule  plan.  Obviously  if 
the  House,  in  the  mail  survey,  shows  a  strong  disap¬ 
proval  of  the  Board’s  action,  the  Board  of  Trustees  will 
review  its  position  and  report  any  change  to  you  at  the 
Annual  Session. 


Appendix  G 

Supplemental  Report  F 
Board  of  Trustees  and  Councilors 

At  its  meeting  on  August  14,  1974,  the  Board  of  Trus¬ 
tees  adopted  a  resolution  expressing  its  sense  of  griev¬ 
ous  loss  at  the  death  of  Ralph  C.  Wilde,  M.D.,  president 
of  the  Pennsylvania  Medical  Society.  Dr.  Wilde  was 
highly  respected  by  all  members  of  the  Board.  He  was  a 
valued  leader,  a  man  of  great  personal  integrity,  and  a 
warm-hearted  good  friend.  All  our  lives  have  been 
darkened  a  little  at  his  passing. 

A  copy  of  the  Board’s  resolution  appears  as  Ap¬ 
pendix  A. 


Appendix  A 

MEMORIAL  RESOLUTION 
Ralph  C.  Wilde,  M.D. 

WHEREAS,  On  July  10,  1974,  Almighty  God  called 
from  among  us  our  esteemed  President  and  honored 
colleague,  Ralph  C.  Wilde,  M.D.;  and 

WHEREAS,  Dr.  Wilde  will  be  remembered  for  his 
dedication  not  only  to  his  patients  and  students,  but 
also  to  the  highest  principles  of  the  profession;  and 

WHEREAS,  His  courage  to  carry  on  his  duties  to  the 
Society  and  the  other  humanitarian  activities  he  sup¬ 
ported  in  spite  of  his  serious  illness  have  provided  a 
model  to  us  all;  and 

WHEREAS,  His  work  as  clinical  assistant  professor 
of  surgery  at  the  University  of  Pittsburgh  Medical 
School,  his  surgical  skills  at  Pittsburgh  hospitals,  his 
past  presidency  of  the  Allegheny  County  Medical  Soci¬ 
ety,  and  his  contributions  to  medical  literature  ex¬ 
emplify  lasting  leadership;  therefore  be  it 

RESOLVED,  That  his  death  be  proclaimed  a  great 
loss  to  the  Pennsylvania  Medical  Society,  to  his  own 
city  of  Pittsburgh,  and  most  especially  to  his  family; 
and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees  and  Council¬ 
ors  record  its  deep  appreciation  for  Dr.  Wilde’s  life  and 
work,  its  profound  sorrow  in  his  passing,  and  its  deep 
sympathy  to  Mrs.  Wilde  and  his  daughters;  and  be  it 
further 

RESOLVED,  That  this  action  be  recorded  in  the 
minutes  of  the  Board  of  Trustees  and  Councilors  and 
that  a  copy  thereof  be  presented  to  his  family. 
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Appendix  H 

Supplemental  Report 
Second  District 

During  the  Second  Councilor  District  breakfast  on 
Thursday  morning,  April  25  at  Officers’  Conference,  a 
question  was  raised  regarding  the  seating  arrangement 
at  the  House  of  Delegates  session. 

Specifically,  the  Second  Councilor  District  went  on 
record  in  the  form  of  an  approved  motion,  that  the  ex¬ 
ecutive  secretaries  of  county  medical  societies  be 
allowed  to  sit  with  their  delegations  during  each  ses¬ 
sion  of  the  Pennsylvania  Medical  Society  House  of  Del¬ 
egates.  This  action  was  taken  because,  when  assigned 
seating  was  initiated  in  the  House  as  mandated  by  a 
1972  House  action,  executive  secretaries  were 
prohibited  from  sitting  with  their  delegations.  The 
counties  of  the  Second  Councilor  District  are  strongly 
of  the  opinion  that  the  executive  secretary  is  of  vital  im¬ 
portance  to  them  in  arriving  at  decisions  in  the  House. 

Attached  as  Appendix  A  is  a  copy  of  a  letter  from  F. 
Peter  Kohler,  M.D.,  secretary,  Delaware  County  Medi¬ 
cal  Society,  to  John  B.  Lovette,  M.D.,  speaker  of  the 
House,  dated  November  13,  1973,  reporting  on  an  ac¬ 
tion  on  this  matter  taken  by  the  board  of  directors  of 
the  Delaware  County  Medical  Society. 

Appendix  A 

John  B.  Lovette,  M.D. 

Speaker,  House  of  Delegates 
Dear  Dr.  Lovette: 

I  have  been  requested  by  the  board  of  directors  to  in¬ 
form  you  that  the  Delaware  County  Medical  Society 
feels  that  a  different  plan  of  seating  should  be  opera¬ 
tive  at  the  next  session  whereby  the  executive  secre¬ 
tary  may  sit  with  the  delegates  from  the  Delaware 
County  Medical  Society  to  the  Pennsylvania  Medical 
Society  House  of  Delegates  meeting. 

Kindly  acknowledge  receipt  of  this  letter  at  your  ear¬ 
liest  convenience. 

Appendix  I 

Supplemental  Report  G 
Board  of  Trustees  and  Councilors 
(Referred  to  Reference  Committee  on 
Medical  Service  “A”) 

In  Supplemental  Report  E  of  the  Board  of  Trustees 
and  Councilors,  we  reported  that  the  ratification  survey 
of  the  Board’s  action  with  respect  to  proposed  Plan  C  in¬ 
come  limits  was  under  way  but  no  results  were  available. 
At  the  time  of  preparation  of  this  report  (September  30, 
1974),  we  have  heard  from  125  members  of  the  House  of 
Delegates,  eighty-eight  of  whom  approve  the  Board’s 
endorsement  of  the  proposed  income  limits,  thirty-five 
who  disapprove  and  two  expressed  no  opinion. 

In  view  of  the  slow  return  of  the  survey  forms  by  dele¬ 
gates,  and  in  view  of  the  fact  that  the  meeting  of  the 


House  of  Delegates  is  so  close  at  hand,  the  Board  of 
Trustees  has  determined  to  refer  the  subject  of  the 
Board’s  endorsement  of  the  Plan  C  income  limits  direct¬ 
ly  to  the  House  of  Delegates  through  the  medium  of  this 
supplemental  report. 

It  is  the  Board’s  belief  that  when  the  House  took  its 
original  action  for  ratification  of  the  Board’s  action,  the 
House  anticipated  the  delegate  survey  would  take  place 
much  earlier  in  the  year.  Although  the  Board  of  Trustees 
has  implemented  the  action  of  the  House  to  the  letter, 
the  Board  now  concludes  that  it  would  be  inappropriate 
to  regard  the  ratification  survey  as  conclusive  at  this 
point  in  time.  It  is  convinced  that  the  issue  of  Plan  C  in¬ 
come  limits  requires  the  kind  of  colloquy  and  debate 
which  is  available  only  thorugh  reference  committee 
hearings. 

Appendix  J 

Supplemental  Report  H 
Board  of  Trustees  and  Councilors 
(Referred  to  Reference  Committee  on  Reports  of 

Officers  with  the  exception  of  item  2  re  Pennsylvania 

Medical  Cooperative  which  is  referred  to  Reference 
Committee  on  Public  Service) 

On  October  9,  1974;  the  Board  of  Trustees  met  to 
consider  various  items  of  business.  The  following 
matters  either  require  action  by  the  House  of  Delegates 
or  are  of  special  interest: 

1.  The  Board  of  Trustees  received  a  report  from  staff 
relating  the  difficulties  encountered  in  working  with  the 
management  of  the  William  Penn  Hotel  in  connection 
with  the  1974  Annual  Business  Session.  Staff  reported 
similar  difficulties  in  dealing  with  the  Pittsburgh  Hilton 
in  1971.  The  Board  also  noted  the  action  taken  by  the 
House  of  Delegates  last  year  which  called  for  the  Annu¬ 
al  Business  Session  to  be  held  in  the  Harrisburg- 
Lancaster  area,  if  possible,  after  1978.  Accordingly,  in 
view  of  these  difficulties  and  in  light  of  this  policy  of 
the  House,  the  Board  of  Trustees  recommends  that  the 
site  of  the  1977  Annual  Business  Session  be  changed 
from  Pittsburgh  to  Lancaster. 

2.  The  Board  of  Trustees  reviewed  a  report  from  the 
Council  on  Public  Service  concerning  the  status  of  the 
recruitment  campaign  for  the  Pennsylvania  Medical 
Cooperative.  It  noted  that  over  1,200  members  of  the 
Society  had  become  charter  members  and  that  this,  in 
fact,  represented  over  2,000  physicians,  since  many  of 
the  subscribers  represented  group  practices.  In  its  sup¬ 
plemental  report  to  the  House,  the  Council  on  Public 
Service  is  asking  the  Society  to  guarantee  the  recom¬ 
mended  base  line  capitalization  for  the  Cooperative  if 
sufficient  capitalization  isn’t  achieved  through  an  ex¬ 
tended  recruitment  program.  The  council  also  is 
recommending  that  the  Cooperative  begin  as  early  as 
possible  to  become  operational  within  six  months.  The 
Board  of  Trustees  endorses  the  recommendations  con¬ 
tained  in  the  supplemental  report  of  the  Council. 

The  following  items  are  for  the  information  of  the 
House: 
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1.  Tentatively  approved  the  1975  budget  which  proj¬ 
ects  a  deficit  of  $203,728. 

2.  Determined  to  forward  to  the  AMA  Delegation  a 
resolution  for  introduction  into  the  AMA  House  of  Dele¬ 
gates  asking  for  a  review  of  AMA  quackery  activities  to 
determine  if  the  intent  of  already  established  policy  to 
increase  these  activities  are,  in  fact,  being  carried  out. 

3.  Referred  to  the  Council  on  Governmental  Rela¬ 
tions  the  responsibility  for  developing  recommen¬ 
dations  concerning  physicians  who  testify  in  mal¬ 
practice  suits  outside  of  their  recognized  specialty  or  for 
apparent  financial  gain  rather  than  in  the  public  interest. 

4.  Directed  the  Council  on  Governmental  Relations 
to  explore  the  possibility  of  drafting  legislation  which 
would  require  Pennsylvania  to  move  to  a  binding  and 
compulsory  medical  malpractice  screening  plan. 

5.  Authorized  the  president  to  appoint  a  committee 
broadly  representative  of  various  medical  specialties  to 
meet  with  the  insurance  commissioner  concerning  the 
department’s  position  paper  against  direct  billing  by 
hospital-based  physicians. 

6.  Determined  to  communicate  with  HEW  Secretary 
Caspar  Weinberger  indicating  the  Society’s  dis¬ 
pleasure  with  his  statement  alleging  unreasonable 
escalation  of  physicians’  fees  and  recommending  that 
any  future  comparisons  by  the  secretary  be  based  on 
pre-freeze  costs,  utilizing  the  All  Services  Component 
of  the  Consumer  Price  Index  as  a  more  valid  and  objec¬ 
tive  measure  of  comparison. 

7.  Approved  for  offering  to  the  membership  the  basic 
and  major  excess  medical  coverages  underwritten  by 
the  Insurance  Company  of  North  America  which  would 
be  substituted  for  the  existing  PMS-endorsed  basic 
major  hospital  expense  plan  and  excess  major  medical 
plan.  Also  approved  the  hospital  indemnity  plan  un¬ 
derwritten  by  the  Continental  Insurance  Company. 

8.  Endorsed  the  uniform  health  insurance  claim  form 
for  use  by  all  Pennsylvania  third  party  payers.  Directed 
the  Council  on  Governmental  Relations  to  make  recom¬ 
mendations  concerning  the  introduction  of  legislation 
which  would  make  compulsory  in  Pennsylvania  the  use 
of  the  uniform  claim  form. 

Appendix  K 

Supplemental  Report  I 
Board  of  Trustees  and  Councilors 
(Referred  to  Reference  Committee  on  Governmental 
Relations) 

At  its  August  14  meeting,  the  Board  of  Trustees  dis¬ 
cussed  in  detail  a  proposed  regulation  under  the 
Clinical  Laboratory  Act  promulgated  by  the  Department 
of  Health  which  would  require  disclosure  by  the  labora¬ 
tories  (except  hospital  and  out-of-state  laboratories)  to 
the  patients  of  the  laboratory,  the  fee  paid  by  the 
physician  for  the  test(s)  performed  by  the  laboratory. 
The  Board  of  Trustees  passed  the  following  motion: 

“It  was  moved  and  seconded  that  the  President 
should  address  a  letter  to  the  Secretary  of  Health 
calling  attention  to  the  lack  of  statutory  authority  for 
the  inclusion  of  Section  5.48,  and,  further,  that  such  a 
section  can  destroy  a  physician/patient  relationship 


and  affect  the  confidentiality  which  some  patients 

require.” 

Subsequently,  on  two  (2)  separate  occasions,  one  of 
which  was  held  in  the  governor’s  office,  representatives 
of  the  Society  met  with  Health  Department  officials  to 
discuss  this  matter  and  to  emphasize  additional  con¬ 
cern  regarding  the  totality  of  the  regulations  and  to 
request  a  moratorium  on  the  implementation  of  the 
proposed  regulations. 

The  Board  of  Trustees  reaffirmed  its  position  at  their 
October  9  meeting  and  is  requesting  the  House  of  Dele¬ 
gates  to  support  their  position  in  this  matter  and  to 
urge  continued  negotiations  with  the  Department  of 
Health  so  that  this  problem  can  be  resolved. 

Appendix  L 

Supplemental  Report 
Council  on  Governmental  Relations 
(Referred  to  the  Reference  Committee  on 
Governmental  Relations) 

As  we  promised  in  our  annual  report,  which  appears 
in  the  Official  Reports  Book ,  we  herewith  submit  a  sup¬ 
plemental  report  on  state  legislation  of  interest  to  the 
Medical  Society,  as  of  the  middle  of  September.  This 
two-year  session  of  the  General  Assembly  comes  to  an 
end  finally  on  November  30,  so  that  all  bills  not  acted 
upon  by  that  time  expire  with  the  final  adjournment  and 
must  be  reintroduced  at  the  time  of  the  next  session 
which  starts  in  January,  1975. 

Attached  to  this  report  is  the  list  of  over  100 
measures  which  the  Council  on  Governmental  Rela¬ 
tions  has  been  entrusted  with  during  the  last  two  years 
of  the  1973-74  session  of  the  Pennsylvania  General  As¬ 
sembly. 

At  the  last  meeting  of  the  Board  of  Trustees  in 
August,  the  council  reported  on  twenty  measures  which 
the  council  recognized  as  having  top  priority  with  the 
Society  for  passage  at  this  session.  Here,  in  capsule 
form,  is  a  report  on  the  position  of  these  measures. 

(  1)  H-759  and  H-760 — The  amendments  to  the  Med¬ 
ical  Practice  Act  and  the  creation  of  a  new  Board  of 
Medical  Education  and  Licensure  have  passed  the 
Legislature  and  have  been  signed  by  the  governor  as 
Act  189  and  Act  190. 

(  2)  H-1729 — The  measure  to  protect  physicians 
serving  on  PSRO  and  other  committees  and  their  data 
has  passed  the  Legislature  and  has  been  signed  by  the 
governor  as  Act  193. 

(  3)  H-1363,  H-1364,  and  H-1365— The  so-called  “Im¬ 
munization  Package”:  the  first  two  bills  permit  the  Ad¬ 
visory  Health  Board  to  make  rules  and  regulations  con¬ 
cerning  immunization  schedules  and  eliminate  the 
necessity  to  go  back  to  the  Legislature  each  time  new 
immunization  schedules  are  needed  were  signed  earli¬ 
er  this  year  as  Acts  67  and  68.  H-1365,  the  remaining 
measure,  to  protect  physicians  and  nurses  participating 
in  mass  immunization  programs  not  for  profit  and 
approved  by  the  state,  has  been  approved  by  the  House 
and  Senate  and  has  been  sent  to  the  governor  for  his 
signature.  (Subsequently  signed  into  law.) 
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(  4)  H-1639 — The  measure  to  create  a  psycho¬ 
therapist/patient  privilege  has  passed  the  House  and  is 
currently  on  the  Senate’s  calendar. 

(  5)  H-1468  and  H-1469 — The  measures  to  permit  the 
State  Board  of  Medical  Education  and  Licensure  to  reg¬ 
ulate  and  certify  physicians’  assistants  have  passed  the 
House,  and  we  have  been  promised  action  in  the 
Senate  prior  to  adjournment.  They  are  now  vital,  since 
Section  4  of  H-760  was  removed  by  the  Senate  as  being 
too  broad  and  not  sufficiently  specific. 

(  6)  S-443 — The  measure  to  protect  physicians  not 
wishing  to  participate  in  abortion  procedures,  and  pro¬ 
tecting  those  that  do  from  discrimination,  has  passed 
the  Legislature  and  has  been  signed  by  the  governor  as 
Act  No.  78. 

(  7)  Reorganization  Plan  No.  2 — To  transfer  the 
supervision  of  general  and  special  hospitals  to  the 
Department  of  Health,  of  course,  was  passed  earlier 
this  year.  The  supervision  for  hospitals  is  now  housed 
in  the  Health  Department. 

(  8)  H-2314 — Would  permit  the  State  Board  of  Medi¬ 
cal  Education  and  Licensure  to  regulate  the  practice  of 
acupuncture.  It  was  only  introduced  recently,  and  suf¬ 
ficient  time  may  not  be  available  for  its  action  at  this 
session.  The  opinion  of  the  Attorney  General,  limiting 
the  use  of  acupuncture  to  physicians,  dentists,  and 
podiatrists  will  at  least  stop  the  use  by  chiropractors 
and  others  until  the  legislation  can  be  reintroduced  at 
the  next  session. 

(  9)  H-2054 — The  measure  to  tighten  up  drug 
prescribing  has  passed  the  House  and  is  before  the 
Senate  where  we  have  been  promised  early  consider¬ 
ation. 

(10)  H-1550 — The  measure  to  have  medical  schools 
affiliate  with  community  hospitals  and  be  responsible 
for  rural  areas,  etc.,  was  the  subject  of  hearings  at 
which  the  Society  testified,  and  we  have  been  promised 
action  on  this  measure  this  session. 

(11)  The  so-called  “ambulance  package’’ — S-67,  S- 
68  and  S-69,  have  all  passed  the  Senate  and  are  before 
various  committees  in  the  House. 

(12)  H-1040,  the  measure  to  restrict  the  use  of  hyp¬ 
nosis  to  physicians,  dentists,  and  psychologists  has 
been  permanently  recommitted  to  the  committee  in  the 
House. 


(13)  H-10 — The  measure  to  require  water  companies 
to  fluoridate  their  water  supplies  was  defeated  twice  on 
the  Floor  of  the  House  of  Representatives. 

(14)  S-757 — The  measure  to  require  motorcycles  to 
have  their  lights  on  at  all  times  has  passed  the  Senate 
and  is  before  the  House  Transportation  Committee. 

In  the  category  of  those  measures  that  the  council 
opposed  vigorously,  there  are  sixteen.  These  seemed 
to  occupy  a  great  deal  of  our  time: 

(  1)  H-139,  S-151,  and  S-733 — These  measures 
would  remove  the  requirement  that  a  majority  of  board 
members  of  Blue  Shield  be  physicians.  All  of  these 
measures  remain  in  their  original  committees. 

(  2)  S-1192 — Requires  health  insurance  companies 
to  pay  all  members  of  “healing  arts”  equally.  This  was 
defeated  29  to  17  in  the  Senate. 

(  3)  H-652  and  H-653 — Would  permit  pharmacists  to 
substitute  generic  equivalents.  These  bills  remain  in 
committee. 

(  4)  H-987  and  S-863 — These  bills  are  the  governor’s 
Comprehensive  Health  Care  proposals.  They  remain  in 
their  original  committees. 

(  5)  H-792 — Permits  generic  prescribing  for  Welfare 
patients.  This,  too,  remains  in  committee. 

(  6)  S-570 — Permits  optometrists  with  additional 
training  to  use  certain  drugs.  Passed  and  signed  by  the 
governor. 

(  7)  H-888 — Would  require  prescriptions  to  be 
written  on  check-type  paper  in  triplicate.  This  measure 
remains  in  its  original  committee. 

(  8)  S-854 — Would  permit  the  State  Board  of  Op- 
tometric  Examiners  to  license  opticians — This  bill 
remains  in  Senate  committee. 

(  9)  S-1023 — Would  require  repayment  of  tuition 
paid  to  medical  colleges  on  behalf  of  students. 
Remains  in  committee. 

(10)  H-712 — Would  make  it  absolutely  illegal  to  ter¬ 
minate  any  abortion.  This  bill  remains  in  committee. 

(11)  H-803  and  S-36 — Would  add  two  and  four  con¬ 
sumers  to  all  state  professional  and  occupational 
licensing  boards.  Both  remain  in  their  respective  com¬ 
mittees. 

All  other  bills  on  the  attached  list  received  appropri¬ 
ate  response  as  the  necessity  indicated,  but  the  above 
listed  measures  occupied  most  of  our  time. 


Legislation  of  Interest  to  Medicine  Introduced  into 
the  1973-74  Session  of  the  Pennsylvania  General  Assembly 
As  of  September  1974 


Bill  No.  Explanation 


Society’s  Legislative 

Position  Position 


S-443 


H-712 


Abortion 


Excuses  hospitals  and  physicians  Support 

from  performing  abortions 


Illegal  to  terminate  certain  pregnancies  Oppose 


Passed;  Act  No. 
78  of  1973 


Referred  to  Law  and 
Justice  Committee 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative 

Position 

H-818 

Offenses  defined  for  committing  abortions 

Oppose 

Referred  to  Committee  on 
State  Government 

H-923 

Restricts  use  of  state  money  for  abortions 

Oppose 

Debated  in  House; 
recommitted  to  Committee 
on  Health  and  Welfare 

S-1318 

Written  informed  consent  in 
emergencies 

Legal  comments 
forwarded 

Passed  Legislature; 
vetoed  by  governor — veto 
overridden 

S-1337 

H-1926 

Regulate  commercial  abortion  services 

No  position 

In  Senate  Committee 
on  Public  Health  and 

Welfare 

H-1830 

Prohibits  payment  of  fees  to  commercial 
abortion  referral  agencies 

No  position 

In  House  Committee 
on  Law  and  Justice 

Acupuncture 

H-2314 

Gives  State  Medical  Board  authority 
to  regulate 

Support 

In  House  Professional 
Licensure  Committee 

Ambulances 

S-67 

S-68 

S-69 

H-887 

Upgrade  state  ambulance  services; 
require  operators  to  have  certain  basic 
education  and  licensure  by  the 

Pennsylvania  Dept,  of  Health 

Support 

Bills  have  passed 

Senate;  S-67  in  House 
Committee  on  Professional 
Licensure;  S-68  on  House 
table;  S-69  passed  House 

Anatomical  Gifts 

H-2474 

Permits  appropriate  markings  on  drivers’ 
licenses  to  indicate  a  donor 

Support 

In  House  Committee  on 
Transportation 

Audiologists 

S-1799 

Separate  Board  to  license  audiologists 

Oppose 

In  Senate  State 

Government  Committee 

Blood 

H-1864 

Consent  age  for  donors  reduced  to  17 

Support 

Defeated  in  House 

H-2254 

$5.00  Income  tax  credit  for  pint 
donation 

Support  with 
amendments 

In  House  Health  and 

Welfare  Committee 

Blue  Shield 

H-139 

S-151 

S-733 

Remove  provision  from  Blue  Shield  Act 
that  requires  a  majority  of  directors 
to  be  physicians 

Oppose 

All  remain  in 

Committee 

Child  Health 

H-767 

Requires  a  course  in  VD  education  in 
high  schools 

Support 

Passed  House;  in 

Senate  Committee  on 
Education 

S-1166 

H-1603 

New  "Battered  Child”  Law 

Support 

Each  chamber  has 
passed  its  own  bill 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative 

Position 

Chiropractic 

H-630 

S-1028 

Further  prescribing  disciplinary 
powers  of  Chiropractic  Board 

No  action 

House  bill  referred 
to  Consumer  Protection 
Committee;  Senate  Bill  in 
Committee  on  State  Gov’t 

H-2472 

Gives  Chiropractic  Licensing  Board 
authority  over  advertising 

No  position 

Passed  House — 
before  Senate  Committee 
on  Rules 

S-1192 

Requires  health  insurance  companies 
doing  business  with  state  to  pay 
‘‘healing  arts”  equally 

Oppose 

Defeated  in  Senate; 
vote  was  29-1 7 

H-1360 

No  ‘‘practitioner  of  the  healing  arts” 
may  use  x-ray  unless  graduated  from 
an  “accredited”  school 

Support 

In  House  Committee 
on  Health  and 

Welfare 

H-1361 

No  “healing  arts”  practitioner  to  be 
licensed  in  Pennsylvania  unless 
graduated  from  an  “accredited”  school 

Support 

In  House  Committee 
on  Health  and 

Welfare 

H-2126 

Amends  definition  to  exclude  acupuncture 

No  position 

In  House  Professional 
Licensure  Committee 

Confidentiality 

H-1639 

Creates  confidentiality  between 
psychotherapist  and  patient 

Support 

Passed  House;  on 

Senate  calendar 

H-2192 

Regulates  personal  data  systems 

Support  in 
principle 

In  House  Consumer 
Protection  Committee 

Coroner 

S-348 

S-349 

Coroner  to  be  appointed  by  County 

Commissioners 

Oppose 

Referred  to  Committee 
on  Local  Government 

Drugs 

H-289 

School  or  family  physician  to  give  urine 
test  to  students  believed  to  be 
using  drugs 

Support 

In  House  Committee 
on  Education 

S-45 

Amends  “Controlled  Substance,  Drug, 

Device  and  Cosmetic  Act”  to  add  an 
additional  prohibited  act — "The 
dispensing  by  a  physician,  not  in  the 
ordinary  course  of  his  duties,  of 
drugs  and  controlled  substances  in 
violation  of  the  provisions  of  this  act.” 

No  action  taken 

Remains  in  Senate 
Committee  on  Public 

Health  and  Welfare 

H-652 

H-653 

Pharmacists  may  substitute  from  an 
approved  list  of  equivalents 

Oppose 

In  House  Committee 
on  Health  and  Welfare; 
Society  testified 

H-888 

Prescriptions  in  triplicate  on 
check-type  paper 

Oppose 

In  House  Committee 
on  Health  and  Welfare; 
hearings  held — Society 
testified 

S-477 

Moves  amphetamines  to  Schedule  1 

Received  for 
information 

In  Senate  Committee 
on  Public  Health  and 

Welfare 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislation 

Position 

H-792 

Generic  prescribing  for  welfare 
recipients 

Oppose 

In  House  Committee 
on  Health  and  Welfare; 
hearings  held — Society 
testified 

S-993 

Requires  additional  labeling 

No  opposition 

In  Senate  Committee  on 
Public  Health  and  Welfare 

S-994 

Sample  Drug  Control  Act 

No  opposition 

In  Senate  Committee  on 
Public  Health  and  Welfare 

S-995 

Pharmacies  to  post  prices 

No  opposition 

In  Senate  Committee  on 
Public  Health  and  Welfare 

S-996 

“Prescription  Drug  Compendium  Act’’ 

No  opposition 

In  Senate  Committee  on 
Public  Health  and  Welfare 

H-2054 

Prohibits  physicians’  prescribing  to 
known  drug-dependent  persons 

Support 

Society-offered 
amendments  added; 
passed  House 

Fluoridation 

H-10 

Requires  companies  serving  20,000  or 
more  customers  to  fluoridate  their  water 

Support 

Voted  down  in  the 

House 

Health  Care  Costs 

H-2018 

“Health  Care  Facility  Cost 

Containment  Act’’ 

Oppose 

Society  testified; 
passed  House 

Hearing  Aids 

S-792 

License  hearing  aid  dealers — Academy 
of  Ophthalmology  and  Otolaryngology 
favors  their  own  legislation 

Opposition 

Remains  in 

Appropriations  Committee 

H-1095 

Hearing  aids  by  prescription  only 

Opposition 

Remains  in  House 

Committee  on  Consumer 
Protection 

H-847 

Requires  warning  on  hearing  aids 

No  opposition 

Remains  in  House 

Committee  on  Consumer 
Protection 

H-1827 

Regulates  sales  and  salesmen  of 
hearing  aids 

Support  with 
Academy  of  O 
and  O 

amendments 

Hearings  held  on 

March  26; 

Academy  of  O  and  O 
testified 

Home  Health  Agencies 

H-1942 

“Home  Health  Agency  Act" 

Under 

consideration 

In  House  Health  and 

Welfare  Committee 

Hospitals 

S-631 

Approval  by  State  of  hospital  construction 

No  opposition 

Referred  to  Senate 
Committee  on  Public 

Health  and  Welfare 

H-987 

S-863 

Governor’s  Comprehensive  Health  Care 

Proposal 

Oppose,  but  can 
support  certain 
features 

In  House  and  Senate 

Health  and  Welfare 
Committees 

Pennsylvania  Medicine,  December  1974 


105 


Bill  No. 

Explanation 

Society’s 

Position 

Legislative 

Position 

S-1326 

H-1710 

Requires  Certificate  of  Need, 
licensure  of  hospitals,  etc. 

Oppose 
Certificate 
of  Need  portion 

House  passed  H-1710 

HMO 

S-1225 

S-1226 

H-1919 

Regulates  both  non-profit  and 
proprietary  HMOs 

No  opposition 
if  Foundation, 
not  affected 

H-1919  passed 

House 

Hypnotism 

H-1040 

Regulates  the  practice  of  hypnotism 

Support 

Recommitted  to  House 
Committee  on  Professional 
Licensure 

Identification 

H-785 

Identification  cards  to  coronary 
patients 

Support  in 
principle 

Referred  to 

Committee  on  Health  and 
Welfare 

Immunization 

H-1362 

Requires  school  physicians  to  immunize 
children  of  indigent  parents 

Support 

Recommitted  to  House 
Committee  on 

Appropriations 

H-1363 

‘‘Advisory  Health  Board”  to  make  rules  concerning 
immunization  prior  to  school  entry 

Support 

Passed  House  and 

Senate — Act  66 

H-1364 

Amends  ‘‘Public  School  Code”  to  require 
schools  to  abide  by  the  rules  of  the 

Advisory  Health  Board 

Support 

Passed  House  and 

Senate — Act  67 

H-1365 

Exempts  physicians  and  nurses  from 
liability  when  participating  in  mass 
immunization  programs 

Support 

Passed  House  and 

Senate;  Conference 
Committee  Report  before 
Senate 

Licensure 

S-36 

Adds  four  consumers  to  all  professional 
and  occupational  licensing  boards 

Oppose 

Remains  in  Committee 
on  State  Government 

H-803 

Places  two  consumers  on  professional 
licensing  boards 

Oppose 

Remains  in  Committee 
on  State  Government 

S-1814 

Turns  certain  licensing  boards’  authority 
over  to  Commissioner 

Under  study  by 
legal  counsel 

On  Senate  calendar 

Medical  Education  and  Licensure 

H-759 

H-760 

Society-sponsored  amendments  to  the 
‘‘Medical  Practice  Act” 

Support 

Passed  House  and 

Senate:  Acts  189  and  190 

H-1074 

Requires  six  months  internship  in 

General  Practice 

Oppose 

In  House  Committee 
on  Professional  Licensure 

S-1023 

Repayment  to  state  by  medical  students 

Oppose 

Referred  to  Appropriations 
Committee 

Medical  Examiner 


H-451  Medical  Examiners  permitted  in  second  Support  H-451  Referred  to  Committee 

H-883  class  counties  on  Urban  Affairs 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative 

Position 

Mental  Health 

S-170 

Defines  ‘‘grave  mental  disability” 

New  version 
being  opposed, 
in  part,  by  the  Pa. 
Psychiatric  Society 

On  Senate  Calendar 

S-56 

Creates  legislative  committee  on 
mental  retardation 

New  version 
being  opposed, 
in  part,  by  the  Pa. 
Psychiatric  Society 

In  Senate  Committee 
on  Rules 

f 

H-143 

Involuntary  admission  procedures 

Studied  by  Pa. 
Psychiatric 

Society — Needs 
better  drafting 

In  House  Committee 
on  Health  and  Welfare 

S-730 

‘‘Rights  of  Mental  Patients  Act” 

Support  in 
principle 

Referred  to  Committee 
on  Public  Health  and 
Welfare;  hearings  held 

S-731 

Elimination  of  peonage  in  state 
hospitals 

Support  in 
principle 

Hearings  held; 

Society  testified 

H-868 

Removing  requirement  that  directors  of 
state  facilities  be  physicians;  referred 
to  Pa.  Psychiatric  Society 

Oppose 

Passed  House;  in 

Senate  Committee 
on  Public  Health  and 

Welfare 

S-1239 

“Mental  Health  Procedures  Act” 

Pa.  Psychiatric 
Society  and  PMS 
suggested 
amendments 

Recommitted  to 

Committee  on 

Public  Health  and 

Welfare;  hearings  held 

Nursing 

H-129 

H-130 

These  bills  amend  the  professional 
nursing  law  to  expand  the  definition 
of  nursing,  etc. 

Support 

H-129  passed  both 

Houses — approved 
by  the  Governor 

Opticians 

S-854 

“Dispensing  Optician  Law” — State  Board 
of  Optometric  Examiners  to  license 
opticians 

Oppose 

In  Senate  Committee 
on  Public  Health 
and  Welfare 

H-2424 

State  Medical  Board  to  regulate  Opticians 

Support 

In  House  Appropriations 
Committee 

Optometry 

S-570 

Optometrists  with  additional  training 
to  use  topical  drugs 

Oppose 

Passed  Senate  and 

House;  Act  No.  29  of  1974 

Paramedical  Personnel 

H-355 

Waiver  to  service-trained  corpsmen 

Oppose 

Remains  in  Committee  on 
Professional  Licensure 

S-627 

S-629 

Permit  Medical  Board  and  Osteopathic 

Board  to  license  physicians'  assistants 

Oppose;  favor 
language  in 

H-1468  and 

H-1469 

Both  bills  remain 
in  Committee  on 

Public  Health  and  Welfare 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative 

Position 

H-889 

Medical  Board  to  License  Physicians’ 

Assistants’  practice 

Oppose;  favor 
language  in 

H-1468  and  H-1469 

Remains  in  Committee 
on  Health  and  Welfare 

H-1468 

H-1469 

Certification  by  Medical  and  Osteopathic 

Boards 

Support  with 

appropriate 

amendments 

Passed  House 

4 

Peer  Review  Protection 

H-1729 

Protects  members  of  review  committees 
and  their  records 

Support 

Passed;  Act  193 

Physician  Shortage  Areas 

H-1316 

H-1363 

Dr.  Speller’s  recommended  state  and 
community-supported  medical  facilities 
in  medically-deprived  areas 

Oppose 

Recommitted  to 
Appropriations 

Committee 

H-1549 

H-1550 

Pennsylvania  Medical  District  Act 

Pennsylvania  Medical  Education 

Planning  Act 

Oppose  H-1549; 
Support  H-1550  in 
principle 

Both  bills  in 

House  Education 

Committee 

Physical  Therapy 

H-2467 

H-2468 

Separate  Board  to  License  physical 
therapists 

Oppose 

In  House 

Professional  Licensure 
Committee 

Public  Welfare 

H-609 

Establish  ceilings  on  Welfare  payments 

No  position 

In  House  Committee  on 
Appropriations 

Rubella  Testing 

S-1655 

S-1656 

H-2115 

All  these  measures  require  premarital 
testing  for  rubella 

Oppose  in  present 
form  because  they 
require  unusual 
physician 
judgment 

All  in  Committee 

TV  Tubes 

H-2595 

Prohibits  persons  from  discarding  TV 
picture  tubes  until  neutralized 

Support 

In  House  Committee 
on  Law  and  Justice 

Appendix  M 

Supplemental  Report 
Council  on  Public  Service 
(Referred  to  Reference  Committee 
on  Public  Service) 

The  priority  project  of  the  council  over  the  past  year 
has  been,  of  course,  membership  recruitment  in  the 
Pennsylvania  Medical  Cooperative.  Six  months,  April  1 
through  September  30,  were  allocated  for  an  extensive 
recruitment  drive.  At  the  conclusion  of  the  drive  the 
council  met  to  evaluate  the  status  of  the  Cooperative 
and  make  a  determination  on  what  future  course,  if  any, 


the  council  would  recommend  to  the  House  of  Dele¬ 
gates. 

The  council  would  like  to  report  that  it  is  both  grati¬ 
fied  and  disappointed  with  its  effort  to  recruit  members 
into  the  Cooperative.  It  is  gratified  because  the  six- 
month  recruitment  effort  has  resulted  in  attracting  a 
physician  market  in  excess  of  the  2,000  recommended 
in  the  feasibility  study  submitted  to  the  House  of  Dele¬ 
gates  last  fall.  It  is  disappointed,  however,  because  it 
was  unable  to  raise  the  needed  $200,000  capital  to 
make  the  Cooperative  operational.  The  reason  for  the 
latter  is  quite  simple.  Approximately  40  percent  of  the 
charter  members  belong  to  group  practices.  Although 
this  did  indeed  help  us  in  establishing  an  adequate 
market,  it  made  us  short  of  our  capital  goal. 
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The  result  of  our  recruitment  effort  as  of  the  writing 
of  this  report  is  as  follows:  1,124  physicians  have  sent 
in  $100  membership  fees  and  an  additional  85 
physicians  have  asked  to  be  billed  for  their  fee.  Total 
membership:  1,209  paid  or  billed,  with  a  market  poten¬ 
tial  in  excess  of  2,100. 

The  recruitment  drive  did  prove  that  there  is  consid¬ 
erable  interest  for  a  mass  purchasing  organization  and 
the  council  feels  that  this  unique  member  benefit 
should  not  fail  for  want  of  adequate  capitalization. 

In  addition  to  reviewing  the  membership  figures,  the 
council  also  reviewed  projections  on  the  time  involved 
in  developing  the  Cooperative  plus  the  possible  effects 
inflation  has  had  on  the  projected  $200,000  needed  to 
open  the  doors  for  business.  In  the  case  of  the  opera¬ 
tional  phase  of  the  Cooperative,  it  is  estimated  that  ap¬ 
proximately  six  months  will  be  required  before  the  Co¬ 
op  will  be  able  to  offer  products  to  physician  members. 
This  is  probably  the  maximum  amount  of  time  in  which 
we  can  effectively  hold  physician  interest  in  the  pro¬ 
gram.  In  other  words,  they  will  want  to  see  some  results 
on  their  $100  investment. 

On  the  matter  of  inflation,  it  is  estimated  that  the  ini¬ 
tial  $200,000  requested  has  now  shrunk  by  roughly  12 
percent.  This  inflationary  rate  will  have  an  effect  on  the 
initial  inventory  order,  but  should  not  drastically  affect 
the  ultimate  savings  which  the  Co-op  promises.  The 
council  believes  that  there  is  enough  built-in  flexibility 
in  the  original  proposal  to  be  able  to  cover  inflationary 
increases.  However,  it  felt  compelled  to  inform  the 
House  that  this  matter  has  been  considered. 

Since  the  Cooperative  has  attracted  more  than  2,000 
physicians  to  create  the  needed  market,  but  is  short  of 
the  capital  goal  by  slightly  more  than  $79,000,  the 
council  unanimously  is  of  the  opinion  that  the  project 
should  not  be  abandoned.  It  has  reviewed  several  op¬ 
tions  in  this  regard  and  recommends  that  the  State  So¬ 
ciety  invest  in  the  Cooperative  equal  to  the  resources 
that  would  be  needed  to  reach  the  $200,000  goal.  This 
would  enable  the  council  to  immediately  proceed  with 
the  operational  stages  of  the  Cooperative.  Any  delay,  in 
the  council’s  opinion,  could  be  costly  in  terms  of  lost 
membership.  In  addition,  the  council  recommends  that 
the  charter  membership  recruitment  period  be  ex¬ 
tended  through  January  31,  1975. 

In  making  the  recommendations,  it  should  be  pointed 
out  that  any  additional  funds  presented  to  the  Co-op  by 
the  State  Society  would  be  handled  like  the  initial 
$25,000  invested  in  the  membership  recruitment  effort 
in  that  it  would  be  in  the  form  of  a  loan.  This  loan  would 
carry  a  risk  to  the  Society.  However,  council  notes  that 
the  Society  in  1974  agreed  to  support  the  Pennsylvania 
Medical  Care  Foundation  to  a  maximum  of  $100,000  or 
until  it  was  federally  funded;  $28,000  of  that  amount 
was  used  by  the  Foundation  in  the  early  part  of  the 
year.  The  council  is  not  questioning  the  value  of  the 
Foundation,  but  its  services  cannot  be  considered  tan¬ 
gible  membership  benefits.  The  Co-op  not  only  has  that 
potential,  but  also  the  potential  for  encouraging  non¬ 
members  of  PMS  to  become  active  in  order  to  reap  the 
anticipated  benefits.  Although  this  doesn’t  minimize  the 


risk  to  the  Society  if  it  should  invest,  there  is  at  least 
that  potential  for  recouping  the  investment. 

The  continuation  of  the  charter  membership  recruit¬ 
ment  phase  through  January  31,  1975,  does  carry  a 
price  tag  which  should  be  considered.  Additional 
mailings  to  members  of  PMS  plus  travel  expenses  to 
present  the  program  around  the  state  for  this  period  of 
time  would  cost  the  Society  approximately  $5,500.  How¬ 
ever,  it  should  be  pointed  out  that  approximately  $1,500 
remains  from  the  original  $25,000  budgeted  for  the  six- 
month  recruitment  drive.  Therefore,  an  additional 
allocation  of  $4,000  would  be  required. 

With  this  extension,  it  is  conservatively  estimated 
that  we  should  increase  the  paid  membership  to  no  less 
than  1,500  or  $150,000  in  capital.  This  would  still 
require  a  State  Medical  Society  investment  of  approxi¬ 
mately  $50,000  if  the  Cooperative  is  to  start  with  the 
projected  $200,000. 

Although  the  State  Society  is  being  requested  to 
commit  at  this  time  up  to  $79,000  so  that  the  operation¬ 
al  phase  may  begin,  it  is  doubtful  whether  that  total 
amount  will  be  needed.  In  addition,  any  funds  that  are 
required  will  not  be  used  until  the  Cooperative  is 
prepared  to  order  its  initial  inventory.  Ordering  of  in¬ 
ventory  will  probably  not  occur  until  the  last  month  or 
so  of  the  planned  six-month  implementation  phase.  In 
the  early  developmental  stages,  costs  will  be  minimal  in 
relation  to  the  outlay  of  capital  for  inventory. 

The  council’s  formal  recommendation  is  as  follows: 

The  Council  on  Public  Service,  in  recognition  of  the  ad¬ 
equate  number  of  members  who  have  to  date 
expressed  interest  in  the  Cooperative,  either  in  individ¬ 
ual  $100  membership  fees  or  through  group  partici¬ 
pation,  recommends:  (1)  That  membership  recruitment 
phase  be  extended  until  January  31,  1975  (approximate 
cost  $4,000);  (2)  That  the  Pennsylvania  Medical  Society 
consider  favorably  the  investment  of  funds  to  reach  the 
projected  starting  capital  of  $200,000  for  the  Co-op 
(maximum  of  $79,000)  and  (3)  That  the  Council  be  au¬ 
thorized  to  begin  as  early  as  possible  all  necessary 
and  appropriate  arrangements  to  make  the  Cooperative 
operational  within  the  six-month  projected  time  frame. 

Appendix  N 

Supplemental  Report 

Committee  on  Relationships  with  Allied  Professions 
(Referred  to  Reference  Committee 
on  Education  and  Science) 

In  our  annual  report,  which  appears  in  the  1974  Of¬ 
ficial  Reports  Book  we  reported  to  you  that  we  ex¬ 
pected  to  see,  prior  to  the  convening  of  the  House  of 
Delegates,  final  reports  from  the  “Pennsylvania  Com¬ 
mission  for  the  Study  of  Nursing  and  Nursing  Educa¬ 
tion”  which  we  further  suggested  would  probably  be  at 
some  variance  with  the  position  taken  by  the  House  of 
Delegates  in  1973.  As  it  turned  out,  we  were  correct  in 
this  forecast,  and  so  your  committee  held  a  special 
meeting  on  September  4  to  consider  the  several  reports 
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and  to  suggest  recommendations  concerning  them  to 
the  1974  House. 

The  report  of  the  commission  is  in  two  parts — the 
first  is  the  report  on  “Joint  Practice”,  and  the  second, 
and  more  voluminous,  is  the  “Report  on  Nursing  Edu¬ 
cation.”  All  totalled,  there  are  over  a  hundred  pages, 
and  so  it  is  quite  impossible  for  us  to  send  this  to  the 
House  in  its  entirety.  Instead,  we  will  present  the  “rec¬ 
ommendations”  first,  of  the  report  on  “Joint  Practice”, 
followed  by  our  impressions  and  recommendations. 
Second,  we  will  report  the  recommendations  and  goals 
of  the  report  on  “Nursing  Education”  followed  by  our 
observations  and  recommendations. 

Recommendations  of  the  Joint  Practice  Commission 

(  1)  Continuing  education  programs  be  instituted 
under  the  auspices  of  colleges,  universities,  employing 
agencies,  and  professional  organizations.  These  pro¬ 
grams  should  be  aimed  at  increasing  the  nurse’s 
clinical  competence  and  communication  skills,  as  well 
as  updating  the  information  obtained  in  basic  pro¬ 
grams.  Local,  regional,  and  state-wide  planning  should 
be  done  in  order  to  provide  the  number  and  kinds  of 
continuing  education  programs  which  are  needed. 

(  2)  A  network  of  committees  at  the  state  and  local 
levels  made  up  of  physicians  and  nurses  be  appointed 
for  the  specific  purpose  of  identifying  and  promoting 
acceptance  of  the  emerging  roles  of  each,  recognizing 
that  these  roles  may  vary  from  setting  to  setting  and 
area  to  area. 

(  3)  That  differences  in  health  needs  of  people  in 
rural  areas,  inner  cities,  etc.,  be  determined  and  appro¬ 
priate  action  which  recognizes  these  differences  be 
supported  by  organized  medicine  and  organized 
nursing  in  Pennsylvania. 

(  4)  Incentives  be  sought  to  encourage  redistri¬ 
bution  of  services  of  physicians  and  nurses  in  Pennsyl¬ 
vania. 

(  5)  Educational  programs  for  the  public  be 
formulated  and  implemented  in  order  to  stimulate  an 
informed  demand  for  health  care  on  the  part  of  citizens 
to  be  served. 

(  6)  Incentives  be  developed  to  promote  the  reten¬ 
tion  of  nurses  in  the  practice  field. 

(  7)  Current  practice  patterns  which  focus  primarily 
on  acute  care  be  altered  to  include  and  emphasize 
preventive  care,  rehabilitative  and  longterm  care. 

(  8)  Legislation  be  proposed  in  Pennsylvania  which 
would  recognize  the  need  to  provide  for  flexibility  in 
the  roles  to  be  accepted  by  nursing  and  medicine. 

(  9)  State  Board  of  Examiners,  both  medicine  and 
nursing,  in  collaboration  with  their  respective  associa¬ 
tions,  establish  educational  requirements  and  reason¬ 
able  standards  of  care  which  will  serve  the  citizens  as 
well  as  protect  the  practitioners. 

(10)  That  the  practice  of  nurses  and  physicians  be 
altered  so  that  nurses  can  assume  greater  responsi¬ 
bility  for  delivery  of  primary  health  care  services  in 
identified  settings. 

(11)  Nursing  and  Medicine  take  appropriate  action 
to  insure  that  practice  roles  reflect  consumer  needs. 


(12)  Every  possible  means  be  encouraged  to 
promote  change  in  the  way  physicians  and  nurses 
relate  to  each  other  to  the  end  that  both  are  working  for 
the  patient  in  congruent  roles  agreed  upon  by  both  pro¬ 
fessions. 

(13)  A  method  of  reimbursement  be  instituted  so  that 
the  practitioner  who  performs  an  essential  health  care 
service  for  a  patient  may  validate  that  service  and  be 
compensated  for  it. 

(14)  Nurses  accept  responsibility  for  their  profes¬ 
sional  actions  and  accountability  for  decisions  made  in 
relation  to  professional  practice. 

(15)  Local  committees  of  physicians  and  nurses 
work  cooperatively  to  resolve  regional  health  care 
issues. 

(16)  Health  care  professionals  in  Pennsylvania  make 
a  concerted  effort  to  gain  increased  knowledge  and  un¬ 
derstanding  of  the  political  organizations  and  the 
legislative  process  in  order  to  become  effective  in 
influencing  the  legislation  which  affects  the  health  care 
in  the  Commonwealth. 

(17)  In  view  of  the  foregoing,  the  commission  recom¬ 
mends  that  a  joint  committee  be  formed  by  the  Pennsyl¬ 
vania  Nurses  Association  and  the  Pennsylvania  Medical 
Society  to  assist  these  groups  to  work  cooperatively  in 
providing  leadership  to  physicians  and  nurses  in  work¬ 
ing  together  toward  resolving  health  care  issues  in 
Pennsylvania. 

The  committee  went  over  in  detail  the  document  en¬ 
titled  “Final  Report  of  the  Joint  Practice  Commission.” 
Our  feeling,  generally,  is  that  the  document  is  wordy 
and  confusing.  It  appears  to  be  an  opening  ploy  of  a 
movement  to  eventually  obtain  co-equal  rights,  privi¬ 
leges,  and  responsibilities  with  physicians  in  the 
delivery  of  health  care  and  the  practice  of  medicine. 
This  is  illogical.  While  nursing  and  medicine  correlate, 
that  correlation  is  based  on  cooperation,  mutual  respect, 
and  striven  output  within  each  profession’s  training  and 
capabilities  toward  the  optimum  care  of  the  patient.  The 
care  of  the  patient  is  the  only  reason  for  the  existence  of 
either  profession. 

In  this  context,  the  committee  feels  that  there  is  a  defi¬ 
nite  place  for  expanded  function  of  nurses  as  members 
of  the  medical  care  team.  The  number  of  nurse 
specialties  is  growing,  all  contributing  logically  to  health 
care  as  members  of  the  team.  This  trend  is  to  be  en¬ 
couraged  as  long  as  it  contributes  to,  rather  than  con¬ 
fuses,  the  patient-care  effort.  The  qualified  nurse  spe¬ 
cialist  is  capable  of  contributing  invaluable  input  in  co¬ 
operation  with  physician  leadership.  She  is  capable  of 
creating  doubt  and  confusion  between  professions  when 
she  goes  counter  to  that  concept. 

The  qualified  nurse  has  long  been  the  logical  assistant 
to  the  physician  in  patient  care.  As  the  practice  of  medi¬ 
cine  expanded  and  became  more  and  more  complex  and 
demanding,  the  nurse  function  should  have  grown 
apace.  While  it  did  do  so  to  an  appreciable  degree,  there 
also  developed  a  counter  trend  of  pulling  away  from  the 
team  effort.  The  final  report  of  the  "Joint  Practice  Com¬ 
mission”  catalogues  that  diversion  in  its  seventeen  rec¬ 
ommendations.  That  counter  trend  has  also  been,  in 


110 


Pennsylvania  Medicine,  December  1974 


part,  responsible  for  the  remarkable  growth  and  accept¬ 
ance  of  the  physician’s  assistant,  an  apt  illustration  of 
the  law  of  nature  that  when  a  vacuum  is  created,  some 
force  or  substance  moves  in  to  occupy  the  space. 

In  view  of  these  opinions  and  the  divergence  between 
the  official  1973  Pennsylvania  Medical  Society  policy 
and  the  Joint  Practice  report,  it  is  our  recommendation 
that  the  Society  withhold  support  of  the  report  of  the 
Joint  Practice  Commission  until  such  time  as  appropri¬ 
ate  representatives  of  Pennsylvania  nursing  and  the 
Pennsylvania  Medical  Society  can  discuss  it.  The  House 
should,  instead,  reiterate  its  support  of  the  1973  position 
on  nursing. 

Recommendations  and  Goals  of  the  Pennsylvania 
Commission  on  Nursing  Education 
Summary  of  Recommendations 

The  Pennsylvania  Commission  on  Nursing  Education 
recognized  their  responsibility  to  the  nursing  needs  of 
consumers  and  potential  nursing  students  in  develop¬ 
ing  and  organizing  educational  systems  which  will 
prepare  qualified  practitioners  of  nursing.  In  order  to 
provide  more  adequate  health  care  to  the  citizens  of 
Pennsylvania,  the  basic  structure  of  nursing  education 
must  change.  The  commission  believed  that  this  can  be 
accomplished  by  concerted  action,  experimentation, 
and  change  augmented  by  joint  federal,  state  and  local 
funding,  state  leadership  and  local  participation. 

The  Pennsylvania  Commission  on  Nursing  Education 
recommends: 

(1)  That  nursing  education  be  positioned  in  the  gen¬ 
eral  system  of  education  in  the  Commonwealth  of 
Pennsylvania.  Educators  must  proceed  to  bring  about 
this  change  through  planned  transition. 

(2)  That  all  educational  programs  be  designed  to 
allow  for  articulation  into  other  levels  with  each  level 
maintaining  its  own  integrity. 

(3)  That  small  programs  within  Pennsylvania  be  ter¬ 
minated  or  consolidated  into  larger  programs  to  reduce 
the  per  unit  costs  of  education  and  provide  for 
improved  utilization  of  faculty. 

(4)  That  joint  planning  take  place  among  academic 
institutions,  hospitals,  and  other  health  care  facilities  in 
an  effort  to  improve  resources  and  utilization  of  clinical 
teaching  facilities  and  faculty. 

(5)  That  the  State  and  Regional  Comprehensive 
Health  Planning  Agency  of  the  Pennsylvania  Depart¬ 
ment  of  Health  and  the  Bureau  of  Planning  of  the  Penn¬ 
sylvania  Department  of  Education  explore  the  possibili¬ 
ties  of  sharing  increasingly  scarce  faculty  resources. 

(6)  That  institutions  for  nursing  education  develop 
new  approaches  for  assessing  the  quality  of  prior 
nursing  experience  and  practice  for  the  purpose  of 
credit  and  advanced  placement  of  students. 

(7)  That  nursing  preparatory  institutions  develop 
improved  admissions  procedures  to  decrease  student 
withdrawals  and  academic  failures. 

(8)  That  resources  and  funding  for  graduate  educa¬ 
tion  in  nursing  be  expanded  to  meet  specific  needs 
within  each  region  of  the  state. 


(9)  That  continuing  education  for  nurses  be  ex¬ 
tended  and  expanded  to  allow  for  increased  learning 
opportunities  through  organized  and  planned  pro¬ 
grams. 

(10)  That  a  state  center  for  continuing  education  for 
nurses  be  developed  to  serve  as  a  means  for  effective 
regional  coverage  and  dissemination  of  information 
relating  to  continuing  education. 

(11)  That  legislation  be  passed  to  update  the  Profes¬ 
sional  Practice  Acts  to  facilitate  the  development  of 
new  and  improved  practice. 

Goals 

I.  Ensure  the  Restructuring  of  Nursing  Education 
within  the  General  System  of  Education  in 
Pennsylvania 

Recommendations: 

(1)  Those  hospital  schools  that  are  strong  and  vital, 
endowed  with  a  qualified  faculty,  suitable  educational 
facilities,  and  motivated  for  excellence  be  encouraged 
to  seek  and  obtain  regional  accreditation  and  degree¬ 
granting  power. 

II.  Support  Collaboration  between  Nursing  and 

General  Education  in  Developing  and  Implementing 

Dynamic  and  Innovative  Educational  Programs  and 
Policies 

Recommendations: 

(1)  The  institutions  for  nursing  develop  new 
approaches  to  the  matter  of  admissions  including:  (a) 
Development  of  both  written  and  performance  exami¬ 
nations  to  assess  the  quality  of  prior  nursing  experi¬ 
ences  and  practice  for  the  purposes  of  credit  and  ad¬ 
vanced  placement,  (b)  Development  of  achievement, 
placement,  and  diagnostic  examinations  in  academic 
subjects  to  provide  credit  and  proper  placement  of  in¬ 
dividuals  within  instructional  programs. 

(2)  To  decrease  student  withdrawal  and  academic 
failures  in  nursing  preparatory  institutions:  (a)  Study 
their  application  procedures,  academic  advising,  and 
student  completion  data  for  the  purpose  of  developing 
better  selection  and  counseling,  (b)  Investigate  the  de¬ 
velopment  of  more  individualized  programs  of  instruc¬ 
tion  that  require  accomplishment  of  curricular  objec¬ 
tives,  but  permit  variance  in  student  rate  of  learning 
and  in  number  of  courses  taken  at  any  one  time. 

III.  Ensure  the  Availability  of  Graduate  Education  in 
Nursing  for  the  Potential  Student  Population 
Throughout  the  Commonwealth 
Recommendation: 

(1)  The  state  master  planning  committee  for  nursing 
education  be  particularly  concerned  that  the  number  of 
graduate  programs  in  nursing  be  consistent  with  the 
human  and  economic  resources,  and  that  the  inaugura¬ 
tion  or  expansion  of  weak  programs  not  be  permitted. 

IV.  Extend  and  Expand  Learning  Opportunities  for 

Nurses  Through  Organized  and  Planned  Continuing 
Education  Programs 
Recommendation: 

(1)  The  state  master  planning  committee  for  nursing 
identify  one  or  more  institutions  to  be  responsible  for 
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regional  coverage  of  continuing  education  programs 
for  nurses  within  the  area,  and,  further,  that:  (a)  Federal 
and  state  funds  be  utilized  to  plan  and  implement  con¬ 
tinuing  education  programs  for  nursing  on  either  a 
statewide  or  broader  basis  (as  suggested  by  the  current 
interstate  compacts  for  higher  education);  and  (b)  In  the 
face  of  changing  health  roles  and  functions  and  the  in¬ 
terdependence  of  the  health  professions,  vigorous  ef¬ 
forts  be  made  to  have  continuing  education  programs 
jointly  planned  and  conducted  by  interdisciplinary 
teams. 

Your  committee,  at  its  meeting,  felt  that  the  outstand¬ 
ing  point  noted  in  reviewing  this  rather  extensive  docu¬ 
ment  is  that  no  mention  is  made  of  patient  care  as  the 
primary  motivation  for  nursing  and  nurse  education.  The 
entire  document  seems  to  be  nurse  rather  than  patient- 
oriented.  On  the  other  hand,  the  Pennsylvania  Medical 
Society’s  position  paper  on  nursing  has  as  its  opening 
statement,  “The  best  possible  health  care  of  our  fellow 
human  beings  is  the  reason  for  the  existence  of,  and 
should  be  the  primary  goal  of,  the  professions  and  tech¬ 
nologies  concerned  with  all  facets  of  health.” 

The  committee  also  noted  that  the  Society’s  position 
on  nursing  contains  many  of  the  points  made  in  the 
report  of  the  Commission  on  Nursing  Education.  Like¬ 
wise,  the  AMA  position  on  nursing,  published  in  1970, 
emphasizes  many,  if  not  most,  of  the  points  in  the  com¬ 
mission  report. 

Throughout  the  document,  the  licensed  practical 
nurses  are  directed  in  many  places  to  cooperate  with 
the  Pennsylvania  Nurses  Association  and  the  Pennsyl¬ 
vania  League  for  Nursing  in  obtaining  and  promoting 
the  goals  and  sub-goals  of  the  report.  In  spite  of  this, 
licensed  practical  nurse  schools  are  mentioned  only 
briefly — particularly,  it  is  noted  that  the  licensed  prac¬ 
tical  nurses  should  cooperate  with  the  other  organiza¬ 
tions  in  promoting  the  establishment  of  appropriate 
graduate  education.  Licensed  practical  nurses,  unless 
they  have  appropriate  degrees,  are  not  eligible  for 
graduate  work. 

Mention  is  not  made  of  educational  provisions  for  the 
various  types  of  nurse  specialties,  who  are,  by  their  na¬ 


ture,  physician-nurse  collaborative  enterprises,  i.e., 
nurse  anesthetists,  midwives,  operating  room  nurses, 
orthopaedic  nurses,  stomal  technicians,  pediatric 
nurses,  emergency  room  nurses,  intensive  care  nurses, 
etc.  Neither  is  continuing  education  for  nurse  special¬ 
ists  mentioned,  although  it  might  be  considered  to  be 
blanketed  under  Goal  IV. 

Of  the  four  goals  listed  in  the  report,  we  feel  the 
Pennsylvania  Medical  Society  can  agree  in  principle 
with  minor  reservations  in  Goals  III  and  IV,  promotion 
of  graduate  education  for  nurses  and  promotion  of  con¬ 
tinuing  education  programs  for  nurses. 

A  lesser  degree  of  concurrence  can  be  given  to  Goal 

II  in  the  implementation  of  dynamic  and  innovative  edu¬ 
cational  programs. 

Linder  Goal  I,  restructure  of  nurse  education  within 
the  general  education  system  of  Pennsylvania  gives 
practically  no  ground  for  support.  The  Pennsylvania 
Medical  Society  paper  does  not  concur  in  the  closing  of 
diploma  schools  which  this  goal  will  require  nor  the 
effect  it  would  have  on  the  licensed  practical  nurse 
training  system  of  the  state.  The  alternate  suggestion 
that  diploma  schools  obtain  degree-granting  powers  is 
impractical. 

The  Pennsylvania  Medical  Society  can  support  the 
degree  ladder  challenge  examinations  and  equivalency 
determinations  which  facilitate  and  speed  up  nurse  ad¬ 
vancement  in  the  educational  field. 

Linder  Goal  I,  the  comprehensive  health  planning 
function  of  the  State  Health  Department  is  encouraged 
to  collaborate  in  the  identification  and  initiation  of  plan¬ 
ning  activities  between  academic  institutions  and 
health  care  institutions;  also  to  assist  in  the  closing  of 
small  nursing  education  programs  and  the  exploration 
of  the  possibilities  of  sharing  in  increasingly  scarce 
faculty  resource.  Your  committee  cannot  concur  in 
these  latter  provisions  of  Goal  I. 

Accordingly,  your  committee  recommends  that  Goal 

III  be  supported  in  principle;  Goal  II  be  supported  with 
the  above-mentioned  changes;  and  Goal  I  be 
disapproved. 


QUESTIONS?  SUGGESTIONS! 
are  invited  for  consideration  by 
The  Committee  on  Objectives 
Pennsylvania  Medical  Society 


Pennsylvania  Medical  Society 

Box  301,  Lemoyne,  PA  1 7043  (County) 


112 


Pennsylvania  Medicine,  December  1974 


Each  tablet  contains  80  mg  trimethoprim  C.  M 

and  400  mg  sulfamethoxazole. 

A  high  assurance  of  clinical  efficacy 

£  in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■  against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter ,  Proteus  mirabilis,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 


Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter , 
Proteus  mirabilis ,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe¬ 
rience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a  significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he¬ 
molysis  may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona¬ 
mides  and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy¬ 
tosis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider¬ 
mal  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri¬ 
orbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan¬ 
creatitis.  CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  facetazolamide,  thiazides)  and  oral  hypogly¬ 
cemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro¬ 
duced  thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine. 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2  tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho¬ 
prim  and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


Each  tablet  contains 


80 


tri 


mg 


A  high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consultcomplete  product  information, 
a  summary  of  which  appears  on  preceding  page. 


